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Jones.  R.  T.,  Elba. 

Nicholson,  F.  S.,  St.  Paul. 

Pedersen,  P.  M.,  Dannebrog. 

Sturges,  C.  J..  St.  Paul. 

JEFFERSON 

Ainlav.  Geo.  W'.,  Fairbury. 

DuVall,  Geo.  R.,  Fairbury. 

Harvey',  H.  A.  E.,  Fairbury. 

Heath.  G.  A.,  Fairbury. 

Hughes.  D.  O..  Fairbury. 

Humphrey.  H.  H..  Day'kin. 

Lynch,  c M„  Fairbury. 

Lynch,  J.  H.,  Fairbury. 

Peterson,  W.  C..  Fairbury. 

Potter,  H.  E„  Fairbury. 

Powell,  M.  J.,  Fairbury. 

Taylor,  J.  S..  Fairbury. 

JOHNSON 

Barnes,  C.  D.,  Tecumseh. 

Conlee,  C.  C.,  Cook. 

Fitzsimmons,  A.  P.,  Tecumseh. 
Heilman,  W.  L..  Sterling. 

Howard,  Sullivan,  Elk  Creek. 
McGleer,  E.  C„  Tecumseh. 

Morrill,  W\  LeRoy  Sterling. 
Rubleman,  Geo.  J..  Tecumseh. 
Turner,  J .W.,  Sterling. 

Zeigler,  C.  H..  Vesta, 

KEITH-PERKINS 
Bell,  F.  M. 

Moore,  C.  N.,  Ogallala. 

Smith,  Clinton  H„  Big  Springs. 
Vandiver,  H.  A.,  Ogallala. 

LANCASTER 
Adams,  R.  B.,  Lincoln. 


Albin,  W.  L.,  Lincoln. 

Andrews,  C.  F.,  Lincoln. 

Angle.  E.  E..  Lincoln. 

Angle,  E.  J.,  Lincoln. 

Arnholt,  M.  F.,  Lincoln. 

Arnold,  C.  H.,  Lincoln. 

Bailey,  B.  F.,  Lincoln. 

Bartholomew,  P.  H.,  Lincoln. 

Becker.  W'.  C.,  Lincoln. 

Black,  P.,  Lincoln. 

Bowman.  D.  J.,  Lincoln. 

Brewe,  C.  H.,  Lincoln. 

Brewer,  M.  J.,  Lincoln. 

Brooks,  E.  B.,  Lincoln. 

Cameron,  W.  L.,  Lincoln. 

Campbell,  W'.  A.,  Lincoln. 

Carveth,  W.  .M.,  Lincoln. 

Churchill,  I.  W.,  Uni.  Place. 

('olburn,  W.  O.,  Lincoln. 

Coleman,  F.  D.,  Lincoln. 

Cook.  S.  E.,  Lincoln. 

Covey,  Geo.  W.,  Lincoln. 

(?rook,  Roy,  Uni.  Place. 

Cummings,  E.  D.,  Lincoln. 

Curtis,  W.  L..  Lincoln. 

Dayton,  W'.  L..  Lincoln. 

Deppen,  E.  N..  Lincoln. 

Eiche,  Frederick,  Lincoln. 

Emerson,  C.,  Lincoln. 

Everett,  Ernest,  Lincoln. 

Everett,  H.  H.,  Lincoln. 

Everett,  O.  W".,  Lincoln. 

Fahnestock,  C.  L.,  Lincoln. 

Finkle,  B.  A.,  Lincoln. 

Flanagan,  May  L.,  Lincoln. 
Flansburg,  H.  E.,  Lincoln. 

Frey',  E.  Elmer,  Lincoln. 

Furgason,  A.  P.,  Lincoln. 

Gibson.  L.  F..  Lincoln. 

Graham.  A.  Winifred,  Lincoln. 
Graham,  F.  A.,  Lincoln. 

Griffiths,  D.  G.,  Lincoln. 

Hancock,  E.  W’’.,  Lincoln. 

Harms,  (jhas.  W.  W'.,  Lincoln. 
Hickman,  C.  C.,  Lincoln. 

Hilton,  D.  C.,  Lincoln. 

Hohlen,  K.  S.  J..  Lincoln. 
Hollenbeck,  F.  B.,  Lincoln. 

Hompes,  J.  J.,  Lincoln. 

Hornbeck,  A.  R.,  Lincoln. 

Hummel,  R.  O.,  Lincoln. 

Johnson,  C.  C.,  Lincoln. 

Johnson,  F.  B.,  Lincoln. 

Kail,  Carl,  Lincoln. 

Katskee,  E.  K.,  Lincoln. 

Knight,  L.  C„  Lincoln. 

Lehnhoff.  H.  J.,  Lincoln. 

Lewis,  Geo.,  Lincoln. 

Loomis,  J.  J.,  Lincln. 

Lovell,  A.  I.,  College  View. 

Lvman,  R.  A.,  Lincoln. 

McCarthy.  T.  F.,  Lincoln. 
MacKinnon,  A.  I.,  Lincoln. 

Mayhew,  J.  M.,  Lincoln  (deceased). 
Mitchell.  A.  R.,  Lincoln. 

Moy'er,  T.  C.,  Lincoln. 

Munger,  Arbor  D.,  Lincoln. 

Munger,  I.  C..  Lincoln. 

Munger.  I.  C.,  Jr.,  Lincoln. 

Neely,  J.  M„  Lincoln. 

Olnev,  R.  C.,  Lincoln. 

Orr,  H.  W.,  Lincoln. 

Owen,  L.  J.,  Lincoln. 

Ramev,  W.  N.,  Lincoln. 

Reed.  E.  B.,  Lincoln. 

Reese,  S.  0„  Lincoln. 

Relnbard.  O.  A.,  Lincoln. 

Revnolds.  R.  W.,  Lincoln. 

Rickard.  W.  G„  Lincoln. 

Rider,  E.  E.,  Lincoln. 

Rogers,  F.  L.,  Lincoln. 

Rowe,  E.  W^.,  Lincoln. 

Ry'erson,  F.  R.,  Lincoln. 

Sanderson.  D.  D.,  Lincoln. 

Smith,  A.  L.,  Lincoln. 

Smith,  Jerome  H.,  Lincoln. 

Smith,  R.  L„  Lincoln. 

Snipes,  J.  J.,  Lincoln. 

Speier,  Aaron  S.,  Lincoln. 

Stapleton,  H.  B.,  Lincoln. 

Taylor,  H.  A.,  Uni.  Place. 

Taylor,  J.  D.,  Uni.  Place. 

Teal.  F.  F„  Lincoln. 

Thomas,  J.  W.,  Lincolii. 

Thompson,  J .C.,  Lincoln. 

Thomson,  J.  E.  M..  Lincoln. 

Waite,  H.  H„  Lincoln. 

W’alker,  G.  H„  Lincoln. 

Warner.  Ruth,  Lincoln. 

Webb,  Adin  H..  Lincoln. 

Wegner,  E.  S.,  Lincoln. 

Welch,  J.  S.,  Lincoln. 

Whithara.  Roy  A..  Lincoln. 
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Wiedman,  Earl  C.,  Lincoln. 
Williams,  B.  P.,  Lincoln. 

Williams.  J.  P.,  Lincoln. 

Wilson,  W.  H.,  Lincoln. 

Woodward,  J.  M.,  Lincoln. 

Wright,  Prank  T.,  Lincoln. 

Zemer,  S.  G.,  Lincoln. 

LINCOLN 

Ames,  M.  A.,  North  Platte. 
Anderson,  Jorl,  North  Platte. 
Clark,  Harvey,  North  Platte. 

Dent,  Geo.  B.,  North  Platte. 

Petter,  Earl  W.,  North  Platte. 
Heider,  Chas.  P.,  Sutherland. 
Kennon,  C.  E.,  Maxwell. 

Kerr,  T.  J.,  North  Platte. 

McGraw,  H.  G..  Tryon. 

Morris,  Geo.  H.,  Oshkosh. 

Newman,  J.  C.,  Wallace. 

Platt.  O.  R..  North  Platte. 

Ostling,  Evert  H.,  Lewellen. 
Redfield,  J.  B.,  North  Platte. 
Richardson,  S.  T.,  Hershey. 
Russell,  R.  S.,  Sutherland. 

Sadler,  W.  W.,  Hershey. 

Schneider,  A.  L.,  Henderson. 
Schock,  A.  A.,  McPadden,  Wyo. 
Scofield,  H.  B.,  Wellsfleet. 

Selby,  Claude  A.,  North'  Platte. 
Stevenson,  Ed.,  North  Platte. 
Walker,  H.  H.,  North  Platte. 
Wurtele,  P.  J.,  North  Platte. 

MADISON-STANTON-PIERCE- 
ANTELOPE-KNOX 
Allen,  S.  G.,  Stanton. 

Allerton,  Perry,  Tilden. 

Barr,  C.  C.,  Tilden. 

Barry,  Augustus,  Norfolk. 

Bennie,  J.  W.,  Clearwater. 
Benthack,  Walter,  Pierce. 

Brauer,  S.  H.,  Hoskins. 

Bruce,  I.  J.,  Madison. 

Brush,  E.  L.,  Norfolk. 

Burrell,  R.  H.,  Creighton. 

Campbell,  S.  A.,  Norfolk. 

Carrig,  M.  H.,  Norfolk. 

Charlton,  G.  E.,  Norfolk. 

Clark,  W.  K.,  Valentine. 

Courshon.  A.  J.,  Chadron. 

Craft,  W.  T.,  Pierce. 

Curtis,  E.  E.,  Neligh. 

Drummond,  C.  C.,  Norfolk. 

Emrich,  E.  L.,  Massillon,  Ohio. 
Farner,  B.,  Norfolk. 

Fletcher,  D.  L.,  Orchard. 

Fletcher,  T.  W.,  Orchard. 

Frary,  R.  A.,  Stanton. 

Frink,  Frank  L.,  Newman  Grove. 
Gadbois,  A.  E.,  Norfolk. 

Graham,  W.  W.,  Elgin. 

Green,  Carl,  Niobrara. 

Hansen,  Geo.  M.,  Madison. 

Harrison,  U.  S.,  Neligh. 

Hoefer,  C.  A.,  Wisner. 

Hopper,  O.  C.,  Stanton. 

Howley,  A.  N.,  Norfolk. 

Jensen,  Frank,  Newman  Grove. 
Jensen,  J.  P.,  Plainview. 

Johnson,  L.  A.,  Plainview. 

Johnson,  R.  E.,  Wausa. 

Kindred,  H.  L.,  Meadow  Grove. 
Long,  F.  A.,  Madison. 

McClelland,  E.  E.,  Jr.,  Elgin. 
MacNamara,  R.  B.,  Crofton. 
Maillard,  A.  E..  Osmond. 

Melerian.  H.,  Plainview. 

Morris,  H.  G.,  Newman  Grove. 
(Mullong,  C.  R.,  Norfolk. 

Nelson,  Lloyd  L.,  Norfolk. 

Nielsen,  J.  C.,  Norfolk. 

Nye,  P.  H.,  Plainview. 

Palmateer,  H.  R.,  Madison. 

Pollock,  P.  A.,  Norfolk. 

Reid,  John  D.  Pilger. 

Rodgers,  C.  E.,  Osmond. 

Rudloff,  F.  X.,  Battle  Creek. 

Salter,  F.  G.,  Pierce. 

Salter,  P.  H.,  Norfolk. 

Sayre,  C.  E Norfolk. 
Schlumberger,  P.  R.,  Oakdale. 
Schwedehelm,  A.  J.,  Creighton. 
Sidwell,  Doris  M.,  Santee. 
Sonneland,  A.  M.,  Norfolk. 

Stark,  Lucien,  Norfolk. 

Swift,  C .H„  Crofton. 

Tanner,  Ed.,  Battle  Creek. 

Tennant,  H.  S.,  Stanton. 

Young,  G.  A.,  Norfolk. 

MERRICK 

Benton,  J.  E.,  Central  City. 

Boyd,  Earl  E.,  Central  City. 


Brown.  A.  D.,  Central  City. 

Elwood,  L.  W.,  Silver  Creek. 

Pouts,  Frederick,  Central  City. 
Glatfelter,  Harvey  E.,  Central  City. 
Hutchison.  J.  W.,  Central  City. 
Line,  T.  H.,  Central  City. 

Racines,  J.  Y.,  Palmer. 

NANCE 

Balcom,  R.  D.,  Genoa. 

Cleary,  J.  A.,  Fullerton. 

Davis,  Homer,  Genoa. 

Johnson,  P.  W.,  Fullerton. 

King,  H.  E.,  Fullerton. 

Kirkpatrick,  M.  E.,  Fullerton. 
Williams,  C.  D.,  Genoa. 

NEMAHA 

Blakely,  Nathan  H.,  Auburn. 

Cline,  Edgar,  Auburn. 

Graham,  A.  C.,  Nemaha. 

Irvin,  I.  W.,  Auburn. 

Lorance,  B.  F.,  Auburn. 

Lutgen,  C.  A.,  Auburn. 

Ramsey,  A.  J.,  Auburn. 

Smith,  B.  A.,  Auburn. 

Tyler.  E.  M.,  Auburn. 

Vance,  V.  V.,  Peru. 

Wilson.  J.  S.,  Johnson. 

NUCKOLLS 

McMahon,  Chas.  G.,  Superior 
Mitchell.  W.  F.,  Superior. 

Nelson,  W.  H.,  Ruskin. 

Nelson,  William  N.,  Hardy. 
Trowbridge,  J.  A.,  Superior. 

OMAHA-DOUGLAS 
Adams,  W.  J.,  Omaha. 

Allen,  J.  P.,  Omaha. 

Allingham,  H.  T.,  Omaha. 

Anderson,  Harley  E.,  Omaha. 
Anderson,  M.  C.,  Omaha. 

Anderson,  W.  N.,  Omaha. 

Bantin,  C.  P.,  Omaha. 

Bantin.  E.  W.,  Omaha. 

Baptist,  J.,  Omaha. 

Barnhardt,  E.  G.,  Omaha. 

Barry,  ,M.  W„  Omaha. 

Bean,  F.  J.,  Omaha. 

Beck,  P.  O.,  Om.aha. 

Bennett,  A.  E.,  Omaha. 

Best,  R.  R.,  Omaha. 

Berry,  W.,  Omaha. 

Betz,  W.  H.,  Omaha. 

Bleick.  L.  C.,  Omaha. 

Bliss,  R.  W.,  Omaha. 

Boler.  T.  D.,  Omaha. 

Borghoff,  J.  A.,  Omaha. 

Brandt,  Emelia,  Omaha. 

Bridges,  E.  L.,  Omaha. 

Bridges,  W.  O.,  Omaha. 

Brown,  A.  J.,  Omaha. 

Brown,  C.  P.,  Omaha. 

Burns,  B.  C.,  Omaha. 

Bushman.  L.  B.,  Omaha. 

Callfas,  W.  P..  Omaha. 

Campbell,  P.  T.,  Omaha. 

Cassidy,  W.  A.,  Omaha. 

Chaloupka,  J.  G.,  Omaha. 

Christie,  Burton  W.,  Omaha. 

Clarke.  P.  S.,  Omaha. 

Clark,  G.  L.,  Omaha. 

Cloyd,  A.  David,  Omaha. 

Cloyd,  Augustus  D.,  Omaha. 

Condon,  Albert  P„  Omaha. 

Conlin.  Frank  M.,  Omaha. 

Connolly,  E.  A.,  Omaha. 

Cook,  L.  J.,  Omaha. 

Cross.  Clara,  Omaha. 

Crummer,  LeRoy,  Omaha. 

Cuscaden,  Gertrude,  Omaha. 

Davis,  Byron  B.,  Omaha. 

Davis.  Edwin  G.,  Omaha. 

Davis,  Herbert  H.,  Omaha. 

Davis.  J.  C.,  Jr.,  Omaha. 

Davis.  W.  M.,  Omaha. 

Davis,  W.  W.,  Omaha. 

DeLanney,  L.  A.,  Omaha. 

DeStefano.  C.,  Omaha. 

Dishong,  G.  W.,  Omaha. 

Dodge,  Roy  A.,  Omaha. 

Dow,  Andrew  G.,  Omaha. 

Duffy,  Francais  M.,  Omaha. 

Duncan,  J.  W.,  Omaha. 

Dunn,  Arthur  D.,  Omaha. 

Dunn,  P.  Lowell,  Omaha. 

Dwyer,  J.  R.,  Omaha. 

Edgington,  Avington  A.,  Omaha. 
Eldredge,  R.  B..  Omaha. 

Ellis  Paul  H.,  Omaha. 

Emmert,  Max,  Omaha. 

Endres,  G.  L..  Omaha. 


Erman,  Jacob  M.,  Omaha. 

Evans,  Edward  B.,  Omaha. 
Ewino-  Ben  H.,  Omaha. 

Fairchild,  Nora  M„  Omaha. 
Farrell,  Robt.  P.,  Omaha. 

Faulk,  Fred  W.,  Omaha. 

Findley,  Palmer,  Omaha. 
Fitzgibbons,  Henry  M..  Omaha. 
Fitzsimmons,  A.  W.,  Omaha. 
Foltz,  C.  B.,  Omaha. 

Ford,  Michael  J.,  Omaha. 

Fonts,  R.  W.,  Omaha. 

Frandsen,  Chas.,  Omaha. 
Freymann.  J.  J.,  Omaha. 

Gardnei-,  J.  F.,  Omaha. 

Gerald,  H.  P.,  Omaha. 

Gerrie,  Wallace  A.,  Omaha. 
Gifford,  Harold,  Omaha. 

Gifford,  Sanford  R.,  Omaha. 
Gilbert,  G.  R.,  Omaha. 

Gilmore,  Robt.,  Omaha. 

Gleeson,  John  J.,  Omaha. 
Goodrich,  Guy  W.,  Omaha. 
Greenberg,  Abraham,  Omaha. 
Greenberg,  Ben.,  Omaha. 

Grier.  M.  E.,  Omaha. 

Grodinsky,  Manuel,  Omaha. 

Hall,  B.  W.,  Omaha. 

Hall.  Lynn  T.,  Omaha. 

Hamilton,  Herschel  P.,  Omaha. 
Hamilton,  Howard  B.,  Omaha. 
Haney,  W.  P.,  Omaha. 

Hanisch,  L.  E.,  Omaha. 

Hardy,  C.  C.,  Omaha. 

Haslam,  T.  P.,  Omaha. 

Heagey,  Francis  W.,  Omaha. 
Hellwig,  John  W.,  Omaha. 

Henry,  Edwin  C.,  Omaha. 

Henske,  J.  A.,  Omaha. 

Herrmann,  W.  W.,  Omaha. 
Heumann,  J.  M.  P.,  Omaha. 
Hickey,  C.  W.,  Bennington. 
Hirschman,  Herman,  Omaha. 
Hoffman,  O.  L,  Omaha. 

Hollister,  R.  R.,  Omaha. 
Holovtchiner,  E.,  Omaha. 

Hoest,  John,  Omaha. 

Hotz,  Harley,  Omaha. 

Houlton,  T.  L.,  Omaha. 

Howard,  M.  C.,  Omaha. 

Hull,  C.  A.,  Omaha. 

Hunt,  Katherine  M.,  Omaha. 
Hyde,  John  P.,  Omaha. 

Impey,  Chester  C.,  Omaha. 
Iwerson,  J.  C.,  Omaha. 

Jahr,  Herman  M.,  Omaha. 

James,  C.  S.,  Omaha. 

Jefferson,  Alfred,  Omaha. 
Jenkins,  Harry  J.,  Omaha. 
Johnson,  Aldis  A.,  Co.  Bluffs,  la. 
Johnson,  A.  C.,  Omaha. 

Johnson,  H.  P.,  Omaha. 

Johnson,  Julius  A.,  Omaha. 

Jonas,  August  F.,  Omaha. 

Jones,  Wesley,  Omaha. 

Joyner,  Nevill,  Omaha. 

Kadavy,  G.  J.,  Omaha. 

Kani,  Mantz  A.,  Omaha. 

Keegan,  John  J.,  Omaha. 

Kelley,  Ernest,  Omaha. 

Kelley,  James  F.,  Omaha. 
Kennedy,  C.  R.,  Omaha. 

Killins,  W.  A.,  Omaha. 

Kinyoun.  P.  H.,  Omaha. 

Kleyla,  Jno.  R.,  Omaha. 

Koening,  Margaret  W.,  Waterloo. 
Koutsky,  John  W.,  Omaha. 

Knode,  Archibald  R.,  Omaha. 
Korth,  Z.  N.,  Omaha. 

Kully.  B.  M.,  Omaha. 

Langdon.  J.  Frederick,  Omaha. 
Lathrop,  M.  E.  Omaha. 

Lemere,  Henry  B.,  Omaha. 

Lennox,  Geo.  B.,  Omaha. 

Levey,  Philip,  Omaha. 

Lindquist,  A.  B.,  Omaha. 

Lord,  John  P.,  Omaha. 

Lovely,  Prank  I.,  Omaha. 

Linkart,  Ralph  H..  Omaha. 
Lukovsky,  J.  P„  Omaha. 
McArthur,  H.  J.,  Omaha. 

McCarthy.  Joseph  D.,  Omaha. 
McClanahan,  Harry  M.,  Omaha. 
McCleneghen.  Sam.,  Omaha. 
McDairmid,  Stuart  B.,  Omaha. 
McDermott,  Bernard  O.,  Omaha. 
McDonald.  Jos.  P.,  Omaha. 

McGee,  Harry  E.,  Omaha. 
McEachen,  Esther  I.,  Omaha. 
McGee,  J.  W.,  Omaha. 

McGrew,  C.  P.,  Omaha. 

McGuire,  L.  D.,  Omaha. 

McKean,  J.  W.,  Chiengnai,  China. 
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McMartin.  Chas.,  Omaha. 
McMamara,  J.  AV„  Omaha. 
MacQuiddy,  E.  L,.,  Omaha. 
Macrae.  Donald,  Jr.,  Omaha. 
Magaret,  O.  H..  Papillion. 
Manning,  Ernest  T.,  Omaha. 
Marble,  R.  E.,  Omaha. 

Margolin.  M.,  Omaha. 

Martin,  Jos.,  W.,  Omaha. 

Martin,  Otis.  Omaha. 

Mason,  C.  IV.,  Cheingmain,  Siam. 
Mauer,  R.  T.,  Omaha. 

Maxwell,  J.  T..  Omaha. 

Melcher,  W.  H.,  Omaha. 

Mercer,  Nelson,  Omaha. 

Miller,  G„  Omaha. 

Miller.  H.  C„  Omaha. 

Milroy,  tVm.  F.,  Omaha. 
Minthorn,  Martin  L,.,  Omaha. 
Mnuk,  F.  J.,  Omaha. 

Moody,  W.  B.,  Omaha. 

Moon,  C.  F.,  Omaha. 

Moon.  L.  E.,  Omaha. 

Moore,  Clyde,  Omaha. 

Moser,  R.  A.,  Omaha. 

Muldoon,  J.  K.,  Omaha. 

Murphy,  F.  P.,  Omaha. 

Murphy.  J.  H.,  Omaha. 

Murray,  F.  J.,  Omaha. 

Muskin,  Nathan,  Omaha. 

Nemec,  Chas.  J.,  Omaha. 

Neuhaus,  Geo.,  Omaha. 

Newell.  Chas.  H.,  Omaha. 
Newman,  Jas.  K.,  Omaha. 

Niehaus,  F.  W.,  Omaha. 

Nilsson.  J.  R.,  Omaha. 

Nolan,  W.  J.,  Omaha. 

Offerman,  A.  J.,  Omaha. 

O’Hearn,  J.  J.,  Omaha. 

O’Sullivan,  Margaret  J.,  Omaha. 
Overgaard,  A.  P.,  Omaha. 

Owen,  C.  A.,  Omaha. 

Owen,  D.  R.,  Omaha. 

Owen,  Frank  S.,  Omaha. 

Parks,  A.  L.,  Omaha. 

Parsons,  Anthony,  Valley. 

Patton,  James  M.,  Omaha. 

Peirce,  C.  B.,  Omaha. 

Peterson,  A.  O.,  Omaha. 

Pinto,  A.  Sherman,  Omaha. 
Pollard,  C.  W.,  Omaha. 

Porter,  E.  R.,  Omaha. 

Potter,  G.  B..  Omaha. 

Potts,  J.  B.,  Omaha. 

Pratt,  Geo.,  Omaha. 

Prichard,  G.  TV..  Omaha. 

Pruner,  A.  C.,  Omaha. 

Pruner,  TV.  H.,  Omaha. 

Pulver,  J.  E.,  Omaha. 

Quigley,  D.  ’I'.,  Omaha. 

Quigley,  TVillard  H.,  Omaha. 
Ranee,  TV.  T.,  Omaha. 

Ravitz,  S.  E.,  Omaha. 

Redfield,  TV.  J.,  Omaha. 

Reed,  Stanley  G.,  Omaha. 

Rice,  Raymond,  Omaha. 

Rich,  C.  O.,  Omaha. 

Riley,  B.  M.,  Omaha. 

Rix.  Rudolph,  Omaha. 

Roark,  G.  L.,  Omaha. 

Roeder,  Clyde  A.,  Omaha. 
Romanek,  P..  Omaha. 

Rosenbladt.  Fred,  Omaha. 

Ross,  TV.  L.,  Omaha. 

Rubendall,  Clarence,  Omaha. 
Rubnitz,  A.  S.,  Omaha. 

Russum,  B.  C.,  Omaha. 

Sachs.  Adolph,  Omaha. 

Sage.  E.  C..  Omaha. 

Schalek,  Alfred.  Omaha. 

Schindel,  Roscoe  E..  Omaha. 
Schleier,  Frank  J.,  Omaha. 
Schmitz,  TV.  H.,  Omaha. 

Schrock.  Robert  D.,  Omaha. 
Schroeder.  R.  L.,  Omaha. 

Schulte,  H.  Von  TV.,  Omaha. 
Scoins.  TV.  H.,  Omaha. 

Scott,  F.  TV..  Omaha. 

Secord.  D.,  Omaha. 

Sedlacek,  F.  A.,  Omaha. 

Shearer.  TV.  L..  Omaha. 

Sher,  Philip,  Omaha. 

Shramek,  J.  M.,  Omaha. 

Simanek,  G.  F.,  Omaha. 
Simmons,  E.  E.,  Omaha. 

Simpson,  J.  E..  Omaha. 

Smith,  R.  A.,  Omaha. 

Somers,  A.  B.,  Omaha. 

Srb,  A.  F.,  Omaha. 

Stastny,  Olga,  Omaha. 

Stearns,  R.  J.,  Omaha. 

Stainberg,  A.  A.,  Omaha. 

Stokes.  A.  C.,  Omaha. 


Strickland,  TV.  R,  Omaha. 
Stuckart,  Theodore,  Omaha. 

Sucha,  TV.  Li.,  Omaha. 

Sullivan,  H.  T.,  Omaha. 

Sullivan,  J.  P.,  Omaha. 

Sullivan,  K.  O.  C.,  Omaha. 
Summers,  John  E.,  Omaha. 
Sumney,  H.  C..  Omaha. 

Swab,  C.  M..  Omaha. 

Swoboda.  F.  J.,  Omaha. 

Taylor,  W.  H.,  Omaha. 

Thompson.  C.  O.,  Omaha. 
Thomsen,  John  H.,  Omaha. 
Thompson,  TV.  T.,  Omaha. 

Torpy,  ’Thos.  TV.,  Omaha. 
Tomlinson,  C.  C.,  Omaha. 

Towne,  Solon  R.,  Omaha. 
Traynor,  R.  L.,  Omaha. 

Tyler,  Albert  F.,  Omaha. 

Ulrich,  C.  F.,  Omaha. 

Uren,  Claude  T.,  Omaha. 

Van  Camp,  Lee  B.,  Omaha. 
Vance,  John  H.,  Omaha. 

Vetter,  J.  G.,  Omaha. 

TValker,  TV.  H.,  Omaha. 

TVaters,  Chester  H.,  Omaha. 
TVatke,  Fred  M..  Omaha. 

TVearne,  Fred  J.,  Omaha. 
TT'einberg,  Jos.  A.,  Omaha. 
TVherry,  TV.  P.,  Omaha. 
TVhitcomb,  Glen  D.,  Omaha. 
TVigton,  H.  A.,  Omaha. 

TT’ilson,  D.  J.,  Omaha. 

TVinterson,  G.  C.,  Omaha. 

TVohl,  M.  G.,  Philadelphia,  Pa. 
TVood,  Iwing  C.,  Omaha. 

Young,  Alex  J.,  Omaha. 

Young,  G.  Alex.  Omaha. 

OTOE 

Brendel,  J.  TV.,  Avoca. 

Crudup,  C.  P..  Nebraska  City. 
Dunn,  A.  B.,  Nebraska  City. 
Edmonds.  TVm.,  Nebraska  City. 
Fegers,  G.  TV.,  Nebraska  City. 
Gibbon,  TV.  D.,  Dunbar. 

Gilligan,  J.  P.,  Jr.,  Nebraska  City. 
Ginn,  A.  P.,  Nebraska  City. 
Hillis,  TV.  E.,  Syracuse. 

Kenner,  TV.  C.,  Talmadge. 
Kintner,  A.  R.,  Rochester,  Minn  . 
Mayer,  Chas.  F.,  Burr. 

Smith,  I.  L,  Syracuse. 
Stonecypher,  D.  D.,  Nebraska  Citj-. 
Thomson,  John  L.,  Syracuse. 

PAWNEE 

Anderson,  A.  B.,  Pawnee  City. 
Boyer,  W.  R..  Pawnee  City. 
Douglas,  J.  W.,  Lewistown. 
Flory,  Paul  J.,  Pawnee  City. 
Harman,  L.  D.,  Table  Rock. 
McCrea,  E.  L.,  Table  Rock. 
Prendergast,  J.  F.,  Steinauer. 
Robertson,  A.  T.,  Dubois. 

PHELPS 

Brewster,  F.  A.,  Holdrege. 

Clark,  Guy  W.,  Bertrand. 

Long,  Rachel  A.  W.,  Holdrege. 
Magill,  J.  L.,  Holdrege. 

Magill,  Van.  H.,  Curtis. 

Palmer,  K.  P.,  Holdrege. 
Peterson,  Theo.,  Holdrege. 
Robertson,  W.  M.,  Holdrege. 
Shreck,  W.  A.,  Bertrand. 
Sundbury,  P.  A.,  Holdrege. 
Vanderslice,  A.  M.,  Smithfield. 

PLATTE 

Allenburger,  C.  A.,  Columbus. 
Bald.  A.  A.,  Platte  Center. 
Campbell,  C.  H.,  Columbus. 
Cyphers,  F.  B.,  Duncan. 

Elston,  Harry,  Humphrey. 

Evans,  Carroll  D.,  Columbus. 
Evans,  C.  D.,  Jr.,  Columbus. 
Evans.  J.  N.,  Columbus. 

Evans,  W.  S.,  Columbus. 

James,  Maurice  C.,  Columbus. 
Koebbe,  E.  E.,  Columbus. 

Lemar,  F.  A..  Humphrey. 
Martyn,  D.  T.,  Jr.,  Columbus. 
Martyn,  D.  T.,  Sr.,  Columbus. 
Meyer,  J.  E.,  Columbus. 

Morrow,  F.  H.,  Columbus. 
Newmarker.  W.  R..  Columbus. 
Tiesing,  B.,  Columbus. 

Voss,  L.  C.,  Columbus. 

Walker,  D.  G.,  Lindsay. 

POLK 

Eldstrom,  A.  J.,  Stromsburg. 
LeMar,  C.  L.,  Osceola. 


Malster,  J.  C.,  Stromburg. 

Shaw,  L.  M.,  Osceola. 

Smith,  D.  J.,  Osceola. 

RED  WILLOTV 

Bartholomew,  TV.  L.,  Lebanon. 
Brown,  D.  F..  McCook. 

DeMay,  G.  A.,  McCook. 

Easterday,  T.  M.,  McCook. 

Hill,  J.  Stanlev,  McCook. 

Kay,  Z.  L..  McCook. 

Knox,  W.  E.,  McCook. 

Leininger,  E.,  McCook. 
MacKechnie,  W.  D.,  Indianola. 
Morgan,  D.  H.,  McCook. 

Reed,  R.  R.,  McCook. 

Ryan,  M..  Danbury. 

Willis,  J.  M.,  McCook. 

RICHARDSON 
Andrews,  G.  M.,  Stella. 

Cowan,  S.  D.,  Falls  City. 
Egermayer,  G.  TV.,  Shubert  . 
Fordyce,  C.  P.,  Falls  City. 

Gandy,  G.  G.  Humboldt. 

Gillispie,  J.  C.,  Falls  City. 

Greene,  J.  M.,  Falls  City. 

Hays,  E.  R.,  Falls  City. 
Henderson,  R.  G.,  Falls  City. 
Hustead,  C.  L.,  Falls  City. 

Lang,  O.  F.,  Falls  City. 

McArdle,  G.  M.,  Salem. 

Meadler,  C.  A.,  Verdon. 

Miner,  H.  R.,  Falls  City. 
Montgomery,  A.  W.,  Stella. 
Nelson,  F.  A.,  Humboldt. 

Novak,  C.  E.,  Humboldt. 
Reneker,  G.  W.,  Falls  City. 
Shepherd,  Wm.,  Rulo. 

Shepherd,  J.  C.,  Rulo. 

Shook,  TT’'.  E.,  Shubert. 

Waggoner,  J.  A.,  Humboldt. 
TVilson,  M.  L.,  Falls  City. 

Wood,  W.  S.,  Dawson. 

SALINE 

Blattspieler,  A.  C.,  Tobias. 

Brenn,  Chas.  P.,  TVestern. 

Cerny,  Joseph,  Wilber. 

Conrad,  Alexander  A.,  Crete. 
Hamilton.  F.  F.,  Friend. 

Hein.  Henry,  TVilber. 

Johnson,  R.  K.,  Friend. 
Kirchman.  R.  C.,  Wilber. 

Panter,  Robert  C..  Dorchester. 
Pfieffer,  E.  C.,  DeWitt. 

Stejskal,  F.  J.,  Crete. 

SAUNDERS 
Baer,  B.  H.,  Ashland. 

Clark,  B.  H..  Ashland. 

Dewitt,  C.  H..  Jr..  Malmo. 

Dodd,  C.  T.,  Weston. 
Hubenbecker,  J.  C.,  .Morse  Bluffs. 
Kasper,  J.  E.,  Prague. 
Kirkpatrick,  C.  F.,  Ashland. 
Lauvetz,  Jos.  F.,  Wahoo. 

McCaw,.  F.  W.,  Colon. 

Noyes,  W.  W..  Ceresco. 

Smith,  John  G.,  Wahoo. 
Spradling,  F.  L.,  Valparaiso. 
Tornholm,  Frank,  Wahoo. 

Way,  C.  W.,  Wahoo. 

TVay,  Frank  E.,  Wahoo. 

TVeber,  Ernest  O.,  Wahoo. 

SCOTTS  BLUFF 
Collins,  F.  M..  Mitchell. 

Cooper,  Albert  L.,  Scottsbluff. 
Doher,  T.  U,  Bayard. 

Estill,  R.  R.,  Bridgeport. 

Faulk,  Andrew  J.,  Mitchell. 
Franklin.  W.  S.,  Bayard. 

Griggs,  Earl  E.,  Scottsbluff. 

Hart,  G.  E.,  Lyman. 

Harvey,  W.  C.,  Gering. 

Hodnett,  W.  P.,  Scottsbluff. 
Miller,  A.  L.,  Kimball. 

Mitchell.  Edw.  Jo.,  Scottsbluff. 
Nichols,  Edwin,  Scottsbluff. 
Palmer,  C.,  Bridgeport. 

Plehn,  F.  W.,  Scottsbluff. 
Pugsley,  G.  W.,  Bayard. 
Rasmussen.  N.  H.,  Scottsbluff. 
Riddell.  Ted,  Scottsbluff. 

Rolph,  E.  L.  Kimball. 

Ross,  A.  J.,  Jr.,  Minatare. 
Schrock.  J.  B.,  Scottsbluff. 

Shike,  W.  E.,  Gering. 

Stewart,  A.  J..  Shaowi,  China. 
Stoops,  J.  N..  Scottsbluff. 
Vanderhoof,  I.  J..  Scottsbluff. 
Watson,  C.  R.,  Mitchell. 

Witter.  R.  V..  Bayard. 
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Wood.  L.  L..  Lyman. 

Young,  F.  B.,  Gering. 

Zoerb,  E.  F.,  Scottsbluff. 

SEWARD 

Clark,  H.  D..  Seward. 
Cummings,  H.  B.,  Seward. 
DeOgny,  P.  A..  Milford. 

Doty,  C.  W.,  Beaver  Crossing. 
Hayes,  Noah,  Milford. 
Meisenbach,  J.  E.,  Staplehurst. 
Morrow,  B.  E.,  Seward. 
Morrow,  Joseph,  Seward. 

Muir,  J.  G.,  Milford. 

Neville,  J.  W.,  Utica. 

Sandusky,  W.,  Seward. 
Wertman,  H,  J.,  Milford. 

THAYER 

Anderson,  August  N.,  Belvidere. 
Bowles,  Loetta,  Hebron. 
Decker.  R.  F.,  Byron. 
Mountford,  F.  A.,  Davenport. 
Mullikin,  D.  B.,  Chester. 

Newell,  H.  J..  Alexandria. 
Panter,  S.  G.,  Jr.,  Hebron. 
Reed.  Paul  A.,  Deshler. 


Saylor,  H.  W.,  Bruning. 

Schafer.  Millard  F.,  Alexandria. 
Snowden,  C.  C.,  Davenport. 
Stretton,  H.  H.,  Chester. 
Westerhoff,  J.  G.  W.,  Carleton. 

VALLEY 

Barta,  F.  A.,  Ord. 

Clark,  E.  E.,  Burwell. 

Langrall,  C.  D.  D.  M.  M.  S.,  Arcadia. 
Lee,  D.  R.,  Arcadia. 

McGrew,  K.  C.,  Ord. 

Miller.  C.  J.,  Ord. 

Osheroff,  S.  A.,  Ericson. 

Pinckney,  C.  E.,  North  Loup. 
Smith,  E.  J.,  Burwell. 

Weekes,  C.  W.,  Ord. 

WASHINGTON 
Burr,  Raymond,  Blair. 

Cameron,  A.  J.,  Herman. 

Geesaman,  E.  S.  B.,  Ft.  Calhoun. 
Hinchman,  J.  V.,  Blair. 

Murdock,  J.  R.,  Blair. 

Nielsen,  Morris,  Blair. 

Stewart,  E.  R.,  Blair. 

Wright,  W.  E.,  Kennard. 


WEBSTER 

Ambrose,  A.  L.,  Guide  Rock. 
Creighton.  E.  A.,  Red  Cloud. 
Laird,  C.  R„  Blue  Hill. 

.Martin,  R.  S..  Red  Cloud. 
O'Neill.  S.  H„  Blue  Hill. 

Reed.  H.  S.,  Guide  Rock. 
Stockman,  J.  W..  Red  Cloud. 

YORK 

Bell,  H.  O.,  York. 

Bell,  J.  S„  York. 

Eckles,  W.  F.,  York. 
Gairdner,  T.  M.,  Waco. 

Hanna.  E.  B.,  York. 

Harry,  R.  E.,  York. 

Hylton,  W.  N.,  Gresham. 
King,  D.  D.,  York. 

McKinley,  J.  C.,  York. 

Miller,  J.  C.,  Gresham. 

Moore,  O.  M.,  York. 

Morris,  F.  S.,  McCool. 
Morrison,  G.  A.,  Bradshaw. 
Plumb,  J.  N.,  York. 

Root.  B.  A.,  York. 

Snyder,  F.  G.,  York. 
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A 

Mrs.  S.  A.  Allen,  .Stanton. 

Mrs.  A.  W.  Anderson,  Lexington. 

Mrs.  A.  W.  Anderson,  West  Point. 

Mrs.  A.  C.  Armitage,  Haigler. 

Mrs.  Oran  C.  Asa,  Ong. 

Mrs.  James  G.  Allen,  Craig. 

Mrs.  John  F.  Allen,  Omaha. 

Mrs.  Joel  Anderson,  North  Platte. 
Mrs.  C.  H.  Arnold,  Lincoln. 

Mrs.  \V.  L.  Albin,  Lincoln. 

B 

Mrs.  Paul  Black,  Lincoln.  . 

Mrs.  F.  A.  Brewster,  Holdrege. 
Mrs.  A.  J.  Burford,  Beatrice. 

Mrs.  L.  W.  Bowman,  Alliance  . 

Mrs.  B.  H.  Ball,  Ashland. 

Mrs.  E.  W.  Bantin,  Omaha. 

Mrs.  John  A.  Borghoff,  Omaha. 
Mrs.  Louis  A.  Bushman,  Omaha. 
Mrs.  David  M.  Bloch,  Arlington. 

Mrs.  A.  E.  Buchanan,  Fremont. 

Mrs.  R.  C.  Byers,  Fremont. 

Mrs.  H.  W.  Benson,  Oakland. 

Mrs.  J.  E.  Benton,  Central  City. 
Mrs.  A.  A.  Bald,  Platte  Center. 

Mrs.  F.  M.  Bell,  Grant. 

Mrs.  W.  J.  Birkofer,  Gothenburg. 
Mrs.  W.  R.  Boyer,  Pawnee  City. 
Mrs.  J.  M.  Banister,  Omaha. 

Mrs.  Alfred  Brown,  Omaha. 

Mrs.  Rodney  Bliss,  Omaha. 

Mrs.  E.  L.  Bridges,  Omaha. 

Mrs.  A.  E.  Bennett,  Omaha. 

Mrs.  F.  W.  Buckley,  Beatrice. 

Mrs.  B.  F.  Bailey,  Lincoln. 

Mrs.  J.  J.  Bruce,  Madison. 

Mrs.  Walter  Benthack,  Pierce. 

C 

Dr.  Jennie  Calfas,  Omaha. 

Mrs.  A.  J.  Cameron,  Herman. 

Mrs.  E.  A.  Creighton,  Red  Cloud. 
Mrs.  A.  E.  Cook,  Randolph. 

Mrs.  P.  H.  J.  Carothers,  Broken  Bow. 
Mrs.  Frank  Conlin,  Omaha. 

Mrs.  Earl  A.  Connolly,  Omaha. 
Mrs.  L.  J.  Chapman,  West  Point. 
Mrs.  W.  W.  Carveth,  Lincoln. 

Mrs.  S.  A.  Campbell,  Norfolk. 

D 

Mrs.  B.  B.  Davis,  Omaha. 

Mrs.  J.  B.  Dierker,  Lawrence. 

Mrs.  Herbert  Davis,  Omaha. 

Mrs.  A.  L.  DeLanney,  Omaha. 

Mrs.  A.  K.  Detwiler,  Omaha. 

Mrs.  G.  W.  Dishong,  Omaha. 

Mrs.  J.  R.  Dwyer,  Omaha. 

Mrs.  J.  S.  Devries,  Fremont. 

Mrs.  R.  A.  Davies,  Arlington. 

Mrs.  W.  J.  Davies,  Fremont. 


Mrs.  George  B.  Dent,  North  Platte. 
Mrs.  J.  E.  Davis,  Albion. 

Mrs.  W.  J.  Douglas,  Atkinson. 
Mrs.  W.  I.  Devers,  Upland. 

Mrs.  A.  D.  Dunn,  Omaha. 

Mrs.  E.  N.  Deppen,  Lincoln. 

E 

Mrs.  Ben  Ewing,  Omaha. 

Mrs.  H.  M.  Elliott,  Lincoln. 

Mrs.  C.  D.  Eby,  Leigh. 

Mrs.  Paul  H.  Ellis,  Omaha. 

Mrs.  George  W.  Egermayer,  Shubert. 

F 

Mrs.  J.  J.  Freyman,  Omaha. 

Mrs.  Robert  F.  Farrell,  Omaha. 
Mrs.  E.  W.  Fetter,  North  Platte. 
Mrs.  O.  W.  French,  Page. 

Mrs.  H.  W.  Francis,  Bancroft. 

Mrs.  R.  W.  Fouts,  Omaha. 

Mrs.  Max  Flothow,  Omaha. 

Mrs.  M.  J.  Ford,  Omaha. 

Mrs.  Palmer  Findley,  Omaha. 

Mrs.  C.  L.  Fahnestock,  Lincoln. 
Mrs.  H.  E.  Flansberg,  Lincoln. 

Mrs.  A.  P.  Fergason,  Lincoln. 

G 

Mrs.  E.  S.  B.  Geesaman, 

Fort  Calhoun. 

Mrs.  J.  G.  Gilligan,  Nebraska  City 
Mrs.  H.  F.  Gerald,  Omaha. 

Mrs.  A.  Greenberg,  Omaha. 

Mrs.  M.  Grodinsky,  Omaha. 

Mrs.  Harold  Gifford,  Omaha. 

Mrs.  A.  E.  Gadbois,  Norfolk. 

H 

Mrs.  H.  ,M.  Harvey,  Gothenburg. 
Mrs.  C.  W.  Hickey,  Bennington. 
Mrs.  H.  Hapeman,  Minden. 

Mrs.  H.  H.  Humphrey,  Daykin. 

Mrs.  Lynn  T.  Hall,  Omaha. 

Mrs.  Howard  B.  Hamilton,  Omaha. 
Mrs.  W.  P.  Haney,  Omaha. 

Mrs.  T.  T.  Harris,  Omaha. 

Mrs.  F.  W.  Heagey,  Omaha. 

Mrs.  J.  A.  Henske,  Omaha. 

Mrs.  M.  C.  Howard,  Omaha. 

Mrs.  Andrew  Harvey,  Fremont. 

Mrs.  George  Haslam,  Fremont. 

Mrs.  Howard  Heine,  Fremont. 

Mrs.  E.  C.  Hanisch,  St.  Paul. 

Mrs.  C.  F.  Heider,  North  Platte. 
Mrs.  C.  L.  Hustead,  Falls  City. 
Mrs.  H.  M.  Harvey,  Gothenburg. 

Mrs.  W.  C.  Harvey,  Gering. 

Mrs.  F.  M.  Heacock,  Bancroft. 

Mrs.  H.  P.  Hamilton,  Omaha. 

Mrs.  John  F.  Hyde,  Omaha. 

Mrs.  Thomas  L.  Houlton,  Omaha. 
Mrs.  L.  O.  Hoffman,  Omaha. 


Mrs.  W.  E.  Hillis,  Syracuse. 

Mrs.  R.  O.  Hummel,  Lincoln. 

Mrs.  D.  C.  Hilton,  Lincoln. 

Mrs.  M.  F.  Hall,  Neligh. 

Mrs.  A.  N.  Howley,  Norfolk. 

Mrs.  C.  A.  Hoefer,  Wisner. 

Mrs.  George  Hansen,  Madison. 

I 

Mrs.  C.  C.  Impey,  Omaha. 

J 

Mrs.  A.  K.  Johnson,  Friend. 

Mrs.  Herman  M.  Jahr,  Omaha. 

Mrs.  A.  F.  Jonas,  Omaha. 

Mrs.  Earl  G.  Johnson,  Grand  Island. 
Mrs.  Harry  J.  Jenkins,  Omaha. 

K 

Mrs.  W.  E.  Knox,  McCook. 

Mrs.  C.  W.  Keith,  Edgar. 

Mrs.  Jay  J.  Keegan,  Omaha. 

Mrs.  Ernest  Kelly,  Omaha. 

Mrs.  T.  J.  Kerr,  North  Platte. 

Mrs.  O.  A.  Kostol,  Giltner. 

Mrs.  James  T.  Kelley,  Omaha. 

Mrs.  A.  R.  Knode,  Omaha. 

Mrs.  W.  C.  Keettel,  Lyons. 

Mrs.  H.  L.  Kindred,  Meadow  Grove. 
Mrs.  W.  C.  Kenner,  Jr., 

Nebraska  City. 

Mrs.  Z.  L.  Kay,  McCook. 

L 

Mrs.  O.  F.  Lang,  Falls  City. 

Mrs.  J.  F.  Lauvetz,  Wahoo. 

Mrs.  J.  F.  Langdon,  Omaha. 

Mrs.  J.  P.  Lord,  Omaha. 

Mrs.  Robert  M.  Lee,  Ravenna. 
Mrs.  F.  A.  Lemar,  Humphrey. 

Mrs.  Ralph  Linkhart,  Omaha. 

Mrs.  Evelyn  Lukvosky,  Omaha. 
Mrs.  H.  J.  Lehnhoff,  Lincoln. 

Mrs.  F.  A.  Long,  Madison. 

M 

Mrs.  Claude  Mason,  Omaha. 

Mrs.  Harry  Miller,  Omaha. 

Mrs.  Chas.  Moon,  Omaha. 

Mrs.  W.  B.  Moody,  Omaha. 

Mrs.  F.  J.  Murray,  Omaha. 

Mrs.  J.  Harry  Murphy,  Omaha. 

Mrs.  Chas.  McMartin,  Omaha. 

Mrs.  Sam’l.  McCleneghan,  Omaha. 
Mrs.  James  F.  McDonald,  Omaha. 
Mrs.  L.  W.  Mackechnie,  Indianola. 
Mrs.  C.  G.  Moore,  Fremont. 

Mrs.  H.  N.  Morrow,  Fremont. 

Mrs.  J.  H.  Morrow,  Merna. 

Mrs.  Robert  S.  Martin,  Red  Cloud. 
Mrs.  J.  W.  Miller,  Gibbon. 

Mrs.  M.  S.  Yloore,  Gothenburg. 
Mrs.  L.  D.  McGuire,  Omaha. 
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Mrs.  M.  Margrolin,  Omaha. 

Mrs.  E.  MacQuiddy,  Omaha. 

Mrs.  J.  D.  McCarthy,  Omaha. 
Mrs.  IV.  P.  Milroy,  Omaha. 

Mrs.  T.  "W.  McCaw,  Colon. 

Mrs.  G.  H.  Misko,  Lincoln. 

Mrs.  I.  C.  Monger,  Jr.,  Lincoln. 
Mrs.  I.  C.  Monger,  Lincoln. 

Mrs.  A.  E.  Mailliard,  Osmond. 

N 

Mrs.  George  E.  Neohaos,  Omaha. 
Mrs.  John  R.  Nilsson,  Omaha. 
Mrs.  W.  J.  Nolan,  Omaha. 

Mrs.  Morris  Nielsen,  Blair. 

O 

Mrs.  R.  C.  Olney,  Lincoln. 

Mrs.  A.  P.  Overgaard,  Omaha  . 
Mrs.  Don  Owen,  Omaha. 

Mrs.  F.  S.  Owen,  Omaha. 

P 
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CLINIC  ON  CHRONIC  ARTHRITIS* 

A.  SACHS,  M.  D., 

Omaha,  Nebr. 


The  subject  that  I have  chosen  for  my  clinic 
this  morning  is  one  that  should  be  of  interest 
to  all  practitioners  of  medicine,  namely,  Chronic 
Arthritis.  This  disease  is  becoming  more  preva- 
lent each  year,  and  less  attention  has  been  given 
it  than  it  justly  deserves.  These  poor  mortals 
frequently  fall  into  the  hands  of  quacks  and  the 
various  cults  because  medical  men  do  not  have 
patience  or  interest  enough  to  try  and  relieve 
their  suffering.  It  is  impossible  to  treat  these 
cases  by  merely  giving  a prescription  and  some 
general  advice,  but  requires  careful  prolonged 
attention  to  detail  in  each  individual  case.  A 
great  deal  can  be  accomplished  in  some  cases 

•Clinic  given  at  Nebraska  State  Medical  Association.  Hastings,  Nebr.. 
May,  1928,  by  Dr.  Adolph  Sachs,  Professor  of  Clinical  Medicine. 
Creighton  Medical  College.  Omaha,  Nebraska. 


of  chronic  arthritis  if  we  teach  these  patients 
the  problem  that  confronts  them,  and  carefvdly 
explain  to  them  that  nothing  can  be  done  unless 
they  are  willing  to  give  proper  time  and  attention 
to  detail,  also  that  it  may  require  many  months 
before  an  ultimate  result  is  accomplished.  I be- 
lieve that  these  patients  should  receive  instruc- 
tion in  their  treatment  similar  to  our  diabetic 
classes,  instructing  them  in  all  details  about  their 
care  and  management.  More  convalescent  homes 
and  sanitoria  are  needed  to  care  for  these  chron- 
ic sufferers.  Patients  that  are  treated  at  home 
frequently  become  discouraged  because  the  re- 
sults obtained  are  very  slow,  hence  often  times 
they  try  five  or  six  different  methods  of  treat- 
ment and  thereby  lose  much  valuable  time. 
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Mail)  different  classifications  of  arthritis  are 
given  by  various  text  books,  but  the  simplest  one 
is  always  the  best.  The  classification  which  I 
wish  to  use  this  morning  is  the  one  given  by 
Cecil  and  .\rcher  in  a jiaper  read  at  the  Amer- 
ican Medical  Association  meeting  in  Dallas.  1!)2G. 
It  is  rejiresented  in  Chart  1,  and  is  as  follows; 

1.  Proliferative  Arthritis: 

a.  Chronic  Infectious  Type. 

b.  Specific  Arthritis. 

c.  True  Arthritis  Deformans. 

2.  Degenerative  Arthritis: 

a.  Arthritis  of  the  Menopause. 

b.  Degenerative  Monarticular  Arthritis. 

c.  Senile  Arthritis. 

,2.  Gout. 

4.  Intermittent  Hydrops  Articulorum. 

5.  Unclassified. 

Most  men  still  follow  the  excellent  jiathologi- 
cal  classification  given  by  Xichols  and  Richard- 
son published  in  1 !)()!>.  These  men  systematically 
studied  their  cases  and  clarified  the  pathology 
which  up  to  that  time  was  poorly  arranged.  They 
divide  chronic  arthritis  into  two  groups,  the  pro- 
liferative and  the  degenerative. 


trabeculae,  the  synovial  membrane  and  the  fibrous 
capsule. 

Proliferative  arthritis  occurs  much  more  fre- 
quently than  the  degenerative  form.  In  the  pro- 
liferative form  the  proliferation  of  the  capsule 


Slide  3.  Degenerativ'e  Arthritis.  (From  article  by 
Nichols  and  Richardson). 

sue  in  the  marrow,  with  formation  of  new  blood 
vessels.  This  granulation  tissue  may  extend  up 
through  the  primary  zone  of  calcification  and  thus 


The  proliferative  group  are  those  which  arise 
from  primary  proliferative  changes  in  the  joints, 
chiefly  in  the  synovial  membrane  and  the  peri- 
chondrium. The  degenerative  group  are  those 
which  arise  primarily  as  a degeneration  of  the 
joint  cartilage.  These  two  pathological  groups 
do  net  correspond  to  definite  etiological  factors 
because  the  same  jiathological  irritant  may  at 
times  produce  either  process. 

A normal  joint  is  composed  chiefly  of  the  fol- 
lowing structures : The  joint  cartilage,  the  peri- 
chondrium, the  joint  space,  the  fat  marrow,  the 


Slide  2.  Proliferative  Arthritis.  (From  article  by 
Nichols  and  Richardson). 


produces  a layer  of  fibrous  tissue  that  may  e.x- 
tend  over  the  cartilage,  and  later  destroy  it.  or 
there  may  be  a proliferation  of  the  fibrous  tis- 


Sllde 1.  A normal  joint.  (From  article  by  Nichols 
and  Richardson). 
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rupture  through  and  destroy  the  cartilage. 
Fibrous  ankylosis  is  common  in  this  type  of  ar- 
thritis. New  cartilage  and  bone  may  also  be 
formed  from  a proliferation  of  the  perichondrium, 
hence  if  the  process  is  not  checked,  fibrous  and 
also  bony  ankylosis  may  occur.  The  primary 
cause,  which  is  usually  .some  infection,  may  con- 


Slide  4.  (a)  Boy  showing-  fusiform  swelling  in 

hands.  Proliferative  Arthritis. 


tinue  even  though  all  tangible  foci  have  been 
removed,  or  the  infection  may  have  produced  a 
partial  destruction  in  a joint  and  this  injured 
joint  can  continue  further  destruction  by  acting 


Slide  4.  (b)  X-ray  picture  of  boy  showing  fusi- 

form swelling  in  hands.  Proliferative  Arthritis. 

as  a mechanical  irritant,  so,  if  the  process  is  once 
started,  it  may  continue  to  act  in  a vicious  circle. 

The  x-ray  pictures  show  very  little  change 
in  the  early  stage  of  infectious  arthritis  because 
the  pathology  is  mostly  in  the  .soft  structures. 


Later,  there  is  a diminution  in  tlie  joint  space,  the 
cajisulc  is  thickened,  jiroducing  a haze  and  the 
bone  sliows  an  atrophy  of  disuse.  If  new  carti- 
lage or  bone  is  formed,  the  changes  become  more 
evident.  Dislocations  and  ])artial  dislocations  oc- 
cur as  a late  finding,  hence  are  of  little  value  in 
the  early  diagnosis. 

Degenerative  arthritis  produces  a prnnar\  de- 
generation of  the  articular  cartilage,  which  bc- 


Slide  5.  (a)  Knee  of  same  boy  as  Slide  4.  Fusiform 

swelling-  of  knee.  Proliferative  Arthritis. 


comes  softened  and  also  eroded,  and  the  exposed 
bone  becomes  dense  and  hardened.  This  eburna- 
tion  is  common  but  fibrous  changes  are  le.s*  so, 


Slide  5.  (b)  X-ray  picture  of  boy  showing  fusi- 

form swelling  of  knee.  J’roliferative  Arthritis. 

therefore,  ankylosis  is  rarer  in  this  form  than  in 
the  proliferative  arthritis.  Lipping  and  exo- 
stoses are  frequent  in  degenerative  arthritis, 
hence  the  x-ray  pictures  usually  show  more  than 
in  the  proliferative  form. 

I have  a number  of  cases  that  T wish  to  show 
this  morning,  however,  I believe  that  I will  brief- 
ly describe  the  different  types  of  arthritis,  then 
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later  take  up  the  individual  cases  and  also  show 
a few  lantern  slides. 

The  chronic  infectious  group  is  also  known  as 
the  focal  infection  type  of  arthritis,  because  it  is 
this  group  that  can  more  easily  be  traced  to  some 
focus  of  infection.  Please  remember  that  I am 


Slide  6.  X-ray  on  hand  of  an  advanced  case  of 
Proliferative  Arthritis. 

not  speaking  of  acute  rheamatic  fever,  but  of  a 
chronic  infectious  arthritis. 

This  ty])e  of  arthritis  occurs  more  frequently 
in  young  individuals.  It  is  often  encountered  in 


Slide  7.  X-ray  of  knee  of  same  case  as  Slide  6. 
Proliferative  Arthritis, 

children  and  most  commonly  found  in  young 
adults  from  2o  to  3.j  years  of  age.  Females  are 
more  prone  to  have  it  than  males.  The  most 
common  cause  is  some  focus  of  infection,  but  pa- 
tients often  attribute  their  illness  to  e.xposure  or 
even  some  trauma.  Trauma  may  occasionally 


precede  an  attack  of  this  chronic  malady,  how- 
ever, a history  of  tonsillitis  or  .some  infection  *8- 
ually  accompanies  it. 

Chronic  infectious  arthritis  occurs  m attacks 
with  exascerbations  and  remissions  until  later 
permanent  deformity  results.  It  may  come  on 
suddenly  with  fever  and  other  acute  symptoms, 
or  the  onset  may  be  gradual.  It  is  usually  a pro- 
gressive disease,  however,  a patient  may  have 
several  attacks  and  then  the  process  becomes 
checked,  but  usually  some  permanent  deformity 
remains.  Fibrous  ankylosis  occurs  and  occasion- 
ally by  proper  orthopedic  treatment,  these  may 
be  broken  up,  especially  in  the  larger  joints.  The 
x-ray  findings  were  previously  described,  and  I 
will  later  show  some  of  them  on  the  screen. 

The  fingers,  knees  and  shoulders  are  the  joints 
most  frequently  affected.  The  disease  may  be 
migratory  at  first,  but  later  the  joints  are  per- 


Slide  8.  X-ray  picture  showing  Ijony  change  in 
case  of  gout.  (Barr). 

manently  injured.  The  fingers  show  that  char- 
acteristic fusiform  swelling  which  involves  the 
.second  joint  and  is  so  characteri.stic  of  the  dis- 
ease. This  form  of  arthritis  may  be  quite  pain- 
ful. but  often  stiffness  or  tenderness  may  be  the 
patients'  only  complaint.  When  ankylosis  occurs 
it  usually  appears  during  the  second  or  third 
year,  and  at  first  is  fibrous,  but  later  may  be- 
come bony. 

The  tonsils  and  teeth  are  the  most  common 
foci,  but  the  prostate,  the  gallbladder,  the  appen- 
di.x,  the  colon  and  the  cervi.x  may  likewise  act  as 
foci  of  infection.  In  my  e.xperience  sinuses  may 
be  a focus  but  less  so  than  I see  reported  by 
other  men.  If  a patient  has  a frank  sinus  ab- 
scess, then  wonderful  relief  is  obtained,  but 
chronic  sinuses  that  are  drained  have  not  given 
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my  patients  tlie  desired  relief  that  is  often  hoped 
for.  Dead  teeth  are  often  a focus  even  though 
the  x-ray  is  negative.  'J'he  streptococcus  hemo- 


Slide  -9.  Sodium  biurate  crystals  from  tophi  in 
case  of  gout. 

lyticus  and  the  streptococcus  viridans  are  the 
organisms  most  frequently  found. 

The  patients  often  show  a secondary  anemia, 
and  some  may  be  debilitated,  but  others  may 
show  a little  or  no  effect  from  their  recurring 


arthritis,  pneumococcus  arthritis,  etc.  Gon- 
orrheal arthritis  attacks  both  the  larger  and  the 
smaller  joints.  The  sterno-clavicular  joints  are 
more  frequently  involved  in  gonorrheal  arthritis 
than  in  other  forms  of  infectious  arthritis.  The 
complement  fixation  test  for  gonorrhea  is  occa- 
sionally a valuable  aid  in  making  a differential 
diagnosis  in  these  cases. 

Poncet  rheumatism  is  a form  of  arthritis  that 


Slide  11.  Case  of  Poly-Arthritis  in  a tubercular 
patient,  so-called  Poncet  Rheumatism. 

is  seen  in  tubercular  patients,  and  I will  show  a 
lantern  slide  of  such  a patient  later.  Other  forms 
of  tuberculous  arthritis  is  a subject  in  itself,  and 
will  be  omitted  in  this  clinic. 


Slide  10.  Senile  Arthritis.  (Ni'chols  and  Richard- 
son). 

arthritic  attacks.  \'alvular  heart  lesions  are  not 
frequently  found  in  this  type  of  arthritis. 

The  specific  arthritis  is  divided  into  the  gono- 
coccus arthritis,  tuberculous  arthritis,  syphilitic 


Slide  12.  X-ray  of  elbow  joint,  same  case  as  Slide 
11.  Poncet  Rheumatism. 

Syphilitic  arthritis  may  occur  with  secondary 
or  tertiary  lues.  It  may  be  caused  by  an  exten- 
sion of  a specific  periostitis  into  the  synovial 
membrane  or  it  may  start  directly  as  a synovitis. 
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Another  form  is  the  gummatous  osteo-arthritis, 
which  usually  accompanies  a gummatous  osteo- 
myelitis with  extension  of  the  combined  prolifer- 
ative and  destructive  process  into  the  joint  sur- 
faces, and  articular  cartilages.  The  tabetic  ar- 
thropathy, or  Charcot  joint  is  familiar  to  most 
of  you,  and  is  that  characteristic  large  swollen 
and  painless  joint  which  is  easily  diagnosed  ; how- 
ever, occasionally  it  is  not  recognized  and  hence 
may  be  grossly  maltreated.  Luetic  joints,  as  a 
rule,  offer  little  difficulty  in  diagnosis  because 
some  other  luetic  manifestation  is  usually  ])res- 
ent.  Most  clinics  now  run  routine  Wassermann’s 
on  all  patients,  which  is  also  a valuable  diagnostic 
adjunct. 

,\rthritis  deformans  is  merely  an  advanced 
tvpe  of  infectious  arthritis.  These  cases  usually 
have  had  their  foci  removed  but  the  process  pro- 
gresses. The  temporomaxillary  joint  is  fre- 


Slide 13.  X-ray  of  hip  joint.  Same  case  as  Slide 
11.  Poncet  Rheumatism. 

quently  involved  and  ankylosis  of  this  joint  may 
occur.  This  is  an  unfortunate  complication  be- 
cause it  often  interferes  with  the  nourishment  of 
the  patient.  Arthritis  deformans  occurs  in  young 
adults,  but  more  commonly  in  persons  around  40 
years  of  age.  The  process  becomes  so  marked 
that  subluxations  and  marked  deformities  occur. 
It  is  a polyarthritis,  and  seems  to  be  constantly 
progressive.  This  is  the  type  of  hopeless  cripple 
that  is  resistant  to  all  therapy.  Orthopedic  re- 
lief is  also  sadly  wanting.  It  is  often  known  as 
rheumatoid  arthritis,  and  may  be  very  ])ainful 
for  years  and  years.  Some  cases  have  marked 
deformities  with  ankyloses  and  also  considerable 
atrophy  of  the  muscles.  It  occasionally  is  called 
atrophic  arthritis.  Some  cases  have  marked  de- 


formities with  less  pain,  complaining  only  of  a 
great  stiffness,  especially  in  the  early  morning 
hours.  The  hands,  knees,  elbows  and  feet  are 
most  frequently  involved.  These  are  the  poor 
mortals  that  will  tax  your  ingenuity  to  keep  them 
comfortable  and  to  keep  them  from  wasting  their 
finance  on  various  forms  of  baths,  and  quack 
remedies  as  a cure.  Much  can  be  done  if  pa- 
tience and  perseverence  is  kept  in  mind.  They 
are  the  same  as  a diabetic,  and  they  must  be 
taught  their  limitations  and  possibilities. 

Spondylitis  is  a serious  form  of  infectious  ar- 
thritis, and  most  frequently  attacks  the  cervicle 
and  dorsal  spines.  The  severe  cases,  however, 
attack  the  whole  spine  and  they  are  commonly 
called  “poker  backs.”  Senile  arthritis  is  more 
prone  to  attack  the  lumbar  spines,  and  rarely  the 
cervical  or  dorsal  spines ; hence,  this  often  is  a 
valuable  point  to  be  remembered  in  our  differen- 
tial diagnosis.  Spondylitis  may  be  found  alone, 
or  associated  with  marked  deformity  in  other 
joints. 

Degenerative  arthritis  is  found  in  older  in- 
dividuals. usually  around  the  menopause  in  wom- 
en, or  after  the  age  of  45,  in  men.  There  is  no 
set  rule  that  one  can  follow  for  occasionally  we 
can  find  a proliferative,  and  degenerative  arthritis 
in  the  same  individual.  The  degenerative  form 
is  usually  a slower  process  and  less  painful  than 
the  proliferative  form,  and  it  occurs  with  other 
stigmata  of  degeneration,  namely,  arterio-scler- 
osis,  myocarditis,  gray  hair,  obesity,  arcus-sen- 
ilis,  etc.  They  are  often  physiologically  older 
than  their  years.  Foci  of  infection  have  little  or 
nothing  to  do  with  this  type  of  arthritis  and  often 
needless  surgery  is  performed  without  any  re- 
lief. Removal  of  foci  may  take  off  an  extra 
load  from  the  individual,  but  it  seems  to  bear  no 
definite  relationship  to  the  arthritis.  There  may 
be  some  toxic  agent,  disturbance  of  internal  se- 
cretion or  some  metabolic  unbalance,  which  may 
later  explain  the  etiology'  of  this  disease. 

Arthritis  of  the  menopause  is  the  most  com- 
mon form  of  this  type  of  arthritis  and  is  given 
as  the  second  most  common  of  all  forms  of  ar- 
thritis. It  is  found  in  middle-aged  women  about 
the  time  of  menopause.  They  are  usually  over- 
weight, and  are  classed  by  Hench  as  a Static  ar- 
thritis. The  knees  are  most  commonly  affected 
and  the  patients  will  often  tell  you  of  their  knees 
creaking.  They  complain  of  stiffness  and  some 
aching,  but  the  pain  does  not  occur  in  progressive 
attacks,  as  in  proliferative  arthritis.  The  carti- 
lage becomes  thin  and  lipping  or  spur  formation 
is  common.  Their  joints  may  seem  to  lock,  but 
no  large  amount  of  fibrous  ankylosis  occurs. 
They  may  have  a swelling  of  the  first  phalanx 
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of  the  hands  in  form  of  Heberden’s  nodes,  but  the 
second  phalanx  is  rarely,  or  never  affected.  The 
knees,  lumbar  vertebrae  and  feet  are  more  fre- 
quently involved  than  the  hips  or  shoulders. 

Morbus  Coxae  Senilis  is  a form  of  degenera- 
tive arthritis  that  most  frequently  attacks  the  hip, 
however,  a shoulder  or  knee  may  occasionally  be 
involved.  This  type  of  arthritis  occurs  more 
frequently  in  males  than  females,  and  often  times 
a history  of  an  injury  is  obtained  in  these  cases, 
which  may  have  some  bearing  as  an  etiological 
factor.  They  must  be  differentiated  from  infec- 
tious arthritis,  also  tubercular  hip  disease,  but 
rarely  any  difficulty  is  encountered  in  differen- 
tiating them.  There  is  considerable  lipping  and 
destruction  of  the  articular  cartilage  in  these 
cases. 

Senile  arthritis  is  a form  of  degenerative  ar- 
thritis and  as  the  name  implies,  occurs  in  elderly 
individuals,  the  average  age  being  sixty-five, 
or  over.  It  is  more  frequently  found  in  women 
than  in  men.  It  may  attack  any  joint,  the  knees, 
the  feet,  the  shoulders  and  often  the  lumbar 
spine.  Occasionally  the  only  joints  involved  are 
the  distal  phalanxes  in  the  form  of  Heberden’s 
nodes.  The  onset  is  insiduous  and  removal  of 
foci  has  no  apparent  effect  on  them. 

Gout  is  a form  of  arthritis  that  should  be 
classed  by  itself  because  it  is  a definite  metabolic 
disease  which  is  characterized  by  an  excess  of 
uric  acid  in  the  blood.  It  occurs  more  frequent- 
ly than  most  men  realize,  and  we  should  constant- 
ly bear  it  in  mind  in  our  differential  diagnosis. 
'T  he  normal  uric  acid  content  of  the  blood,  is  !-3 
mgms.  per  100  cc.,  and  we  know  one  of  the  earli- 
est signs  of  nephritis  is  a retention  of  the  uric 
acid  in  the  blood,  hence  nephritis  is  not  an  in- 
frequent complication  of  this  disease.  It  at- 
tacks men  more  often  than  women  and  is  most 
frequently  found  in  people  who  live  to  eat.  'fhe 
characteristic  attacks  occur  in  the  big  toe,  and 
arc  accompanied  by  showers  of  uric  acid  in  the 
urine,  and  hence  the  diagnosis  is  usually  easy,  but 
it  'uay  also  attack  the  knees  and  larger  joints, 
when  a careful  examination  must  be  made.  The 
tophi  found  in  the  ears  are  often  a valuable  aid 
in  making  the  diagnosis.  If  carefully  removed, 
:he  characteristic  crystals  of  sodium  biurate  will 
be  found.  The  x-ray  pictures  are  also  charac- 
teristic. but  usually  occur  late  in  the  disease, 
hence  are  of  little  value  as  an  early  diagnostic 
factor. 

Intermittent  hydrops  articulorum  is  another 
special  group  of  cases  that  are  not  often  en- 
countered, but  are  readily  recognized.  They 
have  recurrent  attacks  of  swollen  knees  or  ankles, 
and,  as  the  name  implies,  are  a true  hydrops. 


The  attack  may  last  a variable  time,  but  usually 
two  or  three  days,  and  occur  with  some  pain. 
I'he  relationship  of  these  cases  to  infection  or 
here'iity  has  not  definitely  been  determined. 

The  unclassified  group  includes  all  cases  not 
properly  placed  in  the  four  previous  groups. 

The  treatment  of  arthritis  must  be  systematic 
and  each  case  should  receive  individual  attention 
because  no  two  cases  present  e.xactly  the  same 
problems.  It  will  often  tax  your  ingenuity  to 
keep  these  patients  from  wasting  all  of  their 
finance  during  the  first  few  months  of  their  ill- 
ness, because  they  are  usually  advised  by  some 
well-meaning  friend  that  the  various  Springs  will 
be  a sure  cure  for  their  affliction.  They  im- 
mediately try  it  and  usually  come  home  only 
slightly  or  not  at  all  improved,  and  later  become 
inmates  of  our  various  charitable  institutions. 

I believe  that  if  more  sanatoria  for  chronic 
diseases  were  available,  more  scientific  treat- 
ment could  be  obtained,  and  thus  much  suffering 
could  be  avoided.  If  proper  diagnoses  were  made 
in  most  cases,  the  patients  would  at  least  know 
about  how  much  they  could  expect  from  the 
various  forms  of  therapy,  and  less  dissatisfac- 
tion would  occur.  Proper  education  and  instruc- 
ti<  n of  these  individuals  is  a valuable  asset  in 
their  treatment. 

In  the  infectious  forms  of  arthritis  all  foci  of 
infection  should  be  removed  as  soon  as  possible, 
because  the  earlier  the  infection  is  removed,  the 
more  hope  there  is  of  accomplishing  a permanent 
result.  The  late  removal  of  foci  is  often  attend- 
ed by  very  little  improvement,  and  hence  the  re- 
moval of  foci  of  infection  is  erroneously  con- 
demned. 

The  teeth  and  tonsils  are  the  most  frequent 
portals  of  infection  but  careful  search  should  be 
made  for  all  foci.  This  is  a subject  in  itself  and 
needs  no  special  discussion  this  morning.  Auto- 
genous vaccines  that  are  made  from  infected  ton- 
sils or  teeth  are  of  great  value  in  some  cases. 
Stock  vaccines  are  of  less  value,  but  occasionally 
do  some  good. 

Foreign  proteins  of  various  kinds  are  of  de- 
cided value  if  properly  used,  but  must  be  given 
systematically  and  carefully  watched.  Person- 
ally, I prefer  typhoid  vaccine  given  intravenous- 
ly. I usually  start  with  a dosage  of  10,000,000 
per  cubic  centimeter,  and  rapidly  increase  it  to 
7.j,O00,000  or  more,  until  the  desired  reaction  is 
obtained.  Some  patients  are  sensitive  to  this 
form  of  therapy  and,  therefore,  it  is  best  to  start 
with  a small  dose  at  the  beginning.  It  can  l)e 
inc’'eased  according  to  the  individual  need  of 
each  patient.  The  injections  are  given  every 
fifth  day.  in  most  cases,  and  eight  injections  com- 
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prise  one  course.  Several  courses  are  usually 
required,  but  occasionally  a few  injections  will 
arrest  the  progress  of  the  disease.  This  treat- 
ment must  be  given  at  such  places  where  your 
patients  can  be  controlled  and  watched,  and  then 
little  or  no  danger  can  result  from  the  same. 
Careful  blood  counts  and  two-hour  temperature 
curves  should  be  made  whenever  possible.  I be- 
lieve that  most  men  interested  in  arthritis  agree 
that  this  form  of  therapy  is  to  date  the  most 
satisfactory.  \'arious  forms  of  protein  shock  are 
recommended  and  each  have  their  advocates. 

Youmans  and  Young  added  a valuable  drug 
to  our  treatment  of  arthritis,  namely,  ariidoxyl. 
Some  cases  respond  nicely  to  this  form  of  ther- 
apy, and  it  is  especially  of  value  in  the  relief  of 
pain  and  muscle  spasm.  The  method  by  which 
it  relieves  or  acts  is  fully  described  in  the  litera- 
ture, and  I must  refer  you  to  these  articles  be- 
cause time  will  not  permit  its  discussion  at  this 
clinic.  This  form  of  therapy  is  undoubtedly  of 
value  in  some  cases,  but  enthusiasts  naturally 
claim  more  for  it  than  its  final  or  end  results 
will  show. 

Mercurochrome  and  various  other  dyes  have 
been  used,  and  some  beneficial  results  are  report- 
ed ; however,  it  should  only  be  used  in  selected 
cases  and  not  as  a routine  treatment. 

Malaria  has  been  used  in  the  treatment  of 
these  cases,  but  the  secondary  anemia  produced 
by  it  offsets  any  value  that  it  might  have. 

The  colon  may  occasionally  be  the  focus  of 
infection  in  some  cases  of  arthritis,  and  colon  ir- 
rigations are  at  times  followed  by  considerable 
benefit,  if  properly  given.  Careful  search  for 
ameba  should  be  made  in  all  cases,  and.  if  found, 
suitable  treatment  should  be  instituted. 

Streptococci  can  be  cultured  from  the  stools 
in  some  cases  and  often  times  skin  tests  will  show 
that  these  individuals  are  sensitive  to  the  various 
strains  of  these  cultures.  Some  men  claim  ex- 
cellent results  from  autogenous  vaccines  in  these 
cases,  and  it  is  worth  while  trying  them  for  oc- 
casionally good  results  will  follow.  Colon  irri- 
gations with  implantations  of  the  baccillus  acido- 
philus are  also  beneficial,  but  I have  not  had  the 
excellent  results  from  this  form  of  therapy  that 
other  men  report. 

Gonorrheal  vaccines  are  of  decided  value  in 
gonorrheal  arthritis.  Prostate  massage  and  all 
measures  necessarv  to  rid  these  patients  of  their 
infection  should  be  used. 

Syphilitic  arthritis  needs  rigid  anti-luetic  ther- 
apy. 

Rest,  sunlight,  physiotherapy  and  psychother- 
apy is  of  value  and  must  be  scientifically  direct- 
ed and  kept  out  of  the  hands  of  quacks.  System- 


atic massage,  passive  motion  and  manipulation 
to  prevent  ankylosis  are  wonderful  aids  in  the 
treatment  of  arthritis,  and  should  be  directed  in 
a scientific  manner.  Orthopedists  must  be  con- 
sulted in  most  cases  because  their  advise  and  hel]) 
is  very  valuable. 

\'arious  drugs,  such  as  cinchophen,  oxyliodid, 
salicylates  and  other  allied  remedies  are  an  aid, 
but  not  a cure  in  arthritis.  Tonics  are  of  great 
value  and  especially  caccodylate  of  soda. 

The  treatment  of  degenerative  arthritis  should 
be  directed  to  speed  up  metabolism  because  often 
times  it  is  retarded  in  these  cases.  Thyroid  ex- 
tract, ovarian  extract,  iodides,  tonics,  physiother- 
apy, baths,  reduction  cures,  are  all  of  value  and 
must  be  properly  applied.  The  removal  of  foci 
of  infection  is  of  little  value  in  degenerative  ar- 
thritis and  needless  surgery  should  be  avoided. 
It  occasionally  removes  an  extra  load  tbe  patient 
is  carrying  and  hence  helps  his  general  health, 
but  does  not  alter  the  arthritis  in  any  way. 

M'omen  with  menopausal  or  static  arthritis 
frequently  have  flat  feet,  and  if  found,  this  con- 
dition should  be  corrected. 

The  diet  in  arthritis  is  important  because  often 
times  meat  and  eggs  are  restricted  without  prop- 
er indications.  In  the  infectious  form  of  ar- 
thritis, highly  nutritious  food  is  essential  and 
any  limitation  would  be  a direct  injury  instead  of 
benefit  to  the  individual.  Sensitization  to  cer- 
tain foods  can  be  determined  by  skin  tests  and 
if  found  these  foods  should  be  avoided.  Low 
carbohydrate  diets  of  Pemberton  should  be  used 
only  in  selected  cases,  and  where  special  indica- 
tions warrant  the  same. 

The  treatment  of  gout  is  mostly  diet  and  elim- 
ination. Special  baths  and  other  measures  pre- 
viously described  are  also  to  be  used  as  indicated. 

In  summing  up  the  treatment  of  arthritis  I 
would  first  recommend  that  you  classify  your 
cases  properly,  and  then  treat  each  case  as  an 
individual,  rather  than  a group.  Carefully  ex- 
plain to  each  patient,  the  problem  that  confronts 
them,  so  that  they  will  not  become  discouraged 
and  abandon  scientific  treatment  for  the  various 
fads. 

I wish  to  acknowledge  my  indebtedness  to 
Drs.  Lothar  F.  Egen  and  Dr.  George  Pinney,  who 
supplied  the  following'  cases  : 

Case  1.  Mrs.  A.  Married.  Age  21.  One  child. 

Complaint:  Pain  and  soreness  of  hands  and  feet, 
especially  her  feet. 

Past  history:  Negative,  except  for  several  attacks 
of  tonsillitis. 

Present  illness:  Her  arthritis  began  over  three 

years  ago,  and  has  occurred  in  definite  attacks  of 
exascerbations  and  remissions.  Her  condition  be- 
came aggravated  after  the  birth  of  her  child.  Her 
tonsils  were  removed,  which  gave  her  decided  relief 
and  later,  after  removal  of  some  teeth,  her  condition 
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was  further  improved.  Recently,  she  has  had  an- 
other exascerbation  and  the  process  is  still  progres- 
sive. She  complains  severely  of  the  soreness  in  her 
feet  because  it  interferes  with  her  household  duties. 

Examination:  You  can  readily  see  that  this  patient 
is  anemic,  and  that  her  resistance  is  poor.  She  shows 
that  characteristic  fusiform  swelling  of  the  second 
phalanx  in  both  hands,  and  also  in  her  feet.  This 
immediately  makes  the  diagnosis  easy — a chronic, 
proliferative  arthritis. 

Recommendations:  This  patient  has  had  her  dis- 
ease three  years  and  is  still  progressive  in  spite  of 
the  fact  that  her  foci  have  been  removed,  but  she 
should  be  encouraged  to  g'o  on,  explaining  to  her  that 
her  process  will  probaby  be  of  long-  duration.  How- 
ever, by  continuing  in  a scientific  manner,  much 
more  can  be  done  than  in  following  haphazard  ad- 
vice. I would  recommend  forced  feeding,  high  caloric 
diet,  tonics  such  as  iron,  caccodylate  of  soda  and  cod 
liver  oil.  I would  also  advise  sun  baths,  physiother- 
apy and  other  measures  previously  outlined.  I feel 
that  several  courses  of  typhoid  vaccine  would  ma- 
terially benefit  this  patient. 

Case  2.  Miss  B.  Single.  Aged  27. 

Complaints:  Painful  joints,  elbows,  ankles,  knees, 
wrists  and  fingers.  Stiffness  of  both  elbows,  with 
some  ankylosis. 

Past  history:  Negative,  except  occasional  sore 

throat  and  usual  children’s  diseases. 

Present  illness:  Her  arthritis  is  of  several  months’ 
duration  and  has  become  progressively  worse.  On 
advice  of  her  doctor,  all  foci  are  being  removed,  and 
the  ankylosis  has  been  greatly  relieved  by  manipula- 
tion under  gas. 

Examination:  This  case  again  shows  the  charac- 
teristic findings  of  a progressive,  proliferative  ar- 
thritis, attacking  the  larger  joints,  chiefly,  but  she 
also  has  some  involvement  of  her  hands. 

Recommendation;  Same  as  in  previous  case.  Tonics, 
physiotherapy,  sun  baths,  typhoid  vaccine,  etc. 

Case  3.  Mr,  C.  Married.  Aged  53.  Occupation, 
plasterer. 

Complaints:  Stiffness  of  neck. 

Past  history:  Negative,  except  several  attacks  of 
what  he  termed  rheumatism;  tonsils  removed  2 years 
ago.  Dead  teeth  removed. 


Present  illness:  Six  years  ago  he  started  to  have 
trouble  with  painful  joints  and  later  developed  stiff- 
ness in  his  neck  until  at  present  he  is  unable  to  ro- 
tate his  head.  He  has  improved  greatly  under  treat- 
ment and  at  present  is  free  from  symptoms. 

Comment:  His  process  is  at  present  quiescent,  and 
he  needs  no  treatment  except  tonics  and  supportive 
treatment  to  prevent  a recurrence. 

Case  4.  Mr.  D.  Single.  Aged  23.  Clerk. 

Complaints:  Painful  joints  and  stiff  back. 

Past  history:  Tonsils  removed.  Attack  of  acute 
rheumatism  3 years  ago. 

Present  illness:  Patient  has  been  ailing  since  his 
so-called  attack  of  rheumatism  three  years  ago.  He 
had  several  large  joints  involved,  namely  hips,  el- 
bows and  later  his  back  became  stiff.  He  has  had 
several  exascerbations  and  remissions  during  this 
illness.  The  removal  of  hi's  tonsils  was  of  no  bene- 
fit, but  the  removal  of  an  abscessed  tooth  with  a 
fistula  gave  him  decided  relief.  He  is  greatly  in- 
capacitated by  the  stiffness  of  his  back,  but  during 
his  periods  of  remission,  does  light  work. 

Examination;  You  will  note  that  this  is  a typical 
case  of  “poker  back’’,  involving  the  whole  spine.  Note 
especially  his  gait,  which  is  so  characteristic  of  this 
type  of  patient. 

Recommendation:  Continue  the  search  for  foci. 

Vaccine  therapy,  physiotherapy,  etc.,  and  protect  him 
especially  from  further  mechanical  injuries. 

Case  5.  Mrs.  E.  Married.  Aged  67. 

Complaints;  Deformity  of  hands  and  ankles. 

Past  history:  Negative  except  usual  children’s  dis- 
eases, colds,  etc.  Tonsils  removed  several  years  ago, 
with  no  benefit  derived. 

Present  illness:  This  patient  noticed  her  stiffness 
starting  15  years  ago,  and  has  steadily  increased  until 
3 or  4 year.s  ago  when  it  became  stationary.  She 
suffers  no  discomfort,  but  is  annoyed  by  the  stiff- 
ness of  her  hands  and  feet.  No  treatment  has  aided 
her  in  the  least. 

Examination:  A typical  senile  arthritis,  with  Heber- 
den’s  nodes. 

Treatment:  None  needed.  Occasionally  iodides,  thy- 
roid, etc.,  are  of  some  value,  as  outlined  in  this  paper. 


PROGRESS  OF  SURGERY 

HERBERT  H.  DAVIS,  M.  D., 
Omaha,  Nebr. 


GOITER 

KimbalP^),  in  a rather  extensive  study  of  goi- 
ter prophylaxis  in  Michigan,  including  both  chil- 
dren and  adults,  found  excellent  results  from 
feeding  small  quantities  of  iodine.  He  studied 
particularly  the  question  of  iodine  inducing  hy- 
perthyroidism with  the  conclusion  that  “there  is 
no  basis  for  the  statements  that  iodized  salt  might 
induce  hyperthyroidism  in  long  standing  goiters.” 

The  evidence  at  hand  of  the  effect  of  iodine 
on  experimental  hyperthyroidism  in  animals  is 
confusing.  Carson  and  Dock^^)  produced  a state 
of  artificial  hyperthyroidism  in  four  adult  males 
by  the  injection  of  thyroid  extract.  Iodine  had 
no  effect  upon  this  pathologic  condition.  The 
results  suggest  that  the  therapeutic  effect  of 
iodine  in  hyperthyroidism  is  produced  by  its  ac- 
tion fill  the  thyroid  epithelium. 


Tucker^^^  reports  three  cases  proving  that  hy- 
perthyroidism may  exist  without  a visible  or  pal- 
pable goiter.  Hyperthyroidism,  and  not  the  size 
of  the  thyroid,  is  indication  for  operation.  At 
operation,  the  surgeon  is  often  amazed  at  the 
size  of  the  gland  that  is  concealed  in  the  soft 
tissues  in  the  neck.  These  cases  must  be  diag- 
nosed from  myocarditis  secondary  to  arterioscler- 
osis, incipient  tuberculosis,  neurocirculatory  as- 
thenia, enteroptosis,  and  acute  focal  infection. 
Tucker  also  states  that  it  is  rarely  safe  to  per- 
form a tonsillectomy  in  the  presence  of  hyper- 
thyroidism. The  thyroidectomy  should  be  per- 
formed first. 

John<^)  finds  that  hyperglycemia  with  gly- 
cosuria is  not  a rare  finding  in  hyperthyroidism. 
The  degree  of  hyperglycemia  bears  no  relation  to 
the  severity  of  the  hyperthyroidism  or  to  the 
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height  of  the  basal  metabolic  rate.  Thyroidectomy 
improved  the  carbohydrate  tolerance,  mild  dis- 
turbances of  which  disappear  after  operation, 
while  in  more  severe  cases  the  condition  is  ameli- 
orated. In  these  cases  the  preoperative  routine 
should  include  a sufficiently  high  caloric  diet 
with  small  doses  of  insulin,  in  order  that  glyco- 
gen may  be  restocked  in  the  liver. 

Joslin  and  Lahey^^^  have  made  an  extensive 
study  of  a large  series  of  cases  of  diabetes  and 
hyperthyroidism.  In  228  cases  of  exophthalmic 
goiter  there  was  glycosuria  in  38.6  per  cent,  in 
83  cases  of  to.xic  adenoma,  in  27.7  per  cent,  but 
in  189  non-toxic  goiters  the  percentage  was  only 
14.8  which  is  practically  the  same  as  in  other 
types  of  surgical  cases.  Surgery  greatly  ameli- 
orates the  diabetes  in  these  cases.  The  mortality 
was  4 per  cent.  The  hyperthyroid  patient  from 
physiological,  pathological,  and  statistical  evidence 
is  somewhat  more  prone  to  diabetes  than  the 
ordinary  individual  and  for  the  remainder  of  his 
life  should  be  so  regarded,  whether  operated  up- 
on or  not. 

Especially  patients  with  severe  reaction  may  be 
unable  to  retain  iodine  given  by  mouth  or  by 
rectum.  At  times  iodine  even  if  well  diluted 
seems  to  irritate  the  larynx.  To  avoid  this.  Jack- 
son  gives  iodine  and  fluids  through  a duodenal 
tube.  In  severe  cases  the  tube  is  placed  in  the 
evening  preceding  operation  and  left  in  place 
for  a couple  of  days.  He  states  this  procedure 
has  made  the  post-operative  reaction  negligible. 

MosserC^),  in  the  light  of  recent  investigation, 
doubts  Plummer’s  theory  as  to  the  effect  of  io- 
dine on  hyperthyroidism.  Against  this  theory  he 
cites  the  following; 

1.  The  theoretical  abnormal  substance  has  not  been 
isolated:  its  chemical  formula  is  unknown. 

2.  The  theory  fails  to  explain  the  relapse  following 
an  initial  temporary  improvement  when  iodine  is  giv- 
en to  persons  with  hyperthyroidism. 

3.  HyperthjToidism  can  be  constantly  produced  in 
the  experimental  animal  by  the  intravenous  admini- 
stration of  normal  thyroxin. 

4.  Administration  of  iodine  has  no  effect  on  the 
course  of  experimental  hyperthyroidism  and  the  in- 
volutional change  occurs  in  the  gland  itself. 

In  view  of  this  evidence  Mosser  thinks  it  is 
more  logical  to  assume  that  iodine  exerts  its  ef- 
fect at  the  seat  of  production  of  the  thyrotoxic 
substance  than  on  the  circulating  toxin.  He  ex- 
perimented on  adult  dogs  and  states  his  theory 
to  explain  the  action  of  iodine  on  the  toxic  goiter. 

1.  In  the  experimental  animal  iodine  stimulates  the 
cells  to  produce  colloid. 

2.  Colloid  retention  compresses  and  flattens  the 
cells  of  the  acini. 

3.  The  same  effect  occurs  from  iodine  administra- 
tion in  the  presence  of  experimental  hyperthyroidism. 

4.  Prolonged  iodine  administration  to  a hyperthy- 
roid animal  produces  a stage  of  exhaustion  in  the 
gland. 


5.  The  effect  of  iodine  on  the  normal  gland  is  simi- 
lar to  that  in  the  animal. 

6.  The  effect  of  iodine  on  the  hyperplastic  toxic 
goiter  is  similar  to  that  obtained  in  the  normal  gland 
of  the  dog. 

7.  After  prolonged  administration  of  iodine  (3  to  12 
months)  to  the  patient  with  hyperplastic  toxic  goiter, 
a stage  of  exhaustion  is  noted.  This  is  similar  to  that 
produced  in  the  animal  by  prolonged  feeding  with 
thyroid  extract  and  iodine. 

8.  The  clinical  status  of  the  patient  is  not  propor- 
tionate to  the  histological  picture  when  iodine  has 
been  taken  for  a longer  period. 

9.  A theory  to  explain  the  action  of  iodine  in  the 
patient  suffering  with  hyperthyroidism  is  presented. 

His  theory  is  as  follows : ‘A\’hen  iodine  is 
first  given  the  cells  are  stimulated  to  secrete  an 
excessive  amount  of  colloid.  This  colloid  fills 
the  acini  and  mechanically  compresses  the  lining 
cells,  thus  reducing  their  secretory  power.  Less 
thyro-xin  is  produced,  and  the  patient  shows  clin- 
ical improvement.  Gradually  the  cells  adjust 
themselves  to  the  changed  condition  and  resume 
their  secretory  power.  The  amount  of  thyroxin 
is  thus  again  increased  and  the  to.xic  symptoms 
increased  proportionately.  Further  iodine  medi- 
cation fails  to  alter  the  production  of  thyroxin, 
but  does  continue  to  stimulate  colloid  production. 
After  prolonged  iodine  administration  the  cells 
become  exhausted,  can  no  longer  produce  colloid, 
and  on  continual  iodine  stimulation  they  degener- 
ate. However,  even  in  the  stage  of  exhaustion, 
they  are  still  quite  capable  of  carrying  out  their 
pathological  function,  i.  e.,  production  of  exces- 
sive amounts  of  thyroxin.  The  microscopic  pic- 
ture which  is  usually  interpreted  as  a specific 
effect  of  iodine  on  the  thyrotoxic  producing  prop- 
erties of  the  cells,  is  in  reality  the  effect  of  pro- 
longed and  excessive  colloid  production. 

GASTRO-INTESTINAL 

The  debate  about  the  per  cent  of  gastric  ulcer 
which  become  malignant  still  goes  on  and  Alvarez 
and  MacCarty(^)  give  us  another  report  from  the 
Mayo  Clinic.  They  conclude  that  gastric  ulcers 
larger  than  a quarter  (2.4  cm.  in  diameter)  or 
carcinomas  smaller  than  that  are  so  rarely  seen 
that  the  physician  with  average  practice  may  go 
several  years  without  seeing  one.  They  found 
four  out  of  five  benign  ulcers  are  smaller  than  a 
dime  and  92  per  cent  smaller  than  a quarter.  It 
is  doubtful  whether  benign  ulcers  (excluding  the 
gastro-jejunal,  the  recurrent  and  the  syphilitic) 
ever  grow  much  larger  than  a silver  dollar.  Twen- 
t}'-three  per  cent  of  the  carcinomas  resected  at 
the  Mayo  Clinic  are  within  the  range  of  size  of 
benign  ulcers.  They  show  that  at  the  Mayo 
Clinic  the  fear  of  temporizing  with  gastric  lesions 
can  hardly  be  based  on  wrong  diagnosis. 

Hinton^®^  in  12  cases  of  perforated  duodenal 
ulcers,  excised  the  ulcer  and  did  a Horsley  pylor- 
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oplasty  and  did  not  perform  a gastroenterostomy. 
The  results  were  disappointing.  Of  9 cases  fol- 
lowed, only  two  have  remained  well,  one  had  a 
definite  recurrence,  another  a pyloric  stenosis 
which  necessitated  a gastro-enterostomy,  and  five 
were  not  symptom  free.  One  died  and  two 
could  not  be  traced.  In  view  of  these  findings 
he  does  not  advise  continuing  this  type  of  oper- 
ation. 

It  has  been  observed  clinically  that  patients 
with  distended  gallbladder  or  with  stone  impact- 
ed in  the  cystic  duct  suffer  from  respiratory  em- 
barrassment during  an  attack  of  colic.  This 
symptom  has  been  valuable  in  making  this  diag- 
nosis as  it  is  absent  or  not  significantly  present 
in  any  other  abdominal  complex.  Experiments 
by  Schrager  and  Ivy^^®^  have  demonstrated  that 
distention  of  the  gallbladder  and  biliary  ducts 
causes  inhibition  of  respiration,  chiefly  inspira- 
tory in  type.  It  also  produces  nausea,  vomiting, 
and  distress  in  proportion  to  the  degree  of  dis- 
tention of  the  biliary  passages.  Distention  of  the 
biliary  ducts  causes  more  striking  symptoms  than 
distention  of  the  gallbladder  alone.  These  symp- 
toms are  to  a great  degree  abolished  by  section 
or  anaesthesia  of  the  vagi  or  of  the  right  splanch- 
nic. It  was  further  observed  that  during  the 
respiratory  inhibition  caused  by  distention,  the 
right  side  of  the  diaphragm  was  contracted  ap- 
parently to  serve  as  a splint. 

Ravdin  and  Morrison^^^)  found  in  dogs  that 
cholecystectomy  and  ligation  of  the  common  duct 
causes  a reduction  of  the  plasma  chlorides.  No 
reduction  occurred  after  simple  ligation  of  the 
common  duct,  or  with  cholecystectomy  alone. 

In  dog  experiments,  Steinberg  and  Gold- 
blatt^^^)  found  that  injecting  solid  feces  intra- 
peritoneally  produced  invariably  fatal  periton- 
itis. This  was  avoided  in  ten  out  of  eleven  dogs 
by  active  intraperitoneal  immunization  with  “liv- 
ing” colon  bacilli.  Killing  by  heat  greatly  di- 
minished the  antigenic  power  of  colon  bacilli. 

David  and  Sparks^^^^  find  that  diphtheria  tox- 
in passes  promptly  in  considerable  amounts  di- 
rectly into  the  blood  stream  as  well  as  to  the 
peritoneal  lymphatics  from  the  normal  periton- 
eum of  the  dog.  Intraperitoneal  transudate  fav- 
ors the  prompt  passage  of  diphtheria  toxin  from 
the  peritoneum.  A plastic  peritonitis  markedly, 
if  not  completely,  interferes  with  the  passage  of 
diphtheria  toxin  from  the  dog’s  peritoneum.  By 
analogy  we  may  assume  as  a result  of  these  ex- 
periments that  when  a plastic  exudate  is  formed 
in  the  peritoneum  the  passage  of  bacteria  and 
toxin  from  the  peritoneum  is  markedly  interfer- 
ed with.  It  would  seem,  therefore,  advisable  in 
the  treatment  of  peritonitis  to  interfere  as  little 


as  possible  with  the  plastic  exudate  that  is  form- 
ed, as  it  can  be  regarded  as  a favorable  process. 
Perhaps  it  is  unwise  to  press  the  analogy  between 
dog  and  human  peritoneum  further,  but  one 
would  feel  from  these  experiments  that  in  the 
early  hours  of  peritonitis  the  factors  of  absorp- 
tion of  toxins  and  bacteria  into  the  circulation 
directly  and  via  the  lymphatics  was  the  dominant 
factor  of  danger,  while  later  absorption  from  the 
peritoneum  became  less  important  and  local  con- 
ditions, such  as  paralytic  ileus  gained  the  ascend- 
ency in  the  picture. 

In  dogs,  Haden  and  Orr^^^)  studied  the  blood 
chemistry  in  different  experimental  lesions.  Gen- 
eral peritonitis  causes  similar  changes  as  in  high 
intestinal  obstruction.  Temporary  obstruction  of 
the  pylorus^^^)  results  in  toxemia  characteristic 
of  upper  gastro-intestinal  tract  obstruction  with 
diuresis  and  high  nitrogen  excretion  during  the 
toxemia.  This  is  evidently  due  to  increased  pro- 
tein destruction.  Administration  of  sodium  chlor- 
ide by  mouth  causes  a rapid  return  of  the  blood 
to  normal  and  also  results  in  a cessation  of  the 
increased  protein  destruction.  Obstruction  at 
the  cardiac  end  of  the  stomach caused  death 
in  untreated  dogs  in  three  days  as  an  average. 
Three  dogs  treated  with  1 per  cent  salt  solution 
subcutaneously  lived  32,  3G  and  45  days,  respec- 
tively, without  developing  a toxemia.  Two  per 
cent  glucose  does  not  alter  the  course  of  the  tox- 
emia. Concentrated  saline  in  small  quantities  giv- 
en directly  into  the  jejunum  prevents  the  marked  - 
rise  in  non-protein  nitrogen  but  does  not  ma- 
terially prolong  life.  Release  of  the  obstruction 
does  not  change  the  course  of  the  toxemia  in  un- 
treated animals.  The  subcutaneous  injection  of 
1 per  cent  salt  after  release  of  the  obstruction 
causes  a rapid  return  of  the  blood  to  normal  and 
allows  the  animal  to  recover.  Glucose  has  no 
effect  on  the  toxemia. 

Proteose  intoxication  produces  no  fall  in 
blood  chlorides  and  is  probably  not  a factor  in 
the  characteristic  fall  in  chlorides  seen  after  in- 
testinal and  pyloric  obstruction. 

Experimenting  on  the  sphinter  ani,  Melz- 
ner(^8)  concludes:  With  a cutting  of  the  sphinc- 
ter ani  without  complications,  a good  postopera- 
tive result  will  follow  if  it  is  resutured  either  pri- 
marily or  secondarily;  or  if  it  heals  by  primary 
union.  Injury  of  its  spinal  nerve  on  one  side 
causes  a weakness  of  the  sphincter,  which  is 
without  much  significance;  if  bilateral  there  is  a 
great  functional  disturbance  with  atrophy,  loss 
of  tonus,  and  incontinuence. 

After  many  years  of  experimental  work,  Cof- 
fey(i9)  now  gives  us  his  improved  technique  of 
transplantation  of  ureters  into  the  large  intestine. 
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A valve  like  action  is  necessary  to  prevent  an 
ascending  infection  to  the  kidneys.  This  he  ob- 
tains by  having  the  ureter  run  for  a distance 
between  muscularis  and  mucosa  of  the  colon 
before  penetrating  the  colon.  To  guard  against 
post-operative  oedema  closing  off  the  ureter  and 
so  producing  anuria  for  a time,  he  sutures  a ure- 
teral catheter  into  the  ureter  and  this  passes  out 
through  the  anus.  Another  source  of  trouble  has 
been  post  operative  peritonitis,  the  infection  com- 
ing from  the  bowel.  Dr.  Coffey  has  a very  in- 
genious method  to  avoid  this.  After  the  abdom- 
inal incision  is  made  a soft  intestinal  clamp  is 
placed  high  on  the  sigmoid.  Then  an  assistant 
passes  through  the  anus  a sigmoidoscope.  At 
this  junction  the  operator  passes  a needle  through 
the  wall  of  the  sigmoid  and  irrigates  the  lower 
colon  so  it  passes  out  through  the  sigmoidoscope. 
After  it  is  clean  the  last  part  of  the  irrigation  is 
with  mercurochrome  1 per  cent.  Tran.splantation 
of  the  ureters  into  the  bowel  is  indicated  in  the 
following  cases : 

1.  Incurable  carcinoma  of  the  bladder,  urethra,  or 
prostate  for  palliative  purposes. 

2.  Advanced  carcinoma  of  the  bladder,  urethra,  or 
prostate  in  which  it  is  impossible  surgically  to  remove 
the  growth,  but  in  which  it  is  possible  to  use  radium. 

3.  Early  curable  carcinoma  as  an  essential  part  of 
the  total  cystectomy,  which  may  include  prostatectomy 
or  hysterectomy. 

4.  Carcinoma  of  the  urethra. 

5.  Incurable  visicovaginal  fistula. 

6.  Contracted  bladder  due  to  scars  of  ulceration  or 
to  other  causes. 

7.  Extensive,  incurable,  multiple  perineal  fistulae. 

8.  Tuberculous  ulceration  of  the  bladder  in  which 
one  kidney  remains  good,  the  other  to  be  removed. 

9.  Traumatic  injuries  which  make  the  use  of  the 
bladder  impracticable. 

10.  Extrophy  of  the  bladder. 

GYNECOLOGY 

^Iurph}'<-®)  ha.s  made  a very  complete  study  of 
the  effect  of  ovarian  irradiation  on  the  health  of 
subsequent  children.  He  has  carefully  reviewed 
the  literature  and  studied  it  in  three  hundrd  and 
twenty  human  pregnancies.  He  concludes  that 
irradiation  of  pregnant  animals  or  human  beings 
is  a procedure  extremely  dangerous  to  the  health 
of  the  offspring  concerned  (61.3  per  cent  defec- 
tive), and  in  the  case  of  human  beings  ought  not 
to  be  undertaken  unless  such  existing  pregnancies 
are  to  be  terminated  artificially  prior  to  the  per- 
iod of  viability  of  the  child.  As  yet.  he  says,  it 
cannot  definitely  be  stated  that  preconception  ma- 
ternal pelvic  radium  or  x-ray  radiation  is  or  is 
not  prejudicial  to  the  health  of  subsequent  chil- 
dren. 

MISCELLANEOUS 

Andrews  and  Reuterskiokn^i)  point  out  that 
in  cases  of  dehydration  insulin  gives  an  enormous- 
ly exaggerated  and  prolonged  action.  As  there 


is  often  some  dehydration  post  operative,  insulin 
must  be  used  with  e.xtreme  caution  or  hvpogly- 
cemia  will  result. 

Working  with  dogs,  Padgett  and  Orr^--^  found 
that  from  the  experimental  standpoint  the  glu- 
cose-insulin treatment  of  shock  recently  advocat- 
ed by  Fischer  seemed  to  be  no  more  beneficial 
than  treatment  with  a hypertonic  solution  of  glu- 
cose without  the  insulin  or  by  sodium  chloride. 

Experimentally,  Xikolajeff^-^^  finds  the  fol- 
lowing histologic  changes  in  the  vessel  after 
perarterial  sympathectomy.  Connective  tissue  at 
the  operative  site,  especially  in  the  adventitia, 
also  in  the  elastic  stratum  and  peripheral  part  of 
the  media,  and  considerable  atrophy  of  the  muscle 
element  and  thinning  of  the  vessel  wall.  The 
restoration  of  the  adventitia  nerve  ple.xus  after 
the  Leriche  operation  can  be  observed  in  normal 
vessels.  Some  operations  on  the  veins  be 
considered  not  only  from  the  standpoint  of  me- 
chanical changes  of  the  circulation  but  from  the 
standpoint  of  a neurotomy. 

In  abscessed  tuberculosis  lymph  glands,  Hed- 
ry(24)  jj.,  cases  injected  a 10  per  cent  zinc  sul- 
phate-glycerin emulsion.  This  caused  a complete 
sterilization  and  obliteration  of  the  abscess  cavity 
in  11,  improvement  in  2,  and  no  result  in  1.  Of 
6 patients  with  fistulae  6 were  healed  and  1 im- 
proved. The  highest  concentration  caused  no  in- 
jury to  the  surrounding  healthy  tissue  and  had 
no  cumulative  efect. 

OppeP^^^  considers  “endarteritis  obliterans” 
or  Buerger’s  disease  is  due  to  hyperactivity  of 
the  adrenals.  With  a very  inaccurate  test  he 
thinks  in  this  condition  there  is  a hyper-adrena- 
linemia.  For  treatment  he  has  removed  the  left 
adrenal  gland  in  130  cases.  In  the  last  TO  such 
operations  only  two  died.  After  epi nephrectomy 
the  results  have  been  good.  He  also  performs 
this  operation  in  Raynaud’s  disease  with  satis- 
factory re.sults. 

Coley^-®^  states  that  lymphosarcoma  and 
Hodgkin’s  disease  should  no  longer  be  regarded 
as  absolutely  hopeless.  These  tumors  are  as  a 
rule  extremely  radio-sensitive  and  are  likewise 
responsive  in  a remarkable  way  to  treatment  with 
the  mixed  toxins  of  ery.sipelas  and  Bacillus  pro- 
digiosus.  It  is  logical  to  use  the  combined  treat- 
ment, thereby  securing  the  advantage  of  the  local 
effect  of  radiation  (radium  or  roentgen-ray)  and 
the  systemic  effect  of  the  toxins  which  have  the 
power  to  reach  hidden  and  remote  glands  beyond 
the  reach  of  radiation.  Treatment  should  be  kept 
up  periodically  for  a number  of  years.  Cases  of 
lymphosarcoma  so  treated  should  show  a cure 
or  at  least  complete  control  of  the  disease  for 
five  years  or  more  in  10  to  15  per  cent  of  cases. 
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Hodgkin’s  disease  still  has  a very  bad  prognosis, 
and  permanent  control  can  be  expected  in  only  a 
very  small  number  of  cases. 
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PRACTICAL  SURGERY— (Continued) 

JOHN  E.  SUMMERS,  M.  D., 

Omaha,  N^ebr. 

The  Treatment  of  Intra-Abdominal  Lesions  Following  Contusion  of  the  Abdominal  Walls. 


The  frightful  mortality  of  traumatic  intra- 
abdominal lesions  is  well  recognized,  but  the 
contributing  cause  of  the  mortality,  in  import- 
ance most  potent  ne.xt  to  the  injury  itself,  is  the 
hesitancy  upon  the  part  of  physicians  and  sur- 
geons to  act  promptly  in  cases  of  this  character. 
Two  much  valuable  time  is  spent  in  analyzing 
symptoms  in  order  to  determine  in  a given  case 
whether  or  no  an  intra-abdominal  injury  has  fol- 
lowed a trauma.  While  the  refinements  of  this 
analysis  of  symptoms  is  progressing,  in  case  a 
hollow  viscus  has  been  ruptured  or  perforated, 
the  almost  inevitable  death  watch  is  established. 
True,  in  this  form  of  the  “Acute  Abdomen”,  as 
Deaver  says  of  Intestinal  Obstruction,  “It  is  bet- 
ter to  open  the  abdomen  and  find  nothing  than  to 
open  it  and  find  too  much.” 

Falls,  kicks,  blows  upon  the  abdomen,  and  the 
passage  over  the  abdomen  of  wagons,  automo- 


biles. etc.,  may  result  in  simple  contusions  of  the 
skin  and  muscles  overlying  the  abdominal  con- 
tents, or  else  in  injuries  of  the  liver,  spleen,  kid- 
neys. stomach,  intestines,  omentum,  or  bladder. 
Sometimes  more  than  one  of  these  is  injured  at 
the  same  time. 

RUPTURE  OF  THE  STOMACH  AND  INTESTINES 
The  most  important  intra-abdominal  lesion  fol- 
lowing a contusion  of  the  abdomen  is  a rupture 
of  the  stomach  or  intestine,  because  of  the  high- 
ly infectious  nature  of  their  contents.  Unless 
recognized  within  a very  few  hours  a fatal  ter- 
mination is  almost  inevitable.  I know  of  no 
positively  identifying  symptom  of  this  lesion  ex- 
cept it  be  a firmly  contracted  abdominal  wall, 
thoracic  breathing,  early  and  continued  vomiting. 
In  case  the  stomach  is  ruptured  there  may  be 
blood  in  the  vomitus.  The  symptoms  of  peri- 
tonitis are  quite  positive  and  develop  early,  al- 
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though  distention  of  the  abdomen  may  not  ap- 
pear until  late,  twelve  to  twenty-four  hours.  I 
recall  one  case  in  which  most  of  the  symptoms 
were  quite  latent,  not  making  themselves  positive 
until  the  third  day.  The  man  died  on  the  fifth 
day.  On  post-mortem  examination  a rent  was 
found  in  the  small  bowel  which  had  evidently 
been  incomplete  to  begin  with,  but  gradually  en- 
larged so  as  to  permit  of  a general  peritoneal  in- 
fection, in  spite  of  an  attempt  upon  the  part  of 
nature  to  wall  off  the  injured  bowel  by  means  of 
a plastic  e.xudate.  Operation  was  refused. 

Another  case  seen  for  the  first  time  twenty- 
four  hours  after  injury,  presented  all  of  the 
symptoms  of  an  approaching  fatal  termination, 
yet  there  was  little  distention.  Death  came  six 
hours  later.  On  post-mortem  examination,  be- 
sides a rupture  of  the  great  omentum,  there  was 
a complete  rupture  of  the  small  intestine,  with 
free  leakage  into  the  peritoneal  cavity. 

Paget  says : “But  is  there  no  sign,  within  the 
first  twelve  or  twenty-four  hours  after  the  in- 
jurv,  to  tell  whether  the  intestine  is  ruptured? 
Perhaps  the  most  trustworthy  signs  are:  1.  The 
abdominal  wall  kept  rigid  and  retracted  ; at  no 
time  soft  or  moving  in  respiration,  but  remain- 
ing rigid  and  concave  for  a day  or  longer,  and 
then  becoming  distended.  2.  Persistent  hiccough. 
3.  Xo  improvement  in  the  patient's  general  con- 
dition at  the  end  of  twenty-four  hours ; the  in- 
itial shock  was  perhaps  not  very  severe,  yet  he 
does  not  rally  from  it.  4.  Some  deep  point  of 
extreme  tenderness.  But  these  signs  may  be  ab- 
sent or  uncertain.  The  evidence  of  internal  hem- 
orrhage is  sometimes  plain  enough — the  rapid  in- 
crease of  weakness,  the  rising  dullness  in  one  or 
both  lateral  abdominal  regions ; but  the  evidence 
of  ruptured  intestine  may  be  sought  most  careful- 
ly, and  sought  in  vain,  till  the  patient  is  past 
saving  by  operation". 

True  it  is  that  many  things  must  be  considered 
in  each  individual  case ; in  one,  no  doubt  would 
seem  to  enter  into  the  certainty  of  an  intra-ab- 
dominal lesion ; in  another,  serious  misgivings  as 
to  the  justifiability  of  surgical  intervention  would 
be  recognized : so  it  is  always  wise  to  weigh  well 
the  history  of  the  case  and  each  objective  and 
subjective  symptom.  The  condition  of  the  bowel, 
whether  full  or  empty,  the  direction  of  the  blow 
and  the  part  of  the  abdomen  struck ; whether  or 
not  the  abdominal  muscles  were  rigid,  "on  guard”, 
all  of  these  points  are  fully  recognized  in  the 
mechanics  of  abdominal  injuries.  We  should  al- 
ways remember,  however,  that  apparently  trivial 
injuries  judged  by  the  symptoms  produced,  may 
soon  be  followed  by  the  most  fatal  consequences, 
because  of  .ploughing  following  contusion  of  the 


bowel  wall  or  as  the  result  of  injury  to  the  me- 
senteric vessels.  I wish  to  emphasize  what  I 
consider  one.  if  not  the  most  important,  symptom 
of  injury,  and  that  is  rigidity.  Hartmann  report- 
ed ten  cases  where  this  sign  was  marked.  Nine 
were  successfully  operated  upon  and  distinct  le- 
sions found.  The  remaining  case  refused  opera- 
tion and  died  as  the  result  of  intestinal  perfora- 
tion. Of  seventeen  cases  without  rigidity  all  re- 
covered without  operation. 

RETRO-PERITONEAL  RUPTURE  OF  THE 
INTESTINE 

This  very  rare  accident  is  indicated  by  shock, 
pain,  early  rise  of  temperature,  and  the  rather 
rapid  formation  of  an  emphysematous,  purulent, 
inflammatory  swelling  in  either  loin.  This  swell- 
ing may  spread  along  the  lines  of  least  resistance, 
as  any  other  compound  inflammatory  gravitation 
abscess.  Early  evacuation  by  suitable  incisions 
is  imperative. 

ACUTE  INTESTINAL  OBSTRUCTION  FOLLOWING 

CONTUSION  OF  THE  ABDOMINAL  WALLS 

Two  cases  of  this  kind  were  operated  upon  by 
me  in  the  Clarkson  hospital.  They  were  so  un- 
usual that  they  were  made  the  subject  of  a paper 
read  before  the  Western  Surgical  Association. 

The  paresis  of  the  bowel  in  one  case,  a young:  man 
who,  in  a fight,  had  received  several  kicks  upon  the 
abdomen,  was  due  to  an  extensive  thrombosis  of  the 
mesenteric  veins  of  the  lower  ileum  beginning-  at 
about  one  foot  from  the  ileo-caecal  valve  and  ex- 
tending upwards  three  or  four  feet.  Along  the  in- 
testinal border  of  the  mesenterium  shot-like  bodies 
were  to  be  felt;  the  bowel  was  thickened  oedematous, 
and  dark-colored,  portraying  gangrene.  The  intestine 
above  the  proximal  end  of  the  thickened  bowel  W'as 
distended.  The  abdominal  incision  had  evacuated  a 
large  amount  of  bloody  serum  whch  was  almost  pock- 
eted in  the  area  of  the  involved  intestine. 

The  peritoneal  cavity  was  flushed  several  times 
with  large  quantities  of  hot  normal  salt  solution,  re- 
sulting in  a better  appearance  in  the  dark  colored 
bowel.  I decided  to  close  the  abdomen.  The  patient 
recovered,  having,  however,  a much  depressed  con- 
valescence. 

The  finding  of  bloody  serum  within  the  abdominal 
cavity,  the  red-colored  serum  not  being  due  to  hem- 
orrhage per  se,  is  a rare  occurrence  in  acute  disease. 
A limited  ascites  indicates  intestinal  obstruction  rath- 
er than  an  acute  peritonitis,  and  when  the  fluid  is  a 
bloody  serum  an  intestinal  strangulation  may  be 
looked  for.  Gangolphe  encountered  a case  of  ob- 
struction, of  uncertain  diagnosis;  laparotomy  gave 
escape  to  a considerable  amount  of  serosanguinolent 
fluid  similar  to  that  found  in  the  sac  of  an  ordinary 
strangulated  hernia.  On  examination  the  cause  of 
obstruction  was  discovered  in  an  internal  strangu- 
lation of  the  small  intestine  in  the  foramen  of  Wins- 
low. The  thrombosed  mesenteric  veins  in  my  case 
acted  as  constrictors,  producing  the  oedema,  discol- 
oration, and  the  serosanguinary  exudate.  In  a case 
of  dynamic  obstruction  such  as  this,  whether  or  not 
the  obstruction  is  a pure  paralysis  from  trauma,  or 
whether  the  paralysis  is  secondary  to  an  invasion  of 
microbes  permitted  to  pass  through  the  injured  in- 
testinal walls,  depends,  I think,  upon  the  state  of 
vitality  of  the  intestine. 
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In  intestinal  paralysis  accompanying  acute  mesen- 
teric thrombosis  there  is  early  a large  amount  of 
bloody  serum,  and  in  my  observation  death  takes 
place  before  the  bowel  ruptures,  although  it  may  be 
blue-black  in  color,  as  was  the  case  in  a women 
when  admitted  to  the  county  hospital  nearly  mori- 
bund, last  month:  She  lived,  unoperated,  forty-eight 
hours  after  the  initial  pain.  The  autopsy  disclosed 
about  three  feet  of  the  lower  ileum  blue-black  and 
distended.  There  was  a large  amount  of  bloody  serum 
mostly  in  the  area  of  the  thrombosis. 

Case  2:  I was  called  to  Greenwood,  Nebraska,  to 
operate  upon  a rugged  j'oung  man  twenty  years  old, 
for  intestinal  obstruction,  and  saw  him  in  consultation 
with  his  physician.  Dr.  S.  J.  IMiller,  and  Doctor  Kirk- 
liatrick  of  Ashland,  Nebr.,  eight  days  after  a run- 
away accident  in  which  the  patient  had  been  thrown 
from  a buggy,  striking  the  ground  so  as  to  receive 
contusions  of  the  abdomen  and  head.  The  patient’s 
general  condition  was  fair;  he,  however,  vomited 
whatever  was  introduced  into  the  stomach,  and  also 
bile-stained  mucus,  which  on  several  occasions  was 
quite  dark  and  bad  smelling.  Constipation  was  abso- 
lute. Doctor  Miller  outlined  a tumor  mass  in  the 
ri.ght  upper  abdomen  below  the  ends  of  the  ninth 
and  tenth  ribs.  Delay  was  counseled  as  the  pulse 
and  temperature  were  near  normal  and  there  were  no 
evidences  of  peritonitis.  The  vomiting  increasing  and 
the  constipation  remaining  absolute,  the  man  was 
sent  to  the  Clarkson  hospital  for  operation.  On  mak- 
ing an  incision  over  the  most  prominent  part  of  the 
swelling,  it  was  disclosed  that  a large  retro-peritoneal 
hematoma  compressed  the  descending  and  transverse 
portions  of  the  duodenum  from  behind,  in  one  part 
particularly,  so  that  its  walls  were  flattened  one 
against  the  other.  An  incision  was  made  so  as  to 
evacuate  the  hardened  dot  sufficiently  to  relieve  the 
compressed  duodenum.  Recovery  was  uneventful. 

RUPTURE  OF  THE  LIVER  OR  SPLEEN 
One  or  both,  may  follow  contusions  of  the  ab- 
dominal wall.  The  liver  is  more  commonly  rup- 
tured than  the  spleen,  being  more  inelastic  and 
immobile  and  in  closer  relationship  with  the  ab- 
dominal wall,  in  fact  it  is  injured  next  in  fre- 
quency to  the  intestinal  tract.  This  is  explained 
by  its  size  and  tissue  structure,  and  its  position 
between  the  ribs  and  spinal  column,  with  the 
diaphragm  above.  The  right  lobe  is  the  more 
commonly  involved  part,  and,  except  when  the 
rupture  is  a slight  one,  hemorrhage  and  shock 
is  severe.  There  are  general  and  physical  signs 
of  internal  bleeding.  Movable  dullness  in  the 
loins  indicates  a severe  and  probably  fatal  hem- 
orrhage. About  fifty  per  cent  of  the  severely 
injured  die.  If  the  signs  of  hemorrhage  are  mild 
and  not  progressive,  my  experience  is  to  treat 
the  patient  expectantly — absolute  rest.  In  all 
other  instances  prompt  operation  is  imperative, 
with  the  object  of  controlling  the  hemorrhage  by 
tamponade  and  suture. 

RUPTURE  OF  THE  SPLEEN 
This  injury  may  follow  the  same  kinds  of  ac- 
cidents as  cause  rupture  of  the  liver,  but  because 
of  its  lessened  size,  elasticity  and  more  crolipcte'd 
position,  its  rupture  is  less  frequent.  This’  is 
general  experience  and  a true  one.  ■ Hp'wever,  it 


has  happened  to  me  that  I have  seen  more  cases 
of  rupture  of  the  spleen  than  of  the  liver.  I have 
recognized  them  at  least,  operating  upon  a con- 
siderable number. 

I early  mention  the  treatment  because  when- 
ever the  diagnosis  can  be  positively  made  there 
is  only  one  method  of  action  and  that  is  opera- 
tion. Given  the  history  of  an  injury,  pain,  tend- 
erness and  more  or  less  rigidity  in  the  left  flank 
with  the  symptoms  of  hemorrhage,  with  some 
dullness  in  the  left  loin — these  are  an  almost 
positive  proof  of  a rupture  of  the  spleen.  If  the 
urine  is  free  of  blood,  the  kidney  may  be  pre- 
sumed not  to  be  involved.  Because  of  the  inti- 
mate anatomical  relationship  of  the  bowel,  stom- 
ach, and  pancreas,  to  the  spleen,  symptoms  point- 
ing to  this  involvement  must  be  considered.  The 
chief  danger  of  a ruptured  spleen  is  hemorrhage, 
and  the  index  for  treatment  is  early,  immediate 
when  practicable,  laparotomy.  It  is  a clinical 
fact,  however,  that  the  blood  from  a ruptured 
spleen  coagulates  more  rapidly  than  that  from 
a ruptured  liver.  This  is  said  to  be  due  to  the 
elasticity  of  the  organ  and  the  large  number  of 
leucocytes  present.  It  is  because  of  this  tendency 
to  clotting  that  a relatively  late  operation  is  some- 
times successful.  I recall  two  contrasting  illus- 
trative instances.  Doctor  Agee  of  Fremont 
brought  a boy  to  me,  driving  in  from  Valley  by 
automobile,  thirty  miles,  who  only  several  hours 
before  had  had  a contusion  of  his  left  abdominal 
wall  resulting  in  a rupture  of  the  spleen.  The 
doctor  had  made  the  diagnosis.  The  operation 
was  done  soon  after  the  boy  arrived  at  the  Clark- 
son hospital.  There  was  a large  amount  of  free 
hlood  in  the  abdominal  cavity,  the  spleen  was  bad- 
ly torn  but  was  removed  without  much  difficulty. 
The  boy  died  the  next  day  in  spite  of  our  best 
efforts  to  stimulate  him. 

THE  CONTRASTING  CASE 

I was  called  last  year  to  Tekamah  to  operate 
upon  a woman,  the  wife  of  a clergyman  who,  the 
day  before,  had  been  injured  in  an  automobile  ac- 
cident. She  was  in  a hospital.  No  diagnosis 
had  been  made,  but  to  my  mind  the  evidences  of 
a ruptured  spleen  were  po.sitive ; her  condition, 
although  serious,  yet  from  an  operative  stand- 
point was  hopeful.  On  exploration  the  abdomen 
was  found  to  contain  a large  amount  of  free 
blood  and  many  clots,  especially  in  the  neighbor- 
hood of  a badly  torn  spleen,  which  was  removed. 
The  woman  made  a safe  recovery  although  she 
-shoH^ed  the  effects  of  the  great  loss  of  blood  for 
’a  cohsici^?rabIe  period.  Instead  of  removing  the 
spleen  I hav-e/on" several  occasions  tamponed,  and 
'’"n  two  instances  fa^^ened  the  tampons  by  catgut 
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sutures,  these  patients  recovered.  One  was  a 
gun-shot  wound  involving  the  lung,  diaphragm, 
liver  and  spleen.  This  case,  together  with  thirty- 
one  other  abdominal  injuries,  was  reported  in 
the  Military  Surgeon* 

Rupture  of  the  kidney  is  a very  common  ac- 
cident and  is  usually  recognized  by  shock,  local- 
ized pain,  and  the  passage  of  bloody  urine.  A 
localized  tumor  will  not  form  if  the  rupture  oc- 
curs directly  through  the  peritoneal  investment 
into  the  peritoneal  cavity.  If  the  rupture  occurs 
so  that  the  blood  accumulates  in  the  loose  cellular 
tissue  surrounding  the  kidney,  a tumor  forms 
rapidly,  presenting  first  in  the  posterior  ileo- 
costal  space,  enlarging  downwards,  forwards,  and 
inwards.  Urine  may  also  extravasate  in  the  same 
directions  and  even  towards  the  surface. 

When  the  kidney  is  so  lacerated  that  the  hem- 
orrhage accumulates  in  its  pelvis  the  tumor  is 
usually  small  and  forms  slowly,  perhaps  requir- 
ing several  days  before  it  can  be  detected.  In 
such  cases  either  the  amount  of  blood  in  the 
urine  is  rather  excessive  or  because  of  blocking 
of  the  ureter  by  clots  little  or  no  blood  is  found 
in  the  urine.  When  the  ureter  is  blocked  or  in- 
jured so  as  to  prevent  the  escape  of  bloody  urine 
into  the  bladder  the  tumor  may  enlarge  quite 
rapidly,  being  similar  in  its  action  to  an  acute 
hydronephrosis.  In  one  case  which  I operated 
upon,  all  kidney  tissue  was  destroyed  in  twenty- 
one  days — the  tumor  filled  the  right  side  of  the 
abdomen,  occupied  the  false  pelvis,  passing  at  the 
level  of  the  umbilicus  and  below  into  the  left  half 
of  the  abdomen.  In  this  rare  case  the  ureter 
was  also  enlarged,  but  not  blocked,  there  being 
bloody  urine  in  abundance.  Both  kidney  sac  and 
ureter  were  removed.  The  woman  recovered.  In 
another  case  a similarly  distended,  though  small- 
er kidney,  was  incised  and  drained  with  the  hope 
of  saving  its  functional  activity,  which  was  suc- 
cessful. Other  cases  have  been  observed  in  which 
from  the  subjective  and  objective  symptoms  there 
could  be  no  doubt  but  that  the  kidney  was  rup- 
tured. but  as  a rule  these  people  got  well  without 
any  surgical  interference.  I fonnerly  found  the 
Harris  segregator  in  the  male,  and  the  Kelly 
cystoscope  and  ureteral  catheter  in  the  female, 
of  great  value  in  determining  the  source  of  a 
hematuria,  as  well  as  the  functional  integrity  of 
both  kidneys.  The  Kelly  instruments  are  as  use- 
ful today.  The  Harris  instrument  is  now  obso- 
lete. 

Fatal  intra-abdominal  hemorrhage  may  fol- 
low a rupture  of  the  kidney,  but  this  is  3n"un- 
usual  result.  In  one  of  my  cases  a kidney  \Vas 
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tom  loose  from  its  normal  position.  On  post- 
mortem examination  it  was  found  in  the  pelvis 
anchored  merely  by  its  ureter.  Strange  as  it  may 
seem,  this  man  lived  eight  hours  after  a fall  of 
forty  feet,  which  caused  the  injury.  There  were 
multiple  fractures  of  the  extremities  complicat- 
ing the  abdominal  injury. 

TREATMENT 

1.  Rapid  intra-peritoneal  hemorrhage  from  a 
ruptured  kidney  should  be  treated  by  immediate 
resort  to  an  abdominal  section,  ligature  of  the 
renal  vessels  and  removal  of  the  injured  organ. 

2.  Retro-peritoneal  rupture  of  the  kidney  with 
the  formation  of  a tumor  is  usually  best  treated 
upon  the  expectant  plan  as  regards  surgical  in- 
terference. Ergot,  opium  and  turpentine  should 
be  given  internally.  E.xperience  seems  to  show 
that  the  bowels  should  be  kept  quiet  because  of 
the  intimate  relations  of  the  colon  to  the  kidneys. 
Disregard  of  this  point  has  been  known  to  bring 
about  a recurrence  of  renal  hemorrhage.  The 
local  use  of  ice  is  beneficial. 

3.  The  dec'elopnient  of  sepsis  following  a retro- 
peritoneal rupture  of  the  kidney,  requires  a post- 
peritoneal  incision  for  the  establishment  of  drain- 
age. 

4.  Life-threatening  hematuria,  the  result  of  an 
injury  to  a kidney,  demands  nephrectomy  by  the 
lumbar  route. 

5.  A complete  or  partial  rupture  of  a ureter 
should  be  treated  by  an  attempt  to  repair  the  ure- 
ter through  a retro-peritoneal  opening.  Failing 
in  this  a nephrectomy  should  be  carried  out  by 
extending  the  incision  upwards. 

G.  Rupture  of  a kidney,  followed  by  an  ac- 
cumulating hemorrhage  into  its  pelvis,  should  be 
treated  ( 1 ) primarily  like  an  extra-peritoneal 
rupture ; (2)  an  extra-peritoneal  incision  into 
the  kidney  should  be  made  for  the  purpose  of  re- 
lieving the  pressure  and  threatened  renal  atrophy, 
unless  within  ten  days  or  two  weeks  there  are 
positive  signs  that  the  tumor,  if  large,  has  ceased 
to  increase  and  has  begun  to  decrease  in  size. 
This  practice  is  warranted  because  if  one  of  my 
cases  complete  destruction  of  all  kidney  tissue 
resulted,  from  overdistention,  in  twenty-one  days. 
( 3 ) It  may  be  necessary  to  ( a ) attempt  to  obliter- 
ate a degenerated  kidney  sac  by  an  incision  and 
drainage,  or  (b)  its  complete  extirpation  may  be 
advisable  should  the  patient's  general  condition 
warrant  such  an  undertaking. 

RUPTURE  OF  THE  BLADDER 

When  the  bladder  is  ruptured  by  reason  of  a 
contusion  of  the  abdominal  wall  the  determina- 
tioh'cr‘thd  character  of  the  injury  is  usually 
simple.  * The’  history  of  the  accident — the  time 
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intervening  between  the  last  urination  and  the 
time  of  the  accident,  which,  if  from  five  to  eight 
hours,  would  indicate  a fairly  full  bladder ; and 
hence  in  a favorable  condition  to  give  away 
under  a traumatism.  If  the  accident  was  im- 
mediately followed  by  well-marked  shock  and  ab- 
dominal pain  most  intense  over  the  bladder ; if 
the  patient  were  able  to  pass  a small  quantity  of 
bloody  urine,  or  if  upon  introducing  a catheter 
the  surgeon  could  remove  a little  bloody  urine, 
the  combined  history  and  findings  would  prove 
almost  to  a certainty  that  the  bladder  had  been 
ruptured.  The  injection  of  a measured  quantity 
of  sterile  warm  salt  solution  through  a catheter 
into  the  bladder  and  this  fluid  immediately  allow- 
ed to  flow  out  and  be  measured  will  determine 
positively  whether  or  no  any,  and  how  much,  of 
the  fluid  may  have  escaped  through  a rent  in 
the  bladder.  If  the  wound  be  intra-peritoneal 
and  of  large  size,  most  of  the  salt  solution  will 
have  passed  into  the  peritoneal  cavity.  If  the 
wound  be  intra-peritoneal  and  of  small  size,  most 
of  the  solution  will  return  through  the  catheter. 
There  will  be  very  little  pain  when  the  warm  salt 
solution  enters  the  peritoneal  cavity.  When  the 
wound  is  extra-peritoneal  there  will  be  consider- 
able pain  produced  by  the  forcing  of  the  fluid  in- 
to the  extra-peritoneal  spaces  within  the  pelvis 
and  under  and  above  the  pubes.  If  air  be  inject- 
ed by  means  of  a Davidson  syringe  through  a 
catheter,  it  will,  if  the  bladder  be  intact,  produce 
a circumscribed  tympanitic  tumor  above  the  pubis. 
If  an  intra-peritoneal  rupture  is  present,  the  air 
will  enter  the  peritoneal  cavity  and  its  presence 
can  be  determined  by  an  increasing  tympany. 
When  the  rent  is  extra-peritoneal,  the  injection 
of  the  air  is  painful,  and  its  presence  outside  the 
peritoneum  can  be  determined  by  emphysema  of 
the  suprapubic  and  pelvic  cellular  tissue.  When 
the  wound  is  both  intra-  and  extra-peritoneal,  the 
symptoms  of  intra-peritoneal  rupture  will  pre- 
dominate, as  there  is  little  resistance  offered  to 
the  escape  of  the  urinary  secretion  into  the  peri- 
toneum. Of  course,  if  the  extra-peritoneal  rup- 
ture is  large  and  the  intra-peritoneal  rupture 
very  small,  the  reverse  will  be  the  case. 
When  a rupture  of  the  bladder  is  both 
intra-  and  extra-peritoneal,  there  is  but  one 
wound  (sometimes  stellated),  the  boundary  line 
between  intra-  and  extra-peritoneal  being  the 
nearly  horizontal  line  of  reflection  of  the  parietal 
peritoneum  onto  the  bladder. 

Usually  twenty-four  to  forty-eight  hours  after 
an  intra-peritoneal  rupture  symptoms  of  periton- 
itis develop  and  death  follows.  If,  however,  the 
urine  and  urinary  passages  were  normal  prior 
to  the  accident  and  no  infection  is  introduced  by 


means  of  a catheter,  sterile  urine  will  enter  the 
peritoneal  cavity  and  there  will  be  no  peritonitis. 

In  one  of  the  writer’s  cases  one  gallon  of  urine 
and  some  clots  were  removed  from  the  peritoneal 
cavity  five  days  after  the  accident.  There  was 
no  peritonitis.  Extra-peritoneal  rupture  is  al- 
most invariably  followed  by  a dangerous  suppur- 
ative cellular  inflammation  involving  the  supra- 
pubic and  pelvic  retro-peritoneal  spaces.  Should 
the  patient  survive  long  enough  and  the  inflam- 
matory products  not  be  evacuated  by  art  or  na- 
ture, they  will  e.xtend  to  the  anterior  wall  of  the 
abdomen. 

TREATMENT 

1.  An  intra-peritoneal  rupture  of  the  bladder 
must  be  treated  by  an  early  abdominal  section 
for  the  purpose  of  sewing  up  the  wound  in  the 
bladder,  and  for  the  cleansing  by  thorough  irri- 
gation of  the  peritoneal  sac.  Drainage  should 
be  employed  if  there  are  evidences  of  peritonitis. 

2.  Extra-peritoneal  rupture  requires  a median 
suprapubic  extra-peritoneal  cut  for  drainage. 
The  wound  into  the  bladder  may  be  sutured  in 
part  with  an  absorbable  suturing  material,  but 
usually  this  is  not  advisable.  I took  care  of  a 
young  girl  injured  in  our  second  tornado,  who 
sufered  a fractured  pelvis  with  an  extensive  ex- 
travasation of  blood  and  some  extra-peritoneal 
leakage  from  the  bladder.  She  was  treated  suc- 
cessfully by  suprapubic  incision  and  a gauze 
tampon  drain.  As  a rule,  in  every  case  a rub- 
ber drain  should  pass  into  the  bladder  and  gauze 
packing  be  lightly  introduced  into  the  prevesical 
space.  If  there  has  been  such  e.xtravasation  as 
not  to  be  relieved  by  a median  incision  others  are 
demanded  where  they  will  do  the  most  good. 
Perfect  drainage  must  be  established. 

A combined  intra-  and  extra-peritoneal  rupture 
should  be  treated  by  a combination  of  the  prac- 
tice given  above. 

LIVER  TREATMENT  IN  SPRUE 

Erom  reports  it  appears  that  anemia  of  sprue 
in  which  there  is  a high  color  index  and  fewer 
than  2,000,000  erythrocytes  can  be  expected  to 
respond  to  the  administration  of  Minot’s  liver 
fraction  (Liver  Extract  No.  343,  N.  N.  R.) 
with  a shower  of  reticulocytes,  unless  the  bone 
marrow  is  hypoplastic.  Clinical  cure,  apparently, 
follows,  but  the  type  of  pernicious  anemia  per- 
sists for  at  least  two  months  after  liver  extract 
has  been  administered.  A recent  report  of  a case 
of  sprue  treated  with  Liver  Extract  No.  343,  N. 
N.  R.  refers  to  a patient  who  was  admitted  to 
the  hospital  in  a moribund  condition  and  who 
has  apparently  recovered  completely.  {Jour.  A. 
M.  A.,  October  6,  1928,  p.  1038). 


PUBLIC  HEALTH* 
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Dean.  Creighton  University  School  of  Medicine. 
Omaha,  Nebr. 


It  is  not  an  exaggeration  to  say  that  of  all 
onr  material  concerns  none  exceeds  the  import- 
ance of  health,  for  on  it  depend  directly  or  indi- 
rectly, in  varying  degree,  the  use  and  enjoyment 
of  all  our  faculties  and  resources.  What  is  true 
of  the  individual  is  true  in  great  measure  of  the 
community  and  it  is  not  altogether  paradoxical 
to  say  that  if  government  should  in  some  halcyon 
future  direct  its  energies  and  resources  primarily 
to  the  improvement  of  health,  it  would  not  only 
make  a notable  contribution  to  human  happiness, 
but  would  importantly  advance  its  wonted  and 
traditional  concerns,  the  maintenance  of  law  and 
order,  the  increase  of  wealth,  the  promotion  of 
education  and  citizenship. 

The  arts  of  peace  have  in  the  past  more  than 
once  been  lessoned  by  the  experience  of  war. 
We  might  here  derive  something  from  the  prac- 
tice of  the  army.  No  officer  would  undertake 
the  training  of  recruits  who  had  not  been  found 
physically  and  mentally  able  to  respond  to  that 
training.  Passing  by  the  controversial  interpre- 
tation of  the  army  mental  tests  and  the  extreme 
programs  that  have  resulted  from  such  interpre- 
tations it  is  desired  here  only  to  illustrate  the 
fundamental  importance  of  physical  condition  and 
physical  fitness  for  the  performance  of  the  rou- 
tine duties  of  the  soldier  and  citizen. 

If  less  conspicuously  necessary  in  civil  life,  if 
many  tasks  of  civilized  society  can  be  success- 
fully performed  by  the  physically  handicapped, 
no  argument  for  poor  hygiene  can  be  derived 
from  this  source.  The  fact  that  a well  estab- 
lished business  can  survive  occasional  losses  does 
not  make  avoidable  losses  tolerable ; that  it  may 
make  progress  with  inefficient  methods  in  some 
departments  does  not  constitute  an  endorsement 
of  inefficiency.  Similarly  the  fact  that  few  of 
us  are  physically  at  our  theoretical  best,  that 
most  of  us  persist  in  various  unhygienic  habits, 
and  many  of  us  have  neglected  easily  corrected 
physical  defects,  yet  are  still  alive,  on  the  whole 
perhaps  socially  useful  and  progressive,  and  not 
wholly  lacking  satisfaction  in  ourselves,  does  not 
justify  hygienic  slovenliness,  but  merely  exempli- 
fies the  standards  of  our  period  and  shows  that 
the  passing  grade  to  social  competency,  notwith- 
standing our  ingrained  belief  in  the  fury  of 
modern  competition,  is  far  below  perfection.  Am- 
erican success  and  prestige  is  built  and  maintain- 
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ed  by  a people  of  whom  roughly  a third  are  phy- 
sically incapable  of  full  service  and  roughly  a 
half  have  a mental  age  of  about  thirteen  years. 

These  facts  give  little  ground  for  pessimism. 
To  the  realist  they  mean  that  such  a people  can 
attain  such  a level  of  civilization  as  we  enjoy  to- 
day under  our  institutions.  To  us  they  hold  out 
hope,  that  if  and  when  what  is  remediable  and 
easily  avoided  becomes  matter  of  general  knowl- 
edge and  popular  concern,  a far  better,  brighter 
and  happier  future  is  in  store  for  those  who 
come  after  us,  and  in  the  light  of  this  certainty 
our  own  lives  become  significant,  for  the  future 
in  a measure  depends  on  how  we  who 
have  some  glimmerings  of  the  light  succeed  in 
letting  it  shine  upon  others,  to  the  end  that  the 
collective  thinking  and  action  of  the  present  gen- 
eration may  promote  the  health  of  succeeding 
generations  and  through  better  hygiene  increase 
unto  them  all  good  things. 

Health,  in  so  far  as  we  may  collectively  pro- 
mote it.  is  a matter  of  habits,  knowledge  and 
ideals.  The  habits  of  a people,  the  folkways  tend 
to  be  conservative,  static ; we  are,  therefore,  con- 
cerned with  the  inculcation  of  new  habits,  with 
a widespread  effort  to  alter  our  folkways.  The 
work  is  hopeful  in  proportion  as  we  deal  with 
the  young,  suggestible  and  adaptable ; for  it  is 
easier  to  inculcate  favorable  habits  than  to  eradi- 
cate those  that  handicap.  Our  youth  as  a na- 
tion favors  the  process,  not  so  much  because  our 
national  life  is  short  in  reality,  as  because  we  are 
relatively  little  bound  by  traditions  and  ever  ready 
to  experiment.  To  offset  this  we  evince  a cer- 
tain youthful  irresponsibility  and  are  not  always 
loyal  to  the  programs  we  set  up  and  advocate ; 
our  record  in  the  matter  of  the  League  of  Na- 
tions and  of  prohibition  are  cases  in  point. 

It  may  not  be  untimely  to  advert  to  the  later 
from  the  standpoint  of  health.  Newsholm  has 
pronounced  prohibition  to  be  the  greatest  health 
movement  of  history.  In  America  we  are  prone 
to  disuss  it  as  a moral  issue,  a trespass  upon 
personal  liberty  or  as  an  economic  expedient. 
Leaving  liberty  aside  as  a vague  and  perilous 
subject,  and  by  long  usage  the  stamping  ground 
of  political  orators,  the  other  two  viewpoints  are 
not  wholly  without  instruction  for  those  who  are 
primarily  interested  in  public  health. 

It  can  hardly  be  controverted  that  the 
eighteenth  amendment  expresses  the  moral  senti- 
ments and  economic  convictions  of  the  majority 
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of  the  nation,  as  historically  it  was  carried  by 
moral  organizations,  reinforced  by  business  sup- 
port. Yet,  I doubt  if  the  expert  in  ethics  would 
rank  it  very  high  as  a moral  enterprise.  Virtue 
consists  in  moderation  not  abstinence  and  such 
abstract  moral  justification  as  the  amendment 
may  receive  is  perhaps  chiefly  in  its  relation  to 
weaker  natures,  say  our  fifty  per  cent  of  thirteen 
year  old  minds,  to  save  them  from  the  disaster 
of  abusing  an  instrument.  We  might  have  at- 
tained temperance,  with  patience  and  education ; 
and  the  slackening  of  the  educational  movement 
during  and  since  the  campaign  for  prohibition  is 
one  of  the  reasons  for  the  defective  working  of 
the  law. 

This  education  consists  in  part  of  the  continued 
dissemination  of  knowledge  of  the  effects  of  al- 
coholism on  public  health  and  it  is  perhaps  time 
to  recognize  and  state  that  moral  fervor  and 
economic  and  political  interest  have  distracted  at- 
tention of  late  from  the  formidable  train  of  un- 
hygienic consequences  and  accidents  directly  and 
indirectly  chargeable  to  alcoholism. 

The  subject  is  introduced  here  primarily  to  il- 
lustrate the  extreme  difficulty  of  changing  folk- 
ways and  to  direct  thought  to  the  technique  and 
methods  of  effecting  such  changes  with  the  min- 
imum of  friction ; for  all  such  movements  as  that 
of  public  health  propose  as  their  objectives 
changes  in  our  social  habits.  That  knowledge 
alone  is  insufficient  to  effect  and  maintain  pro- 
gress is  sufficiently  evidenced  by  our  failure  to 
abolish  commercialized  vice,  to  obtain  universal 
vaccination,  immunization  against  diphtheria,  the 
hygienic  care  of  children  in  the  home,  reasonable 
procedure  in  dealing  with  criminals,  the  exemp- 
tion of  the  adolescent  from  industry  and  the  like. 
The  evils  mentioned  are  widely  known,  sufficient 
knowledge  is  available  to  effect  vast  improve- 
ments, but  adequate  response  on  the  part  of  the 
public  is  difficult  to  obtain.  Legislation,  while 
often  absolutely  necessary,  does  not  solve  the 
problem,  but  merely  transforms  it  into  one  of 
enforcement  which  in  the  face  of  public  apatby 
or  divided  opinion  is  discouragingly  imperfect. 

Against  discouragement  we  are  defended  by 
a recognition  of  the  difficulties  of  our  task  and 
the  consciousness  of  the  immense  progress  achiev- 
ed and  accelerated  in  recent  decades.  I need  only 
instance  the  lengthened  span  of  human  life,  the 
control  of  yellow  fever,  typhoid  and  malaria,  the 
vast  progress  in  tuberculosis  and  the  infectious 
diseases  of  childhood,  the  widespread  feeling  that 
our  major  tasks  are  in  new  fields  today. 

The  statistics  issued  by  the  Nebraska  State 
Bureau  of  Health  most  interestingly  show  the 


changes  which  have  supervened  in  our  fighting 
line  against  disease.  In  1927  there  was  but  one 
death  reported  from  smallpox,  but  one  from  ma- 
laria, but  36  from  typhoid  and  paratyphoid  fever, 
but  46  from  diphtheria ; there  were  400  deaths 
from  tuberculosis.  On  the  other  hand  diseases 
of  the  heart  and  arteries  accounted  for  3,639 ; 
cancer,  1,257;  premature  birth,  464;  injury  at 
birth,  107;  puerperal  deaths,  170;  automobile  ac- 
cidents, 197. 

Does  this  mean  that  we  may  feel  comfort  in 
place  of  many  of  our  old  anxieties  and  mobilize 
our  resources  and  interests  anew?  Morbidity 
statistics  would  show  that  we  are  not  yet  ready 
to  relax  our  efforts  against  smallpox,  diphtheria 
and  tuberculosis.  In  these  three  fields  they  cer- 
tainly ought  to  be  increased.  Epidemics  of  small- 
pox still  occur,  chargeable  largely  to  public  leth- 
argy and  anti-scientific  activities  on  the  part  of 
interested  groups.  A concerted  effort  might 
eradicate  diphtheria ; the  Tuberculosis  Associa- 
tion needs  more  generous  support,  as  its  sale  of 
seals  in  Nebraska  lags  behind  that  of  adjacent 
states.  We  should  deceive  ourselves  if  we  ac- 
cepted mortality  alone  as  the  measure  of  damage 
caused  by  any  disease.  The  common  cold  in  the 
head  with  its  attendant  sinusitis  is  sufficient  to 
demonstrate  this  point.  If,  then,  we  are  to  carry 
on  in  the  old  fields,  where  are  the  energy  and 
resources  necessary  for  new  undertaking  to  be 
found?  Can  we  go  on  indefinitely  organizing 
and  supporting  national  societies  with  local  chap- 
ters for  each  major  malady?  Already  we  have 
the  American  Public  Health  Association,  The 
Tuberculosis  Association,  The  Society  for  the 
Study  of  Cancer,  The  American  Child  Health 
Association,  The  Friends  of  Medicine  and  many 
others,  to  say  nothing  of  child  hygiene  and  men- 
tal hygiene  associations.  Could  this  body  under- 
take to  list  all  the  national  societies  operating  in 
Nebraska,  together  with  the  state,  county,  muni- 
cipal and  volunteer  institutions  and  agencies 
dealing  with  health  directly  and  indirectly  the 
list  would  be  a long  one.  On  the  one  hand  it 
would  give  us  an  enhanced  sense  of  our  resources 
and  of  the  wide  spread  and  growing  interest  in 
the  field  of  health ; on  the  other  hand  it  would 
demonstrate  the  increasing  difficulty  of  coordin- 
ating effort  locally  and  the  need  of  staff  work 
and  program  making  in  the  state  and  its  subdi- 
visions to  the  end  of  increasing  efficiency,  avoid- 
ing overlapping  and  filling  gaps  that  may  be  left 
between  the  fields  of  action  of  our  various 
agencies.  Health  work  is  being  conducted  by 
organizations  as  diverse  as  educational  institu- 
tions and  industrial  plants,  government  and  in- 
surance companies,  professional  associations. 
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medical,  dental  and  nursing,  fraternal  orders  and 
religious  bodies.  Part  is  locally  organized,  part 
nationally.  It  is  humanly  possible  that  all  of  us 
are  more  conscious  of  our  individual  field,  effort 
and  loyalty  than  of  the  whole  of  which  we  form 
parts. 

The  wide  spread  interests  is  matter  of  con- 
gratulation, the  multiplicity  and  diversity  of  in- 
strumentalities creates  locally  a problem  of  or- 
ganization and  of  adjustment  of  community  pro- 
grams to  national  movements.  Ultimately  the 
need  will  be  felt  of  simplification  and  decentral- 
ization. if  our  sectional  endeavors  prove  incap- 
able of  advantageous  adjustment  to  metropolitan 
scales,  standards  and  costs.  In  health  work  as  in 
other  phases  of  our  national  life  we  are  at  present 
balancing  between  centrifugul  and  centripital 
forces,  between  diversity  of  sectional  cultures  and 
nation-wide  standardization,  between  a selfsus- 
taining  countryside  and  one  depleted  by  exces- 
sive urbanization. 

Since  we  are  come  to  a point  where  we  must 
reflect  upon  a choice  of  methods,  a variety  of 
goals,  a diversity  of  agencies,  such  an  organiza- 
tion as  a state  association  of  public  health  may 
well  perform  a useful  role  as  a neutral  body  to 
serve  as  a clearing  house  for  opinion,  means  of 
pooling  partial  experiences,  a coordinating  center 
for  the  various  agencies  involved ; and  it  may  aid 
materially  in  adjusting  programs  by  suggesting 
a sort  of  priority  list  of  necessary  undertakings, 
as  well  as  serving  to  adjust  the  health  movement 
as  a whole  with  other  parts  of  the  welfare  pro- 
gram of  state  and  town. 

If.  for  example,  we  were  to  undertake  here  in 
Nebraska  to  render  the  first  eighteen  years  of 
life  as  healthful  as  the  present  state  of  science 
permits,  there  is  scarcely  one  of  our  institutions 
we  might  not  call  upon  to  assist,  might  not  ex- 
pect to  modify  its  program  in  assisting. 

At  the  onset  we  should  encounter  our  high 
maternal  mortality,  over  6 per  1,000.  England 
today  is  agitated  over  a mortality  of  4 per  1,000 
which  has  remained  practically  constant  for  20 
years.  The  subject  is  ventilated  in  the  public 
press  and  discussed  in  parliment,  while  our  great- 
ly worse  conditions  have  attracted  little  attention 
outside  of  professional  circles.  Last  year  we  had 
in  Nebraska  889  stillborn  and  an  infant  mortality 
of  1.421  out  of  12,369  births,  of  which  only  5,192 
were  cared  for  in  hospitals.  Proper  prenatal 
care,  more  general  hospitalization  would  do  much 
to  improve  this  situation.  ^Medical  educators  are 
discussing  ways  of  improving  training  in  this 
important  branch  of  practice,  but  there  is  also 
need  of  reaching  the  practitioners  of  medicine, 
especially  the  older  men  and  inducing  them  to 


improve  their  methods  and  keep  pace  with  pro- 
gress in  this  field.  The  public  must  be  roused 
from  its  confidence  in  the  normality  of  child- 
birth and  made  to  comprehend  that  it  is  a critical 
period  of  a woman’s  life  and  that  she  should  have 
competent  medical  supervision  during  the  whole 
period  of  pregnancy. 

When  we  turn  to  the  preschool  period  we  can- 
not but  be  disturbed  by  the  neglect  of  health  in 
our  homes  as  revealed  by  examination  of  children 
in  the  school.  The  Richardson  County  Medical 
Society  e.xamined  some  5,000  children  last  year. 
Over  half  of  them  had  decayed  teeth  and  dis- 
ease of  tonsils  ; 1,500  were  improperly  nourished  ; 
1,000  had  impaired  vision;  500  defective  hearing; 
300  had  goiter ; 100  organic  heart  disease.  Simi- 
lar statistics  are  being  collated  all  over  America 
this  month  as  schools  reopen.  Massively  this 
evidence  evinces  the  need  of  more  adequate  hy- 
giene in  these  unprotected  years  of  childhood, 
when  the  home  is  the  all  but  exclusive  agency  of 
health  and  education. 

i\Iuch  as  the  public  schools  have  undertaken 
for  health  and  beneficient  as  their  service  is 
proving,  their  health  programs  are  still  very  gen- 
erally undersupported  financially.  Under  the 
state  law  the  teacher  has  responsibilities  for  the 
health  and  hygiene  of  the  pupils  and  sanitary  con- 
ditions in  the  buildings,  yet  but  little  provision  is 
made  for  her  education  in  these  matters.  Last 
year  the  State  Medical  Association  inaugurated 
series  of  lectures  in  som.e  of  the  normal  schools 
and  a health  course  for  teachers  was  given  in 
the  summer  sessions  of  the  state  university  under 
its  auspices  and  that  of  the  N^ebraska  Tubercu- 
losis Association.  With  the  highest  praise  for 
such  useful  efforts,  it  is  hardly  reasonable  to 
leave  to  volunteer  effort  fundamentally  important 
training  which  should  become  an  integral  part 
of  the  normal  school  curriculum. 

In  the  schools  themselves  health  education  is 
still  far  from  receiving  its  due  recognition  as  a 
fundamental  function  of  the  institution,  or  more 
exactly  a condition  of  the  full  performance  of  its 
service  to  society.  There  is  great  need  of  edu- 
cating school  boards  in  the  importance  and 
normal  budgeting  of  health  instructions  and 
health  service.  It  is  not  meeting  the  health  needs 
of  the  majority  of  pupils  at  school  or  college  to 
produce  winning  teams.  Though  unhappily  our 
thirteen  year  old  mentality  prefers  the  excitement 
of  the  contest  to  the  less  spectacular  raising  of 
the  general  level  of  health  and  happiness  of  the 
pupils  as  a whole. 

Our  apparatus  for  mental  ht^giene  is  all  but 
non-existent  in  the  state,  notwithstanding  the  im- 
mense popular  vogue  of  psychology  and  the  in- 
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creasing  recognition  of  its  contribution  to  nor- 
mal living.  When  the  problem  child  has  been 
recognized  by  parent,  teacher,  nurse,  physician, 
juvenile  court  or  child  working  agency  we  are 
all  but  destitute  of  means  of  caring  for  him. 
True  it  is  that  both  medical  schools  are  doing 
what  they  can  in  this  matter,  but  the  load  is 
greater  than  educational  institutions  ought  to  be 
asked  to  carry.  Our  institutions  for  the  insane 
and  feeble  minded  are  crowded  and  while  they 
house  and  give  humane  care  to  these  unfortunates 
they  are  neither  staffed,  equipped  or  financed  for 
constructive  reeducation  nor  scientific  investiga- 
tion of  these  complicated  cases.  This  criticism  is 
not  of  the  worthy  men  who  have  devotedly  serv- 
ed these  institutions  but  of  the  citizenship  which 
allows  their  efforts  to  be  frustrated  for  lack  of 
means.  No  mental  clinics  are  available  to  our 
courts,  prisons  or  reformatories,  which,  of  course, 
means  that  the  salvage  of  juvenile  offenders  is 
less  than  if  modern  facilities  existed. 

Finally  to  our  list  of  sins  of  omission  against 
the  health  of  youth  must  be  added  the  positive 
fault  of  using  children  in  industry. 

It  is  evident  that  our  health  program  for  child- 
hood and  youth  shows  many  gaps  and  deficiencies 


and  this  indicates  the  need  of  some  sort  of  survey 
which  may  bring  borne  to  our  people  the  im- 
portant fields  in  which  we  are  beginning  to  lag 
behind  normal  modern  practice.  The  first  step 
towards  progress  is  the  recognition  of  defects  and 
it  is  probably  wisdom  to  diffuse  knowledge  of 
our  needs  in  health  work  among  the  people,  be- 
fore raising  the  tender  problem  of  ways  and 
means  for  meeting  them.  In  the  long  run  pub- 
lic demands  have  a way  of  getting  satisfied  ; the 
first  step  is  to  create  and  diffuse  the  knowledge 
that  creates  the  demand. 

There  is  a limit  to  the  possibilities  of  taxation 
and  evidence  is  at  hand  that  we  are  nearing  the 
end  of  toleration.  Each  new  need  cannot  be  met 
indefinitely  by  new  taxes.  We  here  reach  the 
gigantic  problems  of  efficient  use  of  public  funds, 
of  intelligent  economy  in  meeting  public  demands, 
of  statesmanlike  selection  among  demands  of 
those  most  truly  ministering  to  the  pulilic  good. 
In  too  many  ways  we,  as  a community,  expend 
our  resources  at  random  like  an  unbudget- 
ed family,  where  the  installments  on  automobile, 
piano  and  radio  leave  nothing  over  for  the  care  of 
the  children’s  health.  Intelligence  consists  in  get- 
ting first  things  first  and  in  the  scale  of  earthly 
values  few  things  can  be  preferred  to  health. 


ENDOCRINOLOGY  IN  ITS  RELATION  TO  SKIN  DISEASES* 

ALFRED  SCHALEK,  M.  D.. 

Professor  of  Dermatology  and  Syphilology,  University  of  Nebraska,  College  of  Medicine. 

Lincoln,  Nebraska. 


The  cutaneous  manifestations  which  result 
from  the  reaction  to  mechanical  and  chemical 
traumatisms,  or  from  the  activities  of  micro-  and 
macroscopical  organisms  are  well  understood. 
We  are  also  familiar  with  the  character  of  skin 
eruptions  in  connection  with  such  systemic  dis- 
eases, as  the  acute  infectious  exanthemata, 
syphilis,  tuberculosis,  etc.  In  a number  of  derma- 
toses, however,  among  which  are  some  of  com- 
mon occurrence  like  eczema,  psoriasis,  lichen 
planus  and  others  we  are  still  groping  in  the 
dark  concerning  the  etiology.  The  perception 
that  most  skin  diseases  are  local  manifestations 
would  be  revised  very  promptly,  if  every  patient 
afflicted  with  them  should  be  submitted  to  a 
thorough  examination  by  an  internist  and  path- 
ologist. Internal  conditions  might  be  revealed 
showing  a direct  connection  with  the  changes  in 
the  skin.  Even  then,  while  convinced  of  the  pres- 
ence of  a systemic  cause,  we  are  often  not  able 
to  detect  the  same.  Hereditary  predisposition, 
congenital  changes  in  the  tissues,  focal  infec- 

•Bead  before  the  Missouri  Valley  Medical  Association,  Omaha,  October 
31.  1928. 


tions,  protein  sensitization,  abnormalities  of  the 
blood  constituents,  functional  and  organic  nerve 
disturbances  are  set  forth  as  etiological  factors, 
without  a knowledge  or  proof  of  their  action 
upon  the  skin.  It  seems  logical  that  the  solution 
of  this  problem  often  lies  elsewhere.  The  duct- 
less glands  unquestionably  play  an  important  role 
in  a number  of  obscure  skin  conditions.  It  is 
only  in  recent  years  that  their  importance  has 
become  properly  appreciated,  but  at  that  we  seem 
to  be  only  on  the  threshold  of  important  discov- 
eries^^F  The  relation  between  the  ductless 
glands  and  pathological  conditions  is  so  intricate 
that  its  correct  interpretation  is  surrounded  by 
great  difficulties.  The  functions  of  the  endocrine 
system  are  not  well  understood  and  to  put  their 
knowledge  on  a sound  scientific  basis  the  appli- 
cation of  the  entire  physiologic  and  pathologic 
knowledge  will  be  necded^^)  persistent 

study  of  this  field^^^  will  incidentally  throw 
more  light  upon  many  questions  in  dermatology. 
Until  then,  however,  we  must  content  ourselves 
with  tentative  conclusions  whic’n  even  as  such 
might  be  of  benefit  to  our  patients. 
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The  specific  secretion  of  each  ductless  gland 
exerts  an  influence  on  the  others establishing 
an  interrelation,  so  that  more  than  one  may  be 
involved  in  producing  changes  in  the  skin.  The 
autonomic  nenmus  system  retards  or  accelerates 
the  endocrine  activities  according  to  the  demands 
of  the  body,  producing  a balance  necessary  to 
normal  nutrition,  growth  and  development 
Accordingly,  a fault  in  the  proper  functioning  of 
one  gland  will  give  rise  to  a similar  condition  in 
others,  so  that  deficiency  may  again  lead  to  de- 
ficiency or  to  excess  from  overcompensation. 

Suggestive  of  endocrine  involvement  are 
changes  in  the  basal  metabolism,  h)’perglycemia, 
x-ray  evidences,  changes  in  the  skin,  bones,  etc. 
Last,  but  not  least,  improvement  from  exclusive 
endocrine  therapy  might  be  taken  for  more  than 
a mere  accident,  even  though  it  cannot  be  proven 
that  because  the  administration  of  the  e.xtract  of 
a gland  improves  or  cures  a disease,  this  was 
due  to  a deficiency  of  this  particular  gland. 

The  effects  of  thyroid  disfunction  on  the  skin 
are  indisputable.  They  are  well  known  in  myxe- 
dema and  exophthalmic  goitre.  Involvement  of 
the  skin  is  found  in  nearly  fifty  per  cent  of  all 
these  cases appearing  as  keratosis,  dystrophy 
of  the  hair  and  the  nails,  hyperpigmentation,  de- 
ficiency of  oil  secretion,  dryness,  scaliness  and 
pruritus.  From  this,  we  may  be  allowed  to  spec- 
ulate on  the  etiolog}"  in  other  similar  cutaneous 
types.  Temporary  enlargement  of  the  thyroid 
gland  is  not  uncommon  during  puberty  and  preg- 
nancy and  is  responsible  for  functional  and  nutri- 
tional hyperactivity  in  the  skin,  which  in  turn 
may  cause  hypertrichosis,  pigmentations  and  hy- 
persecretion of  the  oil  glands.  External  tempera- 
ture affects  the  thyroid,  stimulating  its  function 
through  cold  and  diminishing  it  through  heat, 
which  known  fact  is  taken  to  account  for  the  dif- 
ference in  the  winter  and  summer  furs  of  ani- 
mals. A similar  conception  may  explain  erythema 
multi  forme,  herpes  zoster,  psoriasis,  which  often 
depend  on  the  season  of  the  year,  and  general 
idiopathic  pruritus  brought  on  by  sudden  changes 
of  temperature.  Foerster<">  suggested  .the  pos- 
sibility of  the  effects  of  changes  in  the  hormones- 
producing  organs  on  the  evolution  of  eczema  and 
psoriasis.  Beinhauer^*)  found  in  69.3  per  cent 
of  eczema  an  impaired  function  of  the  e.xcretory 
and  metabolic  system.  ^IcEwen^®)  reported  a 
case  in  which  an  extensive  psoriasis  and  a severe 
e.xopthalmic  goitre  appeared  simultaneously, 
showing  a possible  influence  of  the  changed 
metabolism  in  causing  psoriasis.  Stimulation  of 
the  thymus  with  x-rays is  followed  at  times 
by  remarkable  improvemest  in  psoriasis.  This 
and  the  fact  that  during  the  first  two  years  of 


life,  when  the  function  of  the  thymus  is  at  its 
height,  psoriasis  is  rarely  seen  may  be  looked 
upon  as  another  link  in  the  chain  of  circumstan- 
tial evidence  of  its  endocrine  nature. 

The  deficiency  of  oil  in  the  skin  in  hypothy- 
roidism with  the  usual  secondary  changes  which, 
of  course,  may  also  occur  independently,  may  be 
an  important  factor  in  ichthyosis.  Apparently 
confirming  this,  a case  of  a patient  with  hvpothy- 
roidism  and  ichthyosis  may  be  cited  in  whom 
thyroid  medication  produced  remarkable  improve- 
ment in  the  skin  condition: 

E.  B.,  girl,  18  years,  had  an  abnormally  dry  skin 
since  infancy.  At  the  time  of  her  presentation  the 
skin  was  rough,  scaly  and  the  joints,  especially  of 
the  knees,  stiff  and  painful.  The  hair  was  lusterless 
and  thin.  Above  both  malleoli  were  patches  of  in- 
filtrated scaly  eczema.  Numerous  furuncles  and  old 
scars  were  scattered  over  the  body.  The  hands  were 
cyanotic.  Menstruation  was  scanty  and  irregular. 
The  patient  was  mentally  slow  and  always  felt  tired. 
General  physical  examination  was  negative  except  a 
leucocyte  count  of  10,000,  probably  due  to  pus  foci 
in  the  teeth.  Basal  metabolism  was  minus  eight. 
Administration  of  extract  of  thyroid  gland  cleared  up 
the  eczema,  lessened  the  scaliness  and  improved  the 
general  condition. 

General  exfoliative  dermatitis  is  unquestion- 
ably a systemic  condition  with  a profoundly  in- 
terfered nutrition  of  the  skin  of  unknown  origin. 
The  usual  treatment,  except  in  metallic  poison- 
ing. is  purely  symptomatic  and  of  little  benefit. 
In  two  grave  cases,  one  of  which  was  moribund, 
having  tried  every  known  treatment  ineffectually, 
I administered  thyroid  extract  empirically  and 
both  made  remarkable  recoveries. 

.1.  T.,  boy,  18  years,  came  under  observation  with  a 
general  exfoliative  dermatitis  of  six  weeks  duration. 
Previously  he  had  always  been  in  good  health.  The 
eruption  started  with  fever  which  at  times  rose  to 
102°  F.  The  skin  of  the  whole  body  was  uniformly 
red,  dry  and  profusely  scaling.  The  scalp  was  nearly 
bald,  the  eyelids  showed  ectropion,  the  lips  and  the 
mouth  were  excoriated  and  bleeding.  Painful  fis- 
sures had  developed  about  the  joints.  The  mental 
faculties  were  dulled.  One  week  after  admission 
he  had  three  epileptiform  convulsions  during-  which 
he  was  unconscious.  No  history  was  obtained  of 
these  having  occurred  previously  in  his  life.  A thor- 
ough general  examination  showed  no  abnormal  con- 
ditions. Spinal  fluid  and  Wassermann  tests  of  blood 
were  negative.  Basal  metabolism  was  minus  twelve. 
The  usual  local  and  internal  medications  were  tried 
with  no  result  at  all.  Eventually  extract  of  thyroid 
gland  was  administered  as  a last  resort  and  from  this 
time  on  the  patient  improved  rapidly.  He  brightened 
mentally,  his  temperature  returned  to  normal  and  the 
scaling  became  less.  Eight  weeks  later  he  reported 
that  his  skin  had  returned  to  normal,  that  his  hair 
showed  its  natural  growth,  that  he  felt  well  and  had 
gained  in  weight. 

Inflammatory  skin  eruptions  are  due  to  circu- 
latory disturbances,  such  as  congestion,  vascular 
paralysis,  obstruction  of  blood  supply.  etc.^^-L 
Interference  with  the  circulation  is  followed  by 
nutritional  changes  which  manifest  themselves  as 
leucocyte  infiltration,  vascular  dilatation  or  oblit- 
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eration,  hyperplasia,  dyskeratosis,  hypertrophy 
and  atrophy.  Hunt^^^)  points  out  that  circula- 
tory and  nutritious  disorders  are  synonomous, 
since  the  changes  in  the  speed  and  force  of  the 
blood  circulation  and  in  the  nutrition  go  together. 
If  due  to  gross  pathologic  changes  in  the  circula- 
tory organs  these  are  more  or  less  recognized. 
The  circulation  may,  however,  be  disorganized 
from  obscure  reasons.  The  inference  that  the 
endocrine  system  may  at  such  times  be  involved 
is  reasonable. 

The  close  interrelation  of  the  adrenals  with 
the  sympathetic  nervous  system  must  be  consid- 
ered in  Raynaud’s  disease,  idiopathic  gangrene, 
urticaria  and  angioneurotic  oedema.  Cases  of 
urticaria  of  years  duration  and  resistant  to  all 
treatment,  at  times  yielded  to  endocrine  therapy. 
Some  were  interpreted  as  anaphylaxis  to  toxic 
proteins  liberated  through  faulty  thyroid  secre- 
tion. Mumford^^^)  cites  a patient  with  chronic 
urticaria  and  thyroid  deficiency  who  was  relieved 
by  thyroid  medication.  Ravitch^^'^^  reported  the 
same  result  in  nine  other  cases. 

The  chromafin  system  of  the  adrenals  controls 
to  a certain  extent  the  distribution  of  pigment. 
Its  disorganization  causes  the  pigmentation  of 
-Addison’s  disease  and  may  possibly  be  influential 
in  albinism,  vitiligo  and  other  pigment  abnormali- 
ties. 

The  influence  of  the  gonads  on  the  skin  is 
observed  during  puberty,  pregnancy  and  the 
climacterium.  Increased  secretory  activity  may 
lead  to  acne  vulgaris,  circulatory  interference  to 
the  vascular  dilatation  and  passive  hyperaemia  of 
rosacea.  Endocrine  therapy  is  frequently  found 
beneficial  in  these  conditions.  Ovarian  substance 
directs  its  chief  effect  on  the  female  pelvic  or- 
gans^^^)  and  is  of  distinct  value  in  the  vasomotor 
disturbances  of  the  menopause.  An  un-looked- 
for  effect  of  ovarian  extract,  therapy  on  lichen 
planus  occurred  in  the  following  case : 

Mrs.  M.  A.  G.,  55  years,  has  been  since  her  climacter- 
ium, occurring-  fiVe  years  ago,  extremely  nervous, 
restless  and  has  suffered  from  insomnia.  Five  weeks 
before  her  presentation  a typical  eruption  of  lichen 
planus  appeared  in  the  left  popliteal  bend  from  which 
it  spread  over  considerable  portions  of  the  body. 
Itching  was  constant  and  severe.  No  treatment  gave 
relief,  until  ovarian  extract  was  administered  for  her 
climacteric  symptoms.  Shortly  afterwards  the  itch- 
ing subsided,  the  lesions  began  to  involute  and  to 
disappear.  Since  lichen  planus  is  resistant  to  the 
usual  treatments  and  always  runs  a chronic  course 
this  experience  suggests  a possible  etiological  factor. 

The  cause  of  scleroderma  is  obscure  but  be- 
cause of  its  frequent  association  with  outspoken 
thyroid  disease^^®)  and  the  improvement  obtained 
at  times  from  administration  of  thyroid  extract 
a connection  may  exist  with  this  and  other  glands 
of  internal  secretion.  Castle  considers  the  es- 


sential cause  of  scleroderma  a combination  of  a 
disordered  function  of  the  internal  secretory 
glands  together  with  an  affection  of  the  nervous 
system.  It  is  probable  that  the  internal  secre- 
tory system  acts  as  a whole,  and  that  the  respon- 
sibility cannot  be  fi.xed  upon  any  one  gland. 

In  acromegaly  lesions  in  the  structure  of  the 
hypophysis  are  almost  always  found.  The  skin 
is  hypertrophied,  dry,  and  rough  from  diminished 
oil  secretion.  The  hair  becomes  thick,  strong 
and  coarse.  Pigmented  and  fibromatous  growths 
occur. 

Much  more  theorizing  might  be  indulged  in, 
but  the  object  of  this  paper  is  to  show  that  a re- 
lation of  the  endocrine  glands  to  some  skin  dis- 
eases is  proven  by  authentic  facts  and  is  probably 
present  in  others.  It  is  a problem  of  great  im- 
portance and  its  thorough  study  with  an  open 
mind  should  succeed  in  putting  our  knowledge  on 
a scientific  base,  revealing  the  nature  of  many 
obscure  conditions  and  leading  to  efficient  thera- 
peutics. 
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ROTOGRAVURE  INK  DERMATITIS 

In  fifteen  cases  of  rotogravure  ink  rematitis 
reported  by  Edward  A.  Oliver,  Chicago  {Journal 
A.  M.  A.,  Sept.  22,  1928),  the  condition  was 
characterized  by  an  acute  inflammation  of  the 
skin  of  the  face,  the  occasionally  of  the  neck,  and 
swelling  of  the  eyelids ; in  most  cases  it  was 
productive  of  considerable  pruritus.  In  one  case 
it  was  seen  on  the  scalp.  Its  worst  periods  al- 
ways occurred  early  in  the  week,  generally  on 
Monday  and  Tuesday,  although  the  irritation 
was  always  present  until  the  offending  agent 
was  removed.  The  dry  color  used  in  the  ink, 
para  red,  is  undoubtedly  the  irritating  agent. 

Doctor : “What  you  need,  my  dear  young  lady, 
is  a little  sun  and  air.’’ 

Sweet  Young  Thing:  “Why  Doctor,  how  dare 
you!  Why  I’m  not  even  married.” 


THE  DOCTOR  AND  THE  WORKMEN’S  COMPENSATION  LAW 


C.  C.  JOHNSON,  M.  D., 
Lincoln,  Nebr. 


There  are  three  good  reasons  why  every  phy-. 
sician  in  Nebraska  should  be  vitally  interested  in 
the  Workmen’s  Compensation  Law. 

The  first  reason  is : This  law  is  special  legis- 
lation and  arbitrary  in  character.  The  second  is : 
This  law  has  made  possible  one  of  the  largest 
single  units  of  socialized  medicine,  and  third : 
Doctors  have  been  charged  with  profiteering  in 
compensation  service. 

This  indictment  should  not  be  allowed  to  stand 
,f  not  based  upon  facts. 

I have  made  a careful  analysis  of  the  report 
of  the  Nebraska  State  Labor  Commissioner,  for 
the  two  years  ending  December  31.  1927,  and 
present  the  following  evidence  as  conclusive  proof 
that  the  charge  of  medical  pr«>fiteering  is  with- 
out foundation. 

The  state,  through  its  agency  the  Labor  Com- 
missioner, has  broadened  the  provisions  of  the 
Workmen’s  Compensation  benefits,  until  at  the 
present  time  practically  every  phase  of  medicine 
and  medical  treatment  is  embraced. 

Medical  Service  accorded  Workmen  for  Ac- 
cidental Injuries  is: 

Medical,  surgical,  dental,  hospital  and  nursing  treat- 
ment. 

Medicines,  splints,  artificial  limbs,  eyes  and  teeth 
and  spectacles. 

Medical  examinations,  reports,  opinions,  and  testi- 
mony, for  emjjloyers,  insurance  carriers,  employees 
and  the  labor  commissioner,  for  disabling  and  non- 
disabling injuries  the  result  of  trauma. 

Medical  Service  accorded  Workmen  for  ac- 
cidental injuries  causing  an  aggravation  of  a pre- 
existing disease,  (which  has  been  interpreted  by 
the  labor  commissioner  to  also  include  injuries 
increased  by  contributory  disease),  is: 

Medical,  surgical,  dental,  hospital  and  nursing  treat- 
ment. 

Medicines,  splints,  artificial  limbs,  eyes,  teeth,  and 
spectacles. 

Medical  examinations,  opinions,  reports  and  testi- 
mony for  employers,  employees,  insurance  car- 
riers, and  the  labor  commissioner  ordered  by  the 
labor  commissioner,  for  disabling  and  non-disabling 
disease,  contributory  disease,  such  as  infected  ton- 
sils, teeth,  sinuses,  disease  of  the  lungs,  heart,  kidneys, 
bladder,  pelvic  organs,  gastro-intestinal  tract,  brain, 
cord,  nerves,  blood  vessels,  etc.,  which  may  effect 
directly  or  indirectly,  or  not  at  all,  disabling  and  non- 
disabling injuries,  the  result  of  trauma,  in  addition 
to  conditions  actually  aggravated  by  the  accidental 
trauma. 

The  medical  profession  is  not  accountable  or 
responsible  for  these  administrative  concepts.  This 
administrative  policy  has  obviously  increased  the 
benefits  to  workmen  and  likewise  medical  ex- 
pense. The  result  is  not  peculiar  to  the  com- 
pensation law.  But  notwithstanding  the  increased 
benefits  accorded  by  the  labor  commissioner  the 
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expenditures  for  medical  servdce  has  been  out- 
standingly proportionately  reasonable.  This  is 
plainly  borne  out  by  the  following  analysis  of  the 
labor  commissioner’s  report,  for  the  year  1927: 

1.  The  amount  of  premiums  collected  by  insurance 
carriers  for  the  year  1927  was  $1,573,649. 

2.  The  amount  expended  for  losses  for  the  same 
period  was  $998,957.00. 

3.  The  difference  between  these  items  is  the  balance 
left  for  the  carriers,  which  was  $587,692.00  This  bal- 
ance is  equal  to  60%  of  the  total  amount  paid  for 
both  compensation  and  medical  service  for  the  year 
of  1927,  and  is  a fairly  comfortable  margin. 

4.  The  total  number  of  cases  recorded  was  19,045. 

5.  The  total  amount  of  money  paid  for  medical 
service  was  $300,394.24. 

6.  The  average  cost  per  case  for  medical  service 
was  $15.77. 

7.  The  total  number  of  cases  requiring  medical 
service  was  19,045,  but  14,394  or  70%  Of  these  cases 
recovered  in  the  first  7 days  and,  therefore,  under  the 
law  received  no  compensation. 

8.  The  total  cost  for  medical  service  for  this  group 
of  14,394  cases  that  received  no  compensation  was 
$104,125.84. 

9.  The  average  cost  for  medical  service  per  case 
for  this  group  of  14,394  cases  that  received  no  com- 
pensation was  $7.24. 

10.  The  total  number  of  cases  that  received  medical 
service  and  also  compensation  was  4,651. 

11.  The  total  amount  of  compensation  paid  to  this 
group  of  4,651  cases,  was  $692,594.15. 

12.  The  average  amount  of  compensation  paid  per 
case  was  $149.00. 

13.  The  total  cost  for  medical  service  (keeping  in 
mind  what  medical  service  embraces)  for  these  4,651 
cases  was  $196,264.40  (this  sum  is  the  difference  be- 
tween $300,394.24,  the  cost  of  all  cases  for  medical 
service,  and  $104,125.84,  the  cost  for  medical  service 
for  the  14,394  cases  that  received  no  compensation). 

14.  The  total  cost  for  medical  service  and  compen- 
sation for  these  4,651  cases  was  $888,859.50  (this  being 
the  difference  between  the  total  cost  of  19,045  cases 
which  was  $992,984.39  and  the  cost  for  medical  service 
only,  for  14,394  cases  that  received  no  compensation 
which  was  $104,125.84). 

15.  The  cost  of  compensation  for  these  4,651  cases 
was  $692,594.15. 

16.  The  average  cost  per  case  for  compensation  was 
$149.00. 

17.  The  average  cost  for  medical  service  per  case  for 
these  4,651  cases  (keeping  in  mind  what  medical 
service  embraces)  was  $42.20. 

18.  The  percentage  of  medical  service  cost  for  these 
4.651  cases  was  22^^%. 

19.  The  average  cost  per  case  for  medical  service 
for  the  19,045  cases  recorded  was  $15.77. 

20.  The  average  amount  of  compensation  paid  per 
case  was  $149.00. 

21.  The  average  medical  cost  per  case  is  equal  to 
about  10%  of  the  amount  paid  for  compensation  per 
case. 

The  average  cost  per  case  for  medical  service  for 
the  following  classified  groups  of  injuries  of  the 


19,045  cases,  was: 

Laceration  and  Cuts $ 9-50 

Bruises  and  Contusions 12.10 

Foreign  Bodies  6.28 

Sprains  and  Strains 12.28 

kYactures  and  Dislocations 33.11 

Burns  and  Scalds 10.38 
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Infections  and  Poisons 14.80 

Herniae  101.35 


In  19,045  cases,  the  percentage  of  cases  that  cost 
over  $100  is  as  follows: 

.017%  cost  over  $100. 

.014%  cost  from  $100  to  $200. 

.0038%  cost  from  $200  to  $500. 

.0003%  cost  over  $500. 

Now  let  US  apply  the  above  figures  to  the 
physicians : 

According  to  the  report  of  the  state  depart- 
ment of  labor  the  total  medical  and  hospital  ex- 
pense for  workmen’s  compensation,  1927,  was 
$300,390.24.  I estimate  the  cost  of  hospital  serv- 
ice, medicines,  dental  service,  braces,  splints,  ar- 
tificial limbs,  medical  examinations,  reports, 
testimony,  etc.,  to  have  been  at  least  30  per  cent 
of  this  gross  amount  or  $90,117.00. 

Balance  paid  for  surgical  and  medical  service  $210,- 
113.00. 

The  total  number  of  physicians  in  Nebraska  is  ap- 
proximately 2,000. 

Total  number  of  compensation  cases  treated  in  1927, 
19,045. 

Average  number  of  compensation  cases  treated  per 
physician,  9. 

Average  amount  received  per  physician,  per  case, 
$11.77. 

Average  total  amount  received  per  physician, 
$105.00. 

Average  gross  income  of  physicians  in  Nebraska, 
$6,500.00. 

Average  percentage  of  income  received  from  Work- 
men’s Compensation  fees,  .01%  per  cent. 

This  is  not  a staggering  charge  on  the  part  of 
the  doctors. 

There  are  two  major  divisions  in  the  expense 
of  compensation,  namely: 

1.  Benefits  to  the  workmen. 

2.  Provision  for  these  benefits. 

If  one  looks  into  the  provision  for  benefits 
without  prejudice  he  is  faced  with  some  startling 
facts.  The  total  premiums  collected  for  1927 
was  $1,573,649.  The  total  amount  paid  for  medi- 
cal service  and  compensation  was  $988,957.  The 
difference  between  these  items  is  $587,692,  which 
is  the  balance  left  for  the  insurance  carriers  for 
administration  purposes. 

The  total  cost  of  medical  service  rendered  to 
19,045  injured  workmen  for  the  year  1927  was 
$300,394.24.  The  amount  left  the  insurance  car- 
riers for  administration  purposes  for  the  year 
was  $587,692,  which  is  190%  of  the  total  cost 
for  medical  service.  In  other  words  the  ad- 
ministration sum  of  insurance  carriers  was  $289,- 
293  more  than  the  entire  medical  service  cost. 

The  total  amount  paid  for  compensation  for 
the  year  1927  was  $692,594.15. 

The  total  amount  of  compensation  paid  to  19,- 
045  injured  workmen  by  insurance  carriers  was 
only  $104,902.15,  more  than  the  amount  set  aside 
by  the  insurance  carriers  for  administration  pur- 
poses. 


One  is  compelled  to  conclude  that  probably  in- 
dividuals other  than  the  doctors  may  be  the 
source  of  the  increased  cost  to  employers  for 
Workmen’s  compensation. 

I am  of  the  opinion  that  a material  saving 
could  be  made  and  at  the  same  time  all  just  and 
reasonable  obligations  of  industry  fulfilled,  were 
a more  comprehensive  and  definite  provision 
made  for  medical  service  and  compensation  for 
conditions  classed  as  “aggravation  of  pre-existing 
disease.” 

These  conditions  are  frequently  confused  with 
contributory  disease.  While  it  does  occur,  con- 
tributory disease  is  not  often  proximately  ag- 
gravated by  accidental  injury.  On  the  other  hand 
accidental  injury  is  frequently  aggravated  by 
contributory  disease.  A differentiation  between 
the  benefits  arising  from  contributory  disease  and 
aggravation  of  disease  might,  with  profit,  be 
made. 

I believe  that  industry  should  be  required  to 
restore  an  injured  employee  to  his  former  relative 
physical  condition  and  earning  capacity  or  com- 
pensate him  for  the  difference.  But  there  is  a 
vast  difference  between  this  requirement  and  the 
policy  of  requiring  industry  to  treat  all  disease 
the  injured  employee  may  have  in  an  effort  to 
restore  to  normal  an  injured  employee  who  was 
40%  below  normal,  because  of  disease  at  the 
time  of  his  injury,  or  to  compensate  him  for  the 
difference  between  the  degree  of  restoration  and 
an  arbitrary  100%  normal  physical  state.  I 
doubt  the  wisdom  of  compelling  industry  to  as- 
sume the  accountability  for  disease,  for  which 
it  is  not  responsible,  and  the  cost  of  which,  in  the 
end.  must  be  paid  by  the  public. 

The  medical  profession  should  do  its  full  share 
in  this  compensation  social  experiment  but  it 
should  not  be  expected  to  assume,  or  coerced  in- 
to bearing  a non-equitable  financial  burden  .in 
order  that  unusual  social  benefits  may  be  provid- 
ed for  a special  class  of  individuals,  however 
worthy  this  class  may  be,  or  to  sustain  an  inordi- 
nate administrative  expense  for  the  insurance 
carriers,  in  order  to  make  the  experiment  a suc- 
cess. 

When  insurance  carriers  administrative 
charges  are  $289,293.00  more  than  the  entire 
cost  for  medical  service  and  60%  of  the  com- 
bined cost  of  medical  service  and  compensation, 
I believe  that  any  fair  minded  individual  will 
conclude  that  some  improvement  might  be  made 
in  the  insurance  carriers’  administrative  expense. 

At  any  rate,  until  insurance  carriers  can  show 
that  a margin  of  190%  of  the  total  cost  of  medi- 
cal service  is  justifiable,  in  the  face  of  the  fact 
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that  compensation  is  paid  to  only  30%  of  the 
injured  workmen,  while  medical  service  as  ac- 
corded workmen  under  the  present  law  is  render- 
ed to  100%,  I shall  maintain  that  the  doctors  are 
not  the  fundamental  cause  of  the  increased  cost 
of  Workmen's  Compensation  in  Nebraska. 

The  governor  appointed  a committee  to  study 
the  whole  compensation  problem.  This  commit- 
tee was  in  session  for  weeks  and  there  is  not  one 
word  in  the  published  report  of  this  committee 
recommending  improvement  in  the  cost  of  in- 
surance administration.  But  there  are  several 
recommendations,  which  if  enacted  would  affect 
the  medical  profession  and  be  far  reaching.  I 
call  your  attention  to  three : 

“That  appeals  from  the  commissioner  be  tak- 
en direct  to  the  supreme  court  based  on  the  rec- 
ord before  the  commissioner.”  This  elevates  the 
labor  commissioner’s  office  to  the  status  of  a 
court.  It  takes  money  and  time  to  secure  a hear- 
ing in  the  supreme  court  and  this  recommenda- 
if  enacted  would  for  all  practical  purposes  pro- 
hibit appeal  from  the  labor  commissioner. 

“That  the  compensation  commissioner  with  the 
advice  and  the  assistance  of  such  experts  as  he 
may  deem  necessary,  be  authorized  to  establish  a 
medical  hospital  fee  schedule,  which  may  be 
changed  and  adjusted  from  time  to  time  as  cir- 
cumstance may  make  it  advisable.”  This  is  despo- 
tism. The  only  relief  that  a doctor  or  a hospital 
would  have  from  the  schedule  of  the  labor  com- 
missioner would  be  an  appeal  to  the  supreme 
court  and  an  appeal  would  be  in  most  cases  pro- 
hibitiv'e. 

“That  physicians,  surgeons,  and  hospitals  be 
made  a party  at  interest,  before  the  courts  ( the 
only  court  provided  for  is  the  supreme  court, 
author  ) and  the  commissioner  in  order  that  they 
may  secure  payment  for  their  services  without 
relying  upon  the  willingness  of  the  injured  man 
to  bring  the  action."  This  recommendation,  if 
enacted  and  held  constitutional,  would  constitute 
a waiver  of  rights  of  physicians  and  hospitals  and 


put  them  under  the  compensation  law,  by  special 
legislation,  and  a special  legislation,  not  primar- 
ily enacted  for  their  benefit  but  for  the  benefit  of 
workmen  and  industry. 

Compensation  acts  are  based  on  a new  theory 
distinct  from  the  old  theory  of  damages,  the  un- 
derlying thought  of  which  is  one  of  insurance. 
The  compensation  awarded  is  intended  neither 
as  a charity  to  the  employee  nor  a penalty  against 
the  employer.  The  old  theories  of  law  regulat- 
ing the  right  of  an  employee  to  recover  against 
his  employer  for  personal  injuries  grew  out  of 
conditions  surrounding  the  small  industry.  The 
common  law  refused  any  recovery  except  in  cases 
where  the  employer  was  shown  to  be  negligent, 
and  negligence  being  shown  , there  were  three 
common  law  defenses.  ( 1 ) Contributory  negli- 
gence on  the  part  of  the  employee.  (2)  Negli- 
gence on  the  part  of  a fellow  servant.  (3)  The 
doctrine  of  assumed  risk. 

Under  the  recommendations  of  the  governor’s 
compensation  committee,  physicians  would  be 
subject  to  the  personal  whims  of  a labor  com- 
missioner. Labor  commissioners  are  political  ap- 
pointees, and  sometime  the  appointment  may  be 
in  payment  of  political  services.  Who  knows 
what  the  ability,  judgment  and  culture  of  future 
labor  commissioners  may  be? 

Briefly  the  recommendations  of  the  compensa- 
tion committee,  if  enacted,  would  create : A com- 
pensation despotism;  subjection  of  hospitals  and 
physicians  to  special  legislation  enacted  for  and 
intended  for  the  benefit  of  workmen  and  indus- 
try only ; a waiver  of  rights  of  physicians  and 
hospitals  and  a promulgation  of  state  wide  social- 
ized medicine  under  the  guise  of  \\'orkmen’s 
Compensation. 

Workmen  and  industry  should  realize  that 
socialism  or  despotism  for  medicine  presages  so- 
cialism or  despotism  for  industry.  But  whether 
they  realize  it  or  not,  the  medical  profession  does 
not  propose  to  submit  to  either  despotism  or  so- 
cialism without  a fight. 


TRAUMATIC  IXTRATHORACIC  RUPTURE  OF  THE  THORACIC  DUCT 

WITH  CHYLOTHORAX* 

CLAYTON  F.  ANDREWS.  M.  D..  F.  A.  C.  S. 


Lincoln, 

This  case  is  reported  because  of  the  rarity  of 
the  condition  and  because  of  the  interesting  fea- 
tures presented  ; especially  the  delayed  onset  of 
the  chylothora.x,  and  the  post-mortem  findings  of 
a recently  perforated  gastric  ulcer,  which  had 

•From  the  Department  of  Surgery;  Lincoln  General  Hospital. 

•Read  before  Tlie  Society  of  Resident  and  Ei-Resident  Physicians  of 
Mayo  Clinic.  Roche.ster.  Minnesota.  SeiUember  25.  1928. 


Nebr. 

given  no  suggestive  .symptoms  of  perforation, 
though  there  had  been  a long  history  of  "stom- 
ach trouble",  undoubtedly  due  to  this  ulcer. 

J.  J.  M. — Admitted  to  Lincoln  General  Hospital, 
April  30,  1928. 

Chief  complaint:  Pain  in  right  shoulder  and  middle 
.nd  upper  portion  of  back. 

History  of  present  illness:  Patient  was  driving  a 
Ford  car  which  made  a sharp  turn  and  the  car  upset 
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and  the  patient  was  pinned  beneath  the  car.  Follow- 
ing this  the  chief  complaint  above  noted  arose,  to- 
gether with  moderate  amount  of  shock.  Patient 
states  that  he  has  been  in  rather  poor  health  for 
neai'ly  a year.  Has  suffered  a rather  severe  pain  in 
the  left  side  of  back  extending  down  to  left  leg  and 
ankle;  some  general  debility  and  indefinite  indiges- 
tion. There  has  been  considerable  sour  stomach  and 
some  hunger  pain  in  the  coui-se  of  the  past  twelve  to 
fifteen  years;  has  had  some  cough  for  nearly  one 
year.  Was  in  a hospital  for  one  week  in  April,  1927, 
just  before  which  time  he  weighed  225  pounds  and 
since  that  time  has  lost  some  35  to  40  pounds. 

Previous  medical  historj’;  Indefinite  stomach  trou- 
ble for  fifteen  years  as  above  noted.  Injured  back  in 
runaway  fourteen  years  ago,  some  lameness,  stiffness 
and  deformity  of  back  since  that  time;  considerable 
pain  when  stooping  or  working  much,  as  in  husking 
corn. 

Physical  examination:  On  admission  patient  found 
to  be  a large  well  nourished  adult  male,  52  years  of 
age,  about  six  feet  in  heighth  and  weighing  about  200 
pounds.  Temperature  97.2;  pulse  58;  normal  quality; 
blood  pressure  70/45;  respirations  16,  shallow.  He 
was  conscious  on  admission,  skin  moist,  cold  and 
clammy;  pupils  equal  and  react  normal  to  light  and 
accommodation.  Pain  on  pressure  over  the  upper 
anterior  right  chest  and  also  over  the  spine  in  the 
lower  dorsal  and  lumbar  regions;  over  this  same  area 
there  is  considerable  ecchyomosis  and  swelling  and 
a slight  abrasion  at  about  the  angle  of  the  scapula. 
There  is  a marked  thoracic  kyphosis;  knee  jerks  were 
absent  on  both  sides;  free  movement  of  both  arms 
and  legs.  Following  admission  the  patient  complain- 
ed, in  addition  to  the  above  symptoms,  of  -consider- 
able pain  in  his  right  shoulder  at  which  point  there 
was  some  crepitus  in  the  joint. 

X-ray;  Lateral  x-ray  of  the  spine  on  admission 
shows  a marked  productive  osteo-arthritis  with  ex- 
tensive spur  formation,  especially  anteriorly;  some 
spurs  being  as  much  as  one-fourth  inch  in  length, 
most  prominent  on  the  8 and  9 dorsal  vertebra.  No 
fracture  of  any  ribs. 

The  right  shoulder  joint  and  the  proximal  half  of 
the  right  humerus  was  reported  as  showing  incomplete 
linear  fracture  5 inches  distal  to  the  proximal  end  of 
the  humerus,  no  displacement  and  bone  in  perfect 
position. 

During  his  stay  in  the  hospital  temperature  varied 
from  97.2  on  admission  to  99.2  which  was  the  highest 
point.  Pulse  varied  from  58  to  110;  respirations  from 
16  to  30,  usual  average  about  20.  On  admission  the 
urine  was  negative  with  the  exception  of  occasional 
hyalin  cast  and  an  occasional  pus  cell. 

May  3,  1928.  Note  was  made  patient  in  general  good 
condition,  though  considerable  soreness  in  back. 

May  4,  1928.  No  disability  of  right  arm  except 
some  limitation  of  motion  and  soreness  in  righ  should- 
er joint.  Less  soreness  in  back,  but  marked  limita- 
tion of  motion  of  back,  probably  of  long  standing. 

May  5,  1928.  Complains  of  seme  general  abdominal 
pain  and  some  distention,  however,  there  is  no  ten- 
derness at  any  point  in  the  abdomen. 

May  6,  1928.  The  leukocytes  count  was  15,650  with 
80%  neutrophiles.  Except  for  the  pain  and  soreness 
in  the  back  and  upper  anterior  right  chest;  the  pa- 
tient was  comfortable  and  apparently  in  good  condi- 
tion for  three  or  four  days  following  the  accident. 

9 a.  m.  Rather  sudden  dyspnoea,  rather  copious 
perspirations,  somewhat  cold,  some  added  distension 
but  no  pain,  complains  of  stuffy  feeling  in  chest  and 
feeling  of  pressure  in  right  side  of-  chest.  Now  says 
somewhat  short  of  breath  for  two  days,  somewhat 
worse  at  night,  no  pain  in  chest.  Marked  limitation 
of  respirations,  right  chest  breathing  abdominal 
type,  absent  fremitus  entire  right  chest  which  is  flat 
from  apex  to  base,  left  chest  resonant  throughout. 

Breath  sounds  absent  over  most  of  right  chest  and 


very  distant  in  upper  right  chest  anteriorly;  no  rales 
at  any  point.  Heart  normal  size,  no  palpable  dis- 
placement, regular,  no  murmurs,  sound  somewhat  dis- 
tant. Blood  pressure  140/100.  X-ray  at  this  time 
showed  the  right  lung  completely  obliterated  because 
of  effusion  in  the  right  ijleural  cavity. 

May  7,  1928.  Aspiration  seventh  right  interspace 
posterior  axillary  line,  1,000  cc  brick-colored  fluid 
removed  with  considerable  relief  of  dyspnoea.  Pa- 
tient volunteered  the  information  that  he  felt  very 
much  better  following  the  aspiration.  Examination 
of  the  fluid  following  centrifuge  shows  the  fluid  to  be 
thin  and  creamy  in  type  with  multiple  small  fat 
globules  with  few  blood  cells,  no  pus  cells.  Because 
of  the  character  of  the  fluid  a tentative  diagnosis  of 
a ruptured  thoracic  duct  was  made. 

May  8,  1928.  A.  M.  Severe  dyspnoea  for  a time 
during  the  night;  more  dyspnoea  again  in  the  morn- 
ing, considerable  coughing  without  production.  Right 
chest  again  dull  throughout,  with  absence  of  breath 
sounds.  Heart:  Apex  6th  interspace  anterior  axillary 
line,  probably  having  been  pushed  over  by  fluid  in 
right  chest. 

7:30  P.  M.  Aspiration,  same  location  as  before. 
3015  cc  of  fluid  removed,  same  type  as  on  previous 
aspiration.  Following  this  breathing  much  easier, 
heart  returned  to  normal  position  and  patient  very 
much  more  comfortable.  Most  of  right  chest  became 
resonant  following  aspiration,  except  near  base.  Fluid 
again  examined,  specific  gravity  1020;  following 
centrifuge  specific  gravity  1005. 

Wright’s  stain,  red  blood  cells;  few  lymphocytes, 
no  pus  cells,  no  epithelial  cells.  Soudan  stain,  multi- 
tudes of  small  fat  globules,  ranging  in  size  from  5 to 
15  U.  Culture  sterile,  gross  appearance  is  that  of 
bloody  milk;  fluid  after  centrifuge,  rich  creamy  milk, 
delicate  tinge  of  pink. 

May  9,  1928.  7 P.  M.  Removed  3900  cc  fluid,  pre- 

vious type,  following  which  chest  became  resonant. 

May  10,  1928.  A.  M.  Had  a good  night,  not  short 
of  breath,  appetite  poor.  Still  some  dullness  base  of 
of  right  chest  but  resonant  in  upper  one-half. 

May  11,  1928,  A.  M.  Very  little  difficulty  in  breath- 
ing. Patient  very  weak,  pulse  weak. 

Noon:  Fluid  seems  to  be  increasing  in  amount. 

8 P.  M.  20  cc  of  fluid  withdrawn  from  right  chest 
four  hours  after  giving  5 grains  methylene  blue  by 
mouth,  no  dye  found  in  aspirated  fluid. 

May  12,  1928.  11  A.  M.  Some  dyspnoea,  heart  again 
displaced  markedly  to  the  left,  dull  area  right  chest 
increasing;  unable  to  retain  fluids  on  stomach,  vomits 
following  ingestion  of  water;  pulse  weak,  vertigo 
when  assumed  sitting  posture. 

1 P.  M.  2960  cc  fluid  removed,  similar  in  appear- 
ance to  that  previously  withdrawn.  Observe  that  he 
is  secreting  approximately^  1 litre  of  fluid  into  the 
chest  per  24  hours. 

May  13,  1928.  7 P.  M.  Growing  progressively  weak- 
er, vomiting  greenish  sour  fluid  frequently.  Heart 
sound  extremely  feeble,  difficult  to  count  rate,  pulse 
barely  perceptible,  rate  seems  to  be  about  90.  Respira- 
tions rather  rapid,  slight  cyanosis.  No  pain  and  seems 
to  feel  comfortable. 

May  14.  1928.  Pulse  and  heart  beat  gradually  be- 
coming more  and  more  imperceptible.  Patient  ex- 
pired 4:20  A.  M. 

PROCTOCOL  OF  POSTMORTEM: 

Mr.  J.  J.  51.  Time  of  death.  May  14,  1928,  at  4:20 
A.  M.  Post  5Iortem  was  held  5Iay  14,  1928. 

External  appearance:  The  body  is  that  of  a well 
developed  elderly  man,  182  cm.  long.  No  edema.  The 
right  side  of  the  chest  has  been  painted  with  mer- 
currochrome  and  there  are  needle  puncture  marks. 
He  has  a marked  kyphosis  in  the  mid-dorsal  region. 
There  is  a good  layer  of  subcutaneous  fat.  Primary 
incision  passes  through  two  papilomata.  One  is  just 
above  the  umbilicus  and  the  other,  smaller  one  is 
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mid-way  to  the  ensiform.  On  dissection  of  the  upper 
one  it  is  found  to  be  a herniation  into  the  belly  wall. 
Dissection  of  the  lower  one  shows  it  to  be  very 
much  largrer  herniation  of  preperitoneal  fat.  This 
has  only  about  two  mm.  of  tissue  between  the  ring 
and  umbilicus.  Belly  muscles  are  well  developed. 

Peritoneal  cavity:  Peritoneum  is  smooth.  Omentum 
is  not  adherent.  No  increase  in  fluid.  Appendix  is 
present  and  is  adherent  over  the  brim  of  the  pelvis. 
Not  otherwise  abnormal.  ^lesenteric  lymph  nodes 
are  not  hyperplastic. 

Thorax:  Diaphragm  reaches  the  Gth  rib  on  the 
right  and  the  5th  interspace  on  the  left.  The  an- 
terior portion  of  the  right  lung  was  adherent  to  the 
costal  cartilage  when  sternum  was  removed. 

Pleural  cavities:  Left,  no  adhesions  and  no  increase 
in  fluid.  Right,  the  cavity  contains  three  liters  of 
thick  bluish  colored  turbid  fluid  containing  some 
flakes  of  fibrin.  When  in  a bottle,  this  fluid  has  a 
chocolate  brown  color  and  some  fibrin  and  blood  cells 
are  smeared  on  the  sides  of  the  bottle. 

Pericardial  cavity:  Pericardium  is  not  adherent  to 
the  heart  and  the  pericardium  sac  contains  about 
two  ounces  of  cloudy  amber  fluid.  This  is  suggestive 
of  the  same  type  of  fluid  as  found  in  the  plural  cav- 
ity but  not  so  cloudy  and  milky. 

Lungs:  Left.  Divided  into  two  lobes,  pleura  smooth. 
There  is  some  bullous  emphysema  along  the  border. 
It  is  air  containing  throughout,  no  nodules  are  felt. 
Cut  surface  is  normal.  Peribronchial  lymph  nodes 
are  normal.  Right.  This  lung  is  divided  incomplete- 
ly into  three  lobes.  The  lower  lobe,  pleura  is  dis- 
colored red.  and  there  is  some  fibrinous  exudate. 
While  partially  collapsed, . the  lung  contains  air 
throughout.  There  is  some  emphysema.  No  nodules 
can  be  felt.  Cut  surface  of  upper  and  middle  lobe 
are  normal.  Lower  lobe  is  deep  red  in  color,  crepe- 
tates  somewhat  and  is  a little  more  moist  than  nor- 
mal. There  is  no  pus  or  frothy  fluid. 

Heart:  This  is  somewhat  increased  in  size.  No  ex- 
ternal findings.  Right  auricle  is  fairly  markedly  di- 
lated and  is  filled  with  curror.  Tricuspid  valve  ad- 
mits four  fingers  and  measures  13  cm.  Cavity  of  the 
right  ventricle  is  increased  in  size.  Wall  measures 
seven  cm.  Pulmonary  valve,  root  of  pulmonary  ar- 
tery are  negative.  Cavity  of  left  auricle  is  normal 
in  size.  Mitral  valve  admits  two  fingers,  barely.  It 
measures  10  cm.  No  evident  lesions  of  the  mitral  or 
tricuspid  valve  leaflets.  There  is  little  calcified  point 
in  leaflet  of  aortic  valve.  From  the  base  of  the  pos- 
terior cusp,  a little  thickening  extends  down  to  the 
leaflet  of  the  mitral  valve.  Mouths  of  the  coronary 
arteries  are  patent.  The  vessels  themselves  are  nor- 
mal, Root  of  the  aorta  shows  very  little  thickening. 
No  calcification  and  no  atheroma. 

Liver:  About  normal  size.  No  unusual  external  ap- 
pearance. except  the  lymphatic  vessels  stand  out 
clearly  in  the  capsule.  Over  the  dome,  near  the 
iunction  of  the  two  major  domes,  there  is  a scar 
•ike  thickening  of  the  capsule.  The  cut  surface  shows 
a typical  nut-meg  liver  appearance. 

Spleen:  Slightly  adherent.  Firm  over  part  of  the 
surface.  Capsule  is  uniformly  thickened.  The  organ 
is  small  and  firm.  Cut  surface  is  pale  red.  No 
splenic  follicles  are  seen.  There  seems  to  he  a slight 
increase  in  connective  tissue. 

Thoracic  duct:  The  receptaculum  chyli  is  identified 
between  the  aorta  and  vena  cava  about  one-half  inch 
above  the  origin  of  the  left  renal  artery.  A canula 
was  inserted  and  through  this  a solution  of  methy- 
lene blue  was  injected  and  it  was  found  that  the 
methylene  blue  emptied  into  the  thoracic  cavity,  and 
by  tracing  the  color  it  was  found  that  the  thoracic 
duct  was  torn  between  the  11th  and  12th  thoracic 
vertebrae.  About  even  with  the  lateial  line  of  the 
spinal  column,  between  the  duct  and  over  the  verte- 
bral column  there  are  tissues  that  seem  to  be  friable 
as  if  they  might  be  inflammatory  in  nature.  When 


they  are  removed  it  is  found  that  the  12th  dorsal  is 
quite  prominent  anteriorly,  and  that  on  the  11th  and 
others  above  it  there  are  marked  spines  of  hyper- 
plastic bone,  irregular,  not  very  sharp. 

Stomach:  Normal  size.  Lower  border  of  pylorus  is 
scarred.  About  three  inches  proximal  to  the  pylorus 
there  is  an  hour  glass  contraction  with  some  thicken- 
ing of  the  gastro-hepatic  omentum.  It  is  somewhat 
adherent  over  the  lesser  curvature  and  when  torn 
loose  is  found  to  cover  a perforated  ulcer,  and  on  the 
anterior  gastric  wall  near  lesser  curvature  5 cm.  from 
the  pylorus.  Rigid  inspection  of  the  small  intestine 
shows  no  gross  lesion,  except  that  the  terminal  ileum 
was  adherent  to  the  mesentery  of  the  appendix. 

Note:  Ulcer  of  stomach  is  punched  out  with  sharp- 
lined  edge  and  there  is  piling  up  and  induration  for 
a distance  of  1 cm.  Base  of  ulcer  is  composed  of 
gastro-hepatic  «mentum. 

Pancreas:  Normal  in  size  and  external  appearance. 
Cut  surface  at  various  points  shows  no  evident  lesions. 

Kidneys:  Left.  Somewhat  adherent  to  the  fatty 
capsule.  It  has  a single  ureter.  It  has  a large  ves- 
sel coming  to  the  lower  pole  which  is  an  aberrant 
artery.  Kidneys  otherwise  negative. 

Superenal  glands:  Left  is  normal  size.  Cut  section 
shows  small  adenoma  about  7 or  8 mm.  in  diameter 
in  the  mid-portion.  Right  is  of  normal  size,  shape  and 
consistency  and  cut  surface. 

Abdominal  aorta:  Normal. 

Bladder  and  prostate:  Not  enlarged.  Bladder  con- 
tains small  quantity  of  turbid  urine  with  some  fat 
Rating  on  it.  Mucous  membrane  is  stained  with  blue. 

Anatomical  lesions:  1.  Chylothorax,  right.  2.  Rup- 
ture of  the  thoracic  duct  just  about  the  receptaculum. 
Dilatation  of  right  side  of  the  heart.  3.  Chronic  pas- 
sive congestion  of  the  liver.  4.  Perforated  ulcer  of 
the  stomach.  5.  Adenoma  of  left  super-renal  gland. 
6.  Chronic  appendicitis  with  adhesions.  7.  Osteo-ar- 
thritis  of  dorsal  spine. 

Probable  cause  of  death:  Chronic  myocarditis  with 
dilatation  of  heart. 

Chylothorax  is  a rare  condition,  true  trau- 
matic chylothorax  extremely  rare,  as  is  shown 
by  the  sparsity  of  such  cases  in  the  literature. 
Funk,  quoted  by  Felts* in  1918  found  reports 
of  two  cases  and  reports  one  case,  making  a total 
of  od  up  to  that  time.  Often  a chylothorax  is 
due  to  rupture  of  one  of  the  larger  lymphatics, 
or  to  some  form  of  disease,  so  that  a true  trau- 
matic rupture  of  the  duct  in  the  pleural  cavity 
is  likely  one  of  the  most  rare  surgical  lesions. 
Quite  a large  number  of  cases  of  injury  to  the 
duct  in  the  neck  are  reported,  a majority  of  these 
happening  during  operations.  Watts*^^  reports 
a case  of  severance  of  the  upper  portion  of  the 
duct  in  the  left  pleural  cavity  by  means  of  a 
self-inflicted  knife  wound,  resulting  in  chylo- 
thorax. 

Most  cases  of  traumatic  chylothorax  are  due 
to  violent  trauma  to  the  chest  or  back,  fracturing 
ribs  or  vertebrae. 

The  physical  findings  are  those  of  simple 
pleural  effusion.  Aspiration,  of  course,  with 
clinical  examination  of  the  fluid,  makes  the  di- 
agnosis. Associated  symptoms  are  cardiac  dis- 
placement and  often  embarrassment,  dyspnoea, 
progressive  weakness  and  loss  of  weight ; rather 
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rapid  re-appearance  of  the  fluid  in  the  chest  out 
of  proportion  to  the  fluid  intake,  and  finally  death 
from  exhaustion  due  to  the  loss  of  chyle. 

It  is  obvious  that  treatment  is  unsuccessful. 
Due  to  lack  of  any  means  for  locating  the  point 
of  rupture  and  the  inaccessibility  of  the  thoracic 
duct,  radical  surgery  is  highly  impractical. 

SUMMARY 

1.  Report  is  made  of  a case  of  traumatic  rup- 
ture of  the  thoracic  duct  in  the  pleural  cavity, 
proven  by  autopsy. 


2.  Practically  eleven  litres  of  chylous  fluid  was 
removed  from  the  right  pleural  cavity  in  four 
days. 

3.  There  was  rapid  re-appearance  if  the  fluid 
after  each  aspiration. 

4.  Death  follows  due  to  loss  of  chyle  and  con- 
sequent exhaustion. 
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“OMENTITIS  HYPERTROPHICA”,  A NEW  CLINICAL  ENTITY* 

CLARENCE  EMERSON,  M.  D.,  P.  A.  C.  S., 

Lincoln,  Nebr. 


The  pathology  of  the  omentum  receives  little 
consideration  in  literature.  Keen’s  system  of 
surgery  mentions  only  cysts,  omental  herniae, 
torsion,  gangrene  and  tuberculosis.  Acute  omen- 
titis as  a part  of  a local  or  general  peritonitis  is 
common.  Chronic  simple  omentitis  (non-tuber- 
culous)  is  not  mentioned  and  nothing  is  said  of 
hypertrophy  or  incarceration  except  when  associ- 
ated with  hernia. 

A hypertrophic  incarcerated  segment  of  omen- 
tum contained  within  a hernial  sac  is  described 
in  Keen’s  surgery.  The  gross  and  microscopic 
character  of  the  omentum  in  such  cases  is  ap- 
parently similar  to  the  lesion  reported  herein. 

Three  patients  in  whom  I have  observed  hyper- 
trophic inflamed  omentum  presented  identical 
clinical  pictures. 

1.  They  had  excessive  generalized  adiposity. 

2.  Each  had  previous  sub-umbilical  celiotomy 
with  pelvic  surgery. 

3.  All  had  severe  lower  abdominal  pain  and 
excruciating  tenderness  especially  on  bimanual 
examination  with  a fullness  and  resistance  in  the 
pelvis  suggestive  of  a tumor. 

4.  The  hypertrophic  incarcerated  omentum  was 
the  only  lesion  found. 

5.  Complete  relief  from  pain  and  tenderness 
followed  excision  of  the  involved  omentum. 

The  definitely  abnormal  omentum  at  the  site 
of  pain,  the  absence  of  any  other  pathology  and 
the  complete  relief  experienced  after  partial 
omentectomy  warrants  the  conclusion  that  there 
is  a distinct  entity  as  a late  sequelum  complicat- 
ing pelvic  surgery,  due  to  chronic  localized  omen- 
titis. 

The  Lesion:  The  entire  omentum  is  thick  and 
heavy  in  conformity  to  the  general  adiposity  of 
the  patient.  The  involved  portion,  however,  is 
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much  thickened  and  firmer  than  normal.  The 
density  is  such  as  to  suggest  tumor,  but  the  tissue 
is  diffuse  and  uniform,  consisting  only  of  a more 
closely  packed  fat  tissue  in  the  omental  stroma. 
The  color  varies  from  the  normal  only  in  that  it 
is  deeper  yellow.  The  soft  fatty  normal  omen- 
tum is  changed  to  a firm  resistent  structure.  It 
is  molded  into  the  form  of  the  space  in  which  it 
lies  and  retains  this  contour  when  dislodged.  The 
pliability  of  the  normal  omental  fat  is  lost.  Jt  is 
seen  wedged  in  the  pelvis  either  as  a unilateral 
mass  of  omentum  or  as  a bilaterally  lobated  seg- 
ment. It  may  be  almost  pedunculated  by  nar- 
rowing of  its  upper  attachment  to  the  remaining 
omentum.  The  shape  is  partly  determined  by 
the  contour  of  the  pelvic  cavity  and  in  part  by 
traction  due  to  its  fixed  position.  It  was  ad- 
herent in  one  case  and  in  two  it  was  merely  in- 
carcerated or  wedged  into  its  retaining  fossa. 
Moderate  traction  delivers  the  incarcerated  omen- 
tum from  the  pelvic  cavity,  although,  that  it  had 
been  abnormally  retained  during  a long  residence 
in  this  situation  is  clearly  evident  from  its  molded 
fixed  contour. 

Microscopically  there  appears  to  be  little  if 
any  deviation  from  the  appearance  of  a normal 
fat-infiltrated  omentum. 

Symptoms;  The  objective  symptoms  are  large- 
ly negative.  These  patients  are  moderately 
obese.  They  have  good  color  and  are  free  from 
any  evidence  of  toxicity.  The  appearance  of 
good  health  is  at  variance  from  their  bitter  com- 
plaints of  distress.  A suspicion  of  neurasthenia 
is  apt  to  be  aroused  because  of  this  discrepancy 
and  perhaps  some  of  these  patients  have  been 
cataloged  as  such.  There  is  no  fever,  chills, 
rapid  pulse  or  abnormal  laboratory  findings.  The 
lower  abdomen,  especially  in  the  sides,  is  ex- 
Ircmely  tender  and  bimanual  examination  reveals 
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excruciating  tenderness.  Tenderness  was  so  great 
that  pelvic  examination  was  unsatisfactory,  but 
a resistance  and  palpable  mass  in  one  or  both 
sides  was  suggestive  of  tumor.  In  two  cases  a 
tentative  diagnosis  of  ovarian  cyst  was  made. 
The  masses  were  only  indistinctly  palpable  be- 
cause of  the  tenderness. 

The  subjective  symptoms  are  pain  and  tender- 
ness. The  pain  is  almost  constant  and  is  in  the 
lower  abdomen.  It  is  variable  in  degree ; at  times 
merely  soreness  and  at  other  times  veri  severe 
pain.  * Work  and  jarring  aggravates  it.  There 
may  be  severe  paroxysms  of  pain  simulating 
acute  appendicitis  or  torsion  of  an  ovarian  c>st 
but  with  no  chills,  fever  or  leucocytosis.  In  the 
three  cases  reported  here,  all  had  a previous  op- 
eration with  apparently  good  recovery.  The  pel- 
vic pain  and  distress  began  several  months  or 
years  after  the  operation.  One  patient  had  fre- 
quent headache  and  was  always  constipated.  The 
most  striking  fact  is  the  constancy  of  long  con- 
tinued pelvic  distress  unassociated  with  impaired 
health  or  evidence  of  toxemia. 

The  chief  complaint  is  pelvic  pain.  In  one  case 
this  was  lateral,  in  the  other  bilateral.  The  pain 
is  of  persistent  long-continued  ache  of  variable 
intensity  with  marked  local  tenderness.  In  one 
case  there  were  several  acute  attacks  of  pain  of 
a few  davs  duration  simulating  salpingitis  or 
oophoritis,'  but  lacking  chills,  fever  and  leucocy- 
tosis. In  all  cases  stress  was  laid  on  the  con- 
stancy of  the  pelvic  distress  and  soreness  unas- 
sociated with  evidence  of  general  deterioration 
of  the  health  or  of  sepsis.  All  had  the  appear- 
ance of  good  health  and  were  rather  adipose. 

Diagnosis:  The  diagnosis  can  only  be  tenta- 
tive except  bv  exploratory  laparotomy.  The  con- 
dition should  be  suspected  in  patients  who  have 
undergone  a pelvic  operation,  especially  if  they 
are  obese  and  if  there  is  marked  pelvic  distress 
and  tenderness  with  unimpaired  general  health. 
Immediately  after  laparotomy  the  relation  of  the 
omentum  to  the  pelvic  viscera  and  the  character 
of  its  lower  portion  should  be  noted.  Failure  to 
find  expected  pathologv'  should  direct  attention  to 
the  omentum.  The  diagnosis  is  established  if  the 
lower  segment  of  the  omentum  is  thick,  hard  and 
incarcerated  into  the  pelvic  space. 

Treatment:  Excision  of  the  involved  segment 
of  omentum  effects  a cure.  In  the  three  cases 
reported  relief  was  immediate  and  complete,  evi- 
dentlv  substantiating  the  belief  that  the  condi- 
tion described  was  in  fact  the  cause  of  the  clini- 
cal manifestations. 

Prophylaxis : The  custom  of  many  surgeons 
who  pull  down  the  omentum  and  tuck  it  into  the 


pelvis  to  separate  the  freshly  operated  area  from 
intestines  may  possibly  predispose  to  hypertroph- 
ic omentum. 

Case  1,  Mrs.  H.  P.,  age  24,  married. 

Three  years  previously  had  left  salpingectomy  be- 
cause of  ruptured  tubal  pregnancy.  Two  years  ago 
the  right  tube  and  ovary  and  appendix  were  removed 
because  of  inflammation  following  miscarriage.  Ex- 
cessivelj’  nourished,  adipose,  general  appearance 
healthy. 

Complaint:  Constant  soreness  in  the  lower  right 
abdomen.  There  is  variation  in  intensity  but  seldom 
a complete  remission.  It  is  intensified  by  exercise, 
work  and  car  riding.  There  is  no  fever,  chills  or 
malaise.  Aside  from  the  distress  her  health  is  good. 
After  a long  auto  ride  the  pain  became  extreme,  re- 
quired rest  in  bed  and  opiates.  Palpation  over  the 
right  illiac  area  ellicited  extreme  tenderness.  Biman- 
ual pelvic  examination  revealed  an  excruciatingly  ten- 
der mass  in  the  right  side  of  the  pelvis  which  could 
not  be  clearly  outlined  because  of  the  tenderness.  The 
impression  was  that  of  a cystic  tumor  about  the  size 
of  an  orange.  The  temperature  and  pulse  were  nor- 
mal and  leucocytes  were  not  increased.  Cystoscopy 
and  pyelography  had  been  recently  done  with  nega- 
tive results.  This  attack  persisted  with  little  abate- 
ment for  10  days  when  the  patient  consented  to  an 
exploratory  operation. 

The  uterus  and  stumps  of  the  broad  ligaments 
were  normal.  Adnexa  previously  removed.  The  lower 
portion  of  the  omentum  was  large,  thick  and  harder 
than  normal  situated  wedge-like  in  the  right  side  of 
the  pelvis.  There  were  few  adhesions.  The  molding 
of  this  segment  suggested  long  residence  in  its  posi- 
tion. The  consistence  was  abnormally  hard.  No  oth- 
er pathology  was  found  in  the  abdomen  after  careful 
search.  The  pendulous  lower  portion  of  omentum  was 
excised.  The  subsequent  history  indicated  complete 
relief  of  her  symptoms. 

Case  2,  Mrs.  P.  P.,  married,  age  43. 

Fifteen  years  previously  double  salpingo-oophorec- 
tomy.  She  was  fairly  comfortable  until  several  years 
ago  when  pain  and  tenderness  of  lower  abdomen  and 
backache  began.  General  health  good  otherwise.  Good 
appetite,  well  nourished,  normal  strength  and  ambi- 
tion. Has  no  fever,  chills  or  malaise.  In  spite  of  being 
apparently  well  otherwise  she  always  has  a tender 
lower  abdomen  and  constant  distress.  Two  years 
ago  a physician  examined  her  and  reported  that  in 
each  side  of  the  pelvis  a tender  tumor  that  felt  like 
a cj’st  was  palpated.  Recently  the  pain,  tenderness 
and  backache  have  increased  and  the  patient  thinks 
her  abdomen  is  enlarging.  Pelvic  examination  at  this 
time  revealed  tender  masses  almost  filling  the  pevis. 
They  had  the  consistency  and  feel  of  cysts  but  could 
not  be  outlined  because  of  the  tenderness.  A small 
atrophic  uterus  was  palpable  distinct  from  the  tender 
masses. 

At  operation  the  uterus  was  infantile  in  size,  the 
stump  of  the  broad  ligaments  were  non-adherent  to 
any  structures  and  the  large  heavy  incarcerated 
omentum  was  the  only  pathologj'  found.  The  lower 
segment  of  the  omentum  was  broad,  thick  and  heavy. 
The  infiltrating  fat  was  dense.  At  each  side  there 
was  greater  thickening  and  enlargement,  the  result- 
ing mass  presenting  the  molded  form  of  the  pelvic 
cavity. 

The  hypertrophic  omentum  was  excised.  Recovery 
was  uneventful  with  complete  relief  of  previous 
symptoms. 

Case  3.  Mrs.  C.  D.,  married,  age  40. 

Right  salpingectomy  and  partial  oophorectomy  5 
years  ago.  General  adiposity,  apparently  good  health. 
No  fever,  chills,  leucocytosis  or  toxemia.  Laboratory 
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findings  negative.  Beginning  1 year  after  operation 
constant  long  continued  ache  in  right  lower  abdomen 
and  pelvis.  Marked  tenderness,  pain  aggravated  by 
auto  rides  or  heavy  work.  Bilateral  examination  re- 
vealed very  tender  right  adnexal  region  with  indis- 
tinct mass.  Uterus  separately  defined  and  apparent- 
ly normal. 

Operative  findings:  Uterus  and  left  adnexa  nor- 
mal. Stump  of  right  tube  and  scar  of  ovary.  The 
omentum  was  adherent  to  line  of  subumbilical  in- 
cision and  the  right  lower  segment  was  dense,  thick 
and  incarcerated  in  right  pelvic  cavity.  No  other 
pathology.  Excision  of  involved  omentum.  Complete 
recovery. 

CONCLUSIONS 

A distinct  clinical  entity  “Omentitis  Hyper- 
trophica”  in  which  the  essential  pathology'  is  an 
incarcerated  thickened  segment  of  omentum 
lodged  in  the  pelvic  cavity  is  recognized  as  a 
cause  of  pain  and  distress  unassociated  with  gen- 
eral impairment  of  health.  Its  association  with 
previous  pelvo-abdominal  operation  is  noted. 
Consideration  of  it  as  a possible  etiologic  factor 
is  advised  in  any  case  when  the  operative  find- 
ings do  not  disclose  the  expected  pathology. 


LOW  BACK  PAIN 

John  T.  O’Ferrall,  New  Orleans  {Journal  A. 
M.  A.,  Aug.  25,  1928),  concludes  that  the  ma- 
jority of  the  acute  and  many  of  the  chronic  back- 
aches occur  in  young  adults  below  the  age  of 
45  as  a result  of  sprain  of  the  lumbosacral  liga- 
ments. The  strain  generally  occurs  more  fre- 
quently in  males  engaged  in  laborious  work,  ath- 
letics and  others  in  awkward  posture,  namely, 
flexion,  semiflexion  and  twisting  of  the  torso, 
especially  on  impending  muscular  effort,  as  lift- 
ing and  pushing.  The  lumbosacral  joint  is  nor- 
mally a most  unstable  joint  and  in  studying  its 
anatomy  insufficient  emphasis  has  been  placed 
on  the  ligamentous  “guy-rope”  and  the  relation 
of  the  bony  structures  to  .one  another,  whereas 
undeserved  importance  has  been  given  to  the 
bony  abnormalities.  Gross  pathologic  changes 
exist,  as  hemorrhage ; fibrous  adhesions  or  pan- 
nus  formation  and  swelling  of  the  ligaments  with 
pressure  on  the  lumbosacral  cord  and  other  parts 
of  the  lumbar  plexus ; protective  tonic  spasm  of 
the  lateral  spinal  muscles  from  nerve  pressure, 
and  often  toxic  absorption.  Flat  roentgenograms 
are  of  little  value.  Stereoscopic  and  lateral 
views  of  the  joint  are  very  helpful  and  probably 
essential.  Treatment  to  be  effective  must  rep- 
resent fixation  of  the  lumbar  spine  to  the  pelvis, 
thoroughly  carried  out  and  prolonged  for  a suf- 
ficiently long  time  to  permit  healing  of  the  truly 
sprained  ligament  and  resolution  of  the  path- 
ologic changes  that  usually  occur 


A DISCREET  DADDY 
By  S.  E.  Kiser 

My  daddy’s  always  telling  me 
About  how  good  he  used  to  be; 

He  did  what  he  was  told  to  do, 

And  he  was  neat  and  tidy,  too; 

He  learned  his  lessons  every  day. 

And  he  would  rather  work  than  play; 

But  when  my  grandpa’s  visiting 
With  us,  my  daddy,  if  I’m  bad. 

Forgets  to  say  a single  thing 
About  his  goodness  as  a lad. 

My  daddy  says  he  never  told 
A fib  or  made  his  parents  scold 
Because  he  did  things  that  were  wrong; 

He  always  tried  to  help  along 
By  being  good  and  kind  and  sweet 
And  eating  what  boys  ought  to  eat; 

But  when  my  grandpa  comes  and  when 
My  daddy  never  boasts  to  me 
About  how  good  and  sweet  and  dear 
A little  boy  he  used  to  be. 

My  daddy  always  took  delight 
In  doing  only  what  was  right 
When  he  was  just  about  my  size; 

He  wanted  to  be  great  and  wise; 

But  when  my  grandma  comes  and  when 
My  grandma’s  here  to  visit,  then 
My  daddy  merely  gives  a wink 

Or  smiles,  if  I’ve  been  kind  of  wild. 

And  doesn’t  try  to  make  us  think 
That  he  was  once  an  angel  child. 

— Harper’s  Magazine. 


imiOBILIZATION  IN  PULMONARY  TUB- 
ERCULOSIS: PRELIMINARY  REPORT 
OF  NEW  METHOD 

S.  C.  Davis,  Tucson,  Ariz.  {Journal  A.  M.  At, 
Aug.  25,  1928),  suggests  that  in  incipient  cases 
of  tuberculosis  local  as  well  as  bed  rest  be  in- 
stituted. LMtil  phrenicotomy  and  pneumothorax 
become  more  popular,  a simple  but  effective  ap- 
pliance should  be  used.  In  cases  in  which  pneu- 
mothorax is  impossible  or  is  refused,  in  which 
the  pathologic  changes  on  the  opposite  side  con- 
traindicate its  use,  or  in  which  there  is  involve- 
ment on  both  sides,  one  side  can  be  given  local 
rest  until  improved,  and  then  the  other  side  can 
be  treated.  This  appliance  is  especially  indicated 
when  the  disease  condition  is  at  or  near  the  base, 
whether  it  is  tuberculosis,  bronchiectasis  or  non- 
surgical  abscess.  He  describes  his  appliance. 

“Life  isn’t  a spurt,  but  a long,  steady  climb. 
You  can’t  run  far  uphill  without  stopping  to  sit 
down.  Some  men  do  a day’s  work,  and  then 
spend  six  lolling  around  admiring  it.  They  rush 
at  a thing  with  a whoop  and  use  up  all  their 
wind  in  that.  And  when  they’ve  rested  and  have 
it  back,  they  whoop  again  and  start  off  in  a new 
direction.” — George  Horace  Lorimer. 

If  brevity  is  the  soul  of  wit,  the  skirt  has 
reached  the  end  of  the  joke. 
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THE  PROBLEM  OE  STATE  HOSPITALS 
EOR  INSANE 

The  state  care  of  the  unfortunates  is  a duty 
that  cannot  be  shirked  and  it  should  be  considered 
a privilege  to  do  it  as  well  as  it  is  possible  to  do 
it.  Any  kind  of  care  is  not  good  enough ; the 
best  is  none  too  good.  Nebraska  is  a young  and 
growing  state  and  with  the  growth  of  the  state 
and  the  increasing  number  of  unfortunates  the  de- 
mands on  state  institutions  for  the  unfortunate 
have  outgrown  the  capacity  to  care  for  them. 
This  is  true  of  all  the  institutions  in  the  state 
and  is  particularly  true  of  the  state  hospitals  for 
the  insane  with  which  we  are  at  this  moment 
concerned. 

Additional  buildings  are  needed  at  each  one 
of  the  three  institutions  under  consideration  to 
house  the  growing  number  of  unfortunates  that 
are  being  committed  from  the  various  counties. 
One  of  the  institutions,  for  example,  has  had  the 
male  wards  filled  to  capacity  for  many  months 
and  has  had  to  decline  or  defer  patients  whose 
condition  called  loudly  for  institutional  care. 
County  jails  are  not  fit  places  for  such  people 
and  proper  home  care  is  often  impossible,  even 
if  proper  restraint  is  possible,  which  it  usually  is 
not. 

Our  duty,  therefore,  seems  plain.  The  legis- 
lature, about  to  convene,  must  provide  additional 
room  for  patients  and.  we,  the  people,  must  en- 
courage them  to  do  so  and  fully  support  them  in 
their  efforts.  We  must  be  more  liberal  with  our 
state  institutions. 


Probably  a million  dollars  is  needed  for  build- 
ing additional  wards,  rebuilding  and  improve- 
ments in  the  three  institutions.  Let  us  hope  the 
legislature  will  provide  for  the  needs  whatever 
the  amount  may  be.  We  are  spending  ten  or 
more  million  dollars  on  a new  capitol  building 
which  will  be  a work  of  art  of  which  the  civilized 
world  shall  take  notice.  Shall  we  neglect  the 
wards  of  the  state  while  we  spend  millions  on  a 
work  of  art.  which  after  all  is  but  a bauble? 

The  hospital  problem  has  another  phase,  not 
generally  known  to  the  public.  The  Nebraska 
State  hospitals  are  conducted  at  less  expense  per 
capita  than  the  average  of  other  states.  The 
salaries  of  the  officers  and  particularly  of  the 
physicians  are  less  than  in  other  states.  Every 
state  adjoining  Nebraska  pays  higher  salaries. 
The  salaries  of  superintendent  and  assistant  phy- 
sicians have  not  been  altered  since  Nebraska 
emerged  into  statehood  in  1867.  The  following 
table  graphically  portrays  the  comparison  be- 
tween Nebraska  and  other  states  in  the  matter 
under  discussion.  The  figures  are  derived  from 
a survey  made  over  the  United  States  and  em- 
body replies  received  from  123  hospitals  in  43 
states  and  are,  therefore,  fairly  representative : 

Average  Average 
of  123  for  3 Nebr. 

Hospitals  Hospitals 


Average  ratio  of  employees  to 

patients  1-7.19  1-8.7 

Average  salary  of  Superintendent  390.08  208.33 

Average  salary  of  Asst.  Supt 255.25  140.00 

Average  salarj-  of  Steward 207.51  133.33 

Average  salary  of  Hospital  (In- 
cludes Officers  and  Employees 

With  Maintenance)  72.78  63.10 

Average  monthly  per  capita  cost  24.77  19.59 


In  84  institutions  out  of  123,  automobiles  are  fur- 
nished the  superintendent  by  the  state.  In  8 insti- 
tutions the  superintendent’s  car  is  fully  maintained. 

It  is  nothing  short  of  disgraceful  that  the  great 
state  of  Nebraska  pays  its  superintendents  but 
$2, .500  and  a living.  Nobody  but  men  thorough- 
ly in  love  with  the  work  and,  therefore,  willing 
to  sacrifice  themselves  and  their  families,  can  be 
expected  to  take  and  hold  the  positions.  The 
salary  is  not  compensatory.  No  superintendent 
should  be  expected  to  assume  the  obligations  of 
of  the  place  short  of  a salary  of  $5,000  and  a 
living.  The  problem  of  the  assistants  is  just  as 
much  involved.  The  institutions  call  loudly  for 
specially  trained  men  to  do  the  work  according 
to  the  latest  in  modern  methods  and  these  men 
are  hard  to  get  with  the  small  salaries  paid  in 
this  state. 

A boost  of  salaries  and  additional  room  arc 
imperative  if  Nebraska  is  going  to  do  its  fnl' 
duty  by  the  wards  of  the  state  hospitals  for  the 
insane. 
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Dr.  Frank  S.  Owen  was  born 
in  Medina  County,  Ohio,  No- 
vember 13,  1856,  attended  the 
country  school  until  seven- 
teen years  of  age,  then,  after 
one  year  at  normal  school, 
taught  the  home  school  four 
months  each  winter  for  four 
years,  attending  Oberlin  col- 
lege the  balance  of  each  year, 
and  one  additional  year.  He 
was  graduated  from  the  Medi- 
cal Department  of  the  L^ni- 
versity  of  Michigan  at  Ann 
Arbor  in  1885  and  immediate- 
ly located  at  Stromsburg, 
Nebr.,  where  he  was  married 
and  where  he  remained  until 
1890  when  he  went  to  New 
York,  London  and  Paris  for 
special  work  in  diseases  of 
the  eye,  ear,  nose  and  throat. 


FRANK  S.  OWEN 


He  returned  to  this  country 
in  the  fall  of  1891  and  located 
in  Omaha.  He  was  professor 
of  laryngology  and  rhinology 
in  the  Omaha  Medical  College 
and  the  University  of  Nebras- 
ka College  of  Medicine  from 
1896  to  1927  when  he  was 
made  professor  emeritus.  He 
is  an  ex-president  of  the  Oma- 
ha-Douglas  County  Medical 
society,  and  ex-vice  president 
of  the  American  Academy  of 
Ophthalmology  and  Oto- 
Laryngology  and  a Fellow  of 
the  American  College  of  Sur- 
geons. Dr.  and  Mrs.  Owen 
have  two  sons  and  two 
daughters,  of  whom  one  son. 
Dr.  Donald,  is  associated  with 
his  father  in  practice. 


(greetings  from  Your  l\[etv  ‘Tresidentj 


As  your  president  for  the  coming 
year,  I wish  to  extend  my  greetings  to 
the  entire  membership  of  the  Nebraska 
State  Medical  Association  and  assure  you 
I am  deeply  appreciative  of  the  honor 
conferred  on  me. 

I feel  assured  that,  buttressed  by  our 
past  years  of  solid  achievements,  with  a 
united  membership,  working  as  a har- 
monious whole,  we  can  expect  to  ac- 
complish much  during  the  next  twelve 
months  towards  attaining  the  objectives 
we  have  set  before  us. 

We  have  dedicated  ourselves  and  this 
organization  to  work  together  for  these 
objectives,  the  chief  of  which  are:  The 
continued  progress  of  our  profession,  a 
better  appreciation  among  the  laity  of  the 
problems  that  confront  us.  and  a more 


intelligent  understanding  and  practice 
among  the  public  of  preventive  measures. 

As  in  the  past,  we  will  lay  aside  all 
motives  of  self  interest,  eschew  all  politi- 
cal ambitions  and  work  as  a co-ordinat- 
ing group  of  individuals  along  broad  hu- 
manitarian lines. 

Our  road  is  before  us,  strewn  with 
obstacles,  it  is  true,  but  none  of  them 
are  insurmountable.  We  have  traveled 
far  on  it,  and  as  we  have  advanced,  the 
wa_\’  has  !)ecome  smooth  and  well  marked 
for  all  to  follow.  There  is  still  far  to 
go,  but  with  the  continued  co-ordinated 
effort  of  all  of  our  membership  and  the 
growth  of  mutual  understanding,  great- 
er progress  will  be  made  this  year  than 
ever  before. 

1 am  at  your  service. 

FRANK  S.  OW^EN 


0=9  ^ ^ 0=5  Q=P 
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THE  ANNUAL  CONFERENCE  OF  SECRE- 
TARIES IN  NOVEMBER 

The  problems  of  the  profession,  personal  and 
organizational,  were  pretty  well  threshed  out  at 
the  annual  conference  held  at  the  A.  M.  A.  head- 
quarters in  Chicago,  November  16  and  ITth  last. 

Dr.  M.  L.  Harris,  Chicago,  President-elect  of 
the  American  Medical  Association,  spoke  of  the 
cost  of  medical  care  and  the  study  of  the  prob- 
lem now  in  progress.  Adequate  scientific  serv- 
ice to  people  at  a price  they  can  pay  is  the  great 
problem.  Dr.  Harris  thinks  there  is  need  with- 
in the  medical  society  for  an  organization  for 
business  purposes.  A health  institute  in  Chicago 
has  made  a hundred  thousand  dollars  a year 
profit  on  the  basis  of  patients  paying  what  they 
can.  according  to  circumstances.  If  organiza- 
tions of  this  kind  can  do  these  things  why  can- 
not the  organized  profession  do  as  well  ? 

State  medical  organizations  came  in  for  thor- 
ough discussion.  Dr.  H.  H.  Shoulders,  secre- 
tary of  the  Tennessee  State  Medical  Association, 
said  efficiency  must  come  from  organization.  Of- 
ficers must  put  heart  and  soul  into  the  work.  If 
the  heads  of  the  organization  are  efficient  the 
society  will  function  efficiently.  Practical  pro- 
grams— not  too  much  “high  brow  niaterial  in  pro- 
gram”— said  Secretary  West  of  the  A.  M.  A. 
The  program  came  in  for  much  discussion  and  it 
was  said  that  papers  by  local  men  are  of  some 
value  as  giving  the  local  men  a chance  for  devel- 
opment and  to  maintain  interest  in  the  society,  but 
that  medical  men  of  authority  are  best  on  the  pro- 
gram. Much  depends  on  the  program  commit- 
tee. 

Dr.  A.  H.  Bunce  of  Atlanta,  outlined  the  policy 
of  the  Georgia  society  and  the  same  is  here  given 
because  the  society  is  similar  in  numerical 
strength  to  the  Nebraska  society.  The  policy  in 
Georgia  is  to  have  two  invited  guests  and  one 
section.  Lobby  visiting  and  too  many  social  fea- 
tures are  frowned  upon. 

The  publicity  work  done  by  the  Illinois  society 
is  of  interest.  The  society  maintains  an  educa- 
tional bureau.  Censored  radio  talks  ha.ve  been 
broadcasted  regularly  for  the  past  IS  months. 
Press  articles,  censored,  go  to  over  loo  papers 
regularly. 

.\s  evidence  that  large  number  of  members 
are  not  necessary  to  make  a county  society  func- 
tion successfully,  an  instance  was  cited  of  a coun- 
ty society  of  8 members  having  regular  meetings 
and  being  regularly  attended  by  12.)  ])hvsicians 
from  the  surrounding  territory. 

Secretary  .Adams  featured  the  Nebraska  State 
Medical  .Association's  Health  E.xhibit  at  the  State 
Fair  and  was  listened  to  with  great  interest,  the 


work  being  new  to  other  states.  Secretary  Adams 
is  one  of  the  foremost  men  in  the  conferences  and 
his  work  is  not  as  fully  appreciated  at  home  as 
it  deserves  to  be. 

The  lack  of  contacts  with  county  and  district 
societies  by  higher-ups  was  regretted  by  secretary 
Donahue  of  New  A'ork.  These  contacts  should 
be  cultivated. 

ELIGIBLE  NON-AIEAIBERS 

During  the  past  month  the  secretary-treasurer 
has  circularized  certain  members  of  the  profes- 
sion who  should,  but  do  not,  belong  to  our  asso- 
ciation, in  an  endeavor  to  increase  the  member- 
ship. .A  copy  of  the  letter  follows  and  is  inter- 
esting reading  to  all  as  it  beautifully  summarizes 
the  recent  accomplishments  of  organized  medi- 
cine. Alembers  in  the  several  communities  should 
follow  up  this  letter  by  personal  interviews  with 
eligible  non-members,  clinch  the  argument  and 
prevail,  if  possible,  upon  such  non-members  to 
become  a part  of  organized  medicine : 

Dear  Doctor; 

Your  name  has  been  sent  to  us  as  a doctor  who  is 
elig-ible  to  membership  in  our  Association  but  who 
does  not  belong.  We  are  writing  to  try  to  induce 
you  to  become  a member. 

Doctor,  do  you  realize  that: 

1.  It  was  organized  medicine  which  caused  the  pas- 
sage of  the  Basic  Science  Law  at  the  last  legislature? 

2.  It  was  organized  medicine  that  has  for  several 
years  prevented  any  bad  medical  laws  from  being 
passed? 

3.  It  was  organized  medicine  that  caused  the  license 
fee  under  the  Harrison  Law  to  be  reduced  to  $1.00? 

4.  That  it  was  organized  medicine  that  finally  won 
the  fight  allowing  doctors  to  deduct  traveling  expenses 
to  professional  meetings  from  their  income  tax  re- 
turns? 

5.  It  is  organized  medicine  that  is  conducting  the 
campaign  of  education  in  this  state,  through  the  State 
Fair  and  State  Normal  Schools,  which  is  already  hav- 
ing a good  effect  towards  restoring  the  doctor  to  his 
merited  place  in  the  community? 

Doctor,  can  you  afford  to  not  be  a member?  By 
doing  so  you  silently  give  aid  to  the  cults  and  others 
w’ho  are  continually  trying  to  tear  us  down.  See  the 
secretary  of  the  County  Society  in  your  county,  get 
an  application  blank  from  him  and  become  a mem- 
ber. 

Sincerely  yours. 

R.  B.  Adams,  Sec’y-Treas. 


ANNUAL  DUES 

A’our  dues  to  the  Nebraska  State  Aledical  .As- 
sociation are  due  January  1,  1929.  Send  $8.00 
plus  your  County  Society  dues  to  the  Secretary  of 
your  local  county. 


CALL  FOR  P.APERS 
Alembers  who  wish  to  read  papers  at  the  an- 
nual meeting  in  Alay  should  send  their  name 
and  the  title  of  their  papers  to  R.  B.  Adams, 
secretary-treasurer.  Center  McKinley  Building, 
Lincoln,  Nebraska. 
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SOME  EARLY  DAY  PROEESSIONAL 
CONTACTS—  ( Concluded ) 

On  a mild  early  spring  evening,  I answered  a 
confinement  call  five  miles  away.  A storm  was 
brewing.  I was  ready  to  return  home  about  2 a. 
m.  When  I asked  for  my  team,  the  husband 
suggested  that  it  was  extremely  dark  and  it  was 
going  to  storm  presently  and  urged  me  to  remain 
until  morning.  Such  a thing  as  being  unable  to 
travel  on  account  of  darkness  I had  never  ex- 
perienced and  I insisted  on  going  and  did  so. 
No  sooner  had  the  lantern  light  been  turned  from 
the  team  that  we  were  in  stygian  darkness  and 
the  horses  were  against  the  wire  fence.  I turned 
them  to  the  right  and  they  crossed  the  road  to 
the  fence  on  the  other  side.  With  the  greatest 
difficulty  and  by  the  aid  of  the  flashes  of  light- 
ning I managed  to  zigzag  my  way  to  the  cross- 
road two  miles  south,  but  by  that  time  it  was 
not  only  raining  hard,  but  snow  in  large  wet 
flakes  came  with  a terrific  northeast  wind  across 
my  path.  I turned  the  horses  to  the  east  but 
could  not  hold  them  to  the  road  on  account  of  the 
fury  of  the  windswept  wet  snow  which  blinded 
them.  I thought  to  lead  them  along  the  wire 
fence,  but  they  woud  not  respond.  Einally  I de- 
cided there  was  but  one  thing  left  to  do — tie  them 
to  the  fence,  blanket  them,  seek  the  protection  of 
the  buggy-top  and  await  the  morning  light  or 
the  subsidence  of  the  storm.  This  I did  and  al- 
though thoroughly  wet,  fell  asleep  for  a time. 
The  storm  turned  entirely  to  snow  that  blocked 
the  roads  for  several  days,  but  by  the  early  morn- 
ing light  I managed  to  get  the  horses  to  move 
toward  home. 

Before  the  days  of  the  telephone  and  the  auto 
a confrere  aroused  me  after  midnight  and  asked 
me  to  go  with  him  to  a confinement  case,  a trans- 
verse presentation,  and  bring  chloroform  as  he 
had  used  all  he  had  with  him.  He  explained  that 
he  could  not  correct  the  position  and  that  an  arm 
presented  and  not  being  able  to  replace  it  he  had 
amputated  it.  Having  done  this  he  left  the  wom- 
an lie  there  and  came  after  me. 

He  explained  his  inability  to  deliver  with  the 
story  that  his  hand  got  cramped  and  disabled 
him.  On  reaching  the  house  I asked  him  what 
he  wished  me  to  do.  He  said  his  hand  was  bet- 
ter and  if  I would  give  the  chloroform  he  thought 
he  could  deliver.  I did  so.  He  did  not  bring 
the  patient’s  buttocks  to  the  edge  of  the  bed — 
and,  of  course,  failed  to  accomplish  anything.  He 
said  I might  try  it.  Bringing  the  patient  into 
proper  position  and  sterilizing  my  hands  I grasp- 
ed a foot  and  had  the  child  delivered  in  less  than 
ten  minutes. 


A month  later  when  the  husband  came  to  pay 
me  he  objected  to  my  charge  of  twenty  dollars 
as  being  too  much  in  proportion  to  what  his  phy- 
sician, who  was  there  most  of  the  night,  charged. 
This  angered  me  and  I blurted  out  that  if  T could 
do  in  ten  minutes  what  he  could  not  do  the 
whole  night  I thought  I was  entitled  to  the  pay. 
He  paid  and  ever  afterward  employed  his  first 
choice  physician. 

Dan  Dee  was  an  ignorant  brutal  man,  who  it 
was  said,  in  pre-homestead  days,  had  served  a 
term  in  the  Joliet  penitentiary  for  killing  a man. 
The  entire  family  of  children  were  illiterate,  al- 
though possessed  of  enough  native  shrewdness 
to  acquire  considerable  property.  On  Thanks- 
giving evening  Dan  dropped  dead  at  the  supper 
table.  A neighbor  was  called,  the  body  bathed 
and  dressed  and  placed  in  a cold  room  and  the 
windows  opened  to  cool  the  body.  Following  this, 
one  of  the  boys  drove  to  my  office  and  asked  me 
to  go  out  to  see  whether  father  was  really  dead. 
I declined  to  go.  The  funeral  occurred  on  a very 
stormy  day  and  the  widow  became  ill  after  the 
exposure  and  developed  pneumonia.  One  of  the 
grown  sons  came  for  me  on  horseback.  I had 
been  called  away  in  consultation  and  would  not 
return  until  night.  He  asked  my  wife  what  he 
should  do.  She  told  him  to  get  one  of  the  other 
physicians  and  mentioned  one  by  name.  Now, 
shortly  before  this  episode  a young  woman  in 
that  neighborhood  had  died  of  puerperal  sepsis, 
under  the  care  of  the  other  physician,  and  there 
had  been  plenty  of  neighborhood  talk  about  the 
event.  The  son  said:  “But  he  might  kill  moth- 
er’’. Reassured,  he  called  the  other  physician 
who  drove  an  open  buggy.  The  son  asked  to  ride 
with  the  physician  and  lead  his  pony  which  was 
granted.  On  the  way  home,  which  was  more 
than  an  hour’s  ride,  the  son  talked  of  nothing 
but  of  his  father — what  a good  father  he  had 
been,  how  kind,  and  how  they  would  miss  him. 
When  they  were  driving  into  the  farmyard,  as  a 
grand  finale  he  said — “Veil,  if  he  vas  life,  he 
vould  not  be  det”. 


THE  EVOLUTION  OF  CLINICAL  MEDI- 
CINE AND  SURGERY  IN  RELATION 
TO  THE  PRESERVATION  OF 
HEALTH  AND  LIFE 

Franklin  II.  Martin,  M.  D.,  Chicago,  in  his 
Inaugural  Address  before  the  American  College 
of  Surgeons,  Symphony  Hall,  Boston,  October 
8,  1928,  speaks  of  the  evolution  of  scientific  clin- 
ical medicine  and  surgery ; the  benefits  that  ac- 
crue therefrom  to  the  public  where  accepted ; and 
the  grave  dangers  that  attend  the  acceptance  of 
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services  and  teachings  of  irregular  practitioners 
who  represent  nnsonnd  cults  and  quacker}-. 

Outstanding  conclusions  suggested  by  address  : 

a.  Extension  of  longevity  from  average  of  58 
years  in  1920,  to  65  years  in  1930 ; 

b.  Extension  of  middle  life  to  a marked  de- 
gree (conservatively  estimated)  to  an  average  of 
80  years  by  1935  ; 

c.  Extension  of  average  old  age  upper  limit, 
at  present  approximately  90  years,  to  an  unde- 
termined average,  conservatively  to  100  or  110 
years  by  1940  or  1950 ; 

d.  The  degenerative  diseases,  the  principal 
causes  of  senility,  begin  at  45  years,  the  most 
useful  period  of  life  ; 

e.  Sudden  deaths  from  diseases  in  middle  life 
are  due  to  neglected  degenerative  diseases ; 

f.  Yearly  examinations  by  one’s  own  scientific 
doctor  will  detect  early  beginnings  of  degenera- 
tive diseases  of  middle  life,  and  appropriate  treat- 
ment will  prevent  or  postpone  their  development. 

g.  Periodic  health  examinations,  which  guard 
against  all  preventive  diseases,  and  many  curable 
diseases,  are  urged  upon  old  and  young.  An  ex- 
amination on  the  birthda)'  is  urged. 

h.  Orgies,  and  over  indulgence  in  eating  and 
drinking,  rather  than  overwork,  destroy  health 
and  shorten  life. 

i.  The  campaign  urging  the  public  to  seek 
yearly  examinations  has  increased  the  number  of 
examinations  from  5,000,000  in  1920,  to  20,500,- 
000  in  1928. 

j.  The  18th  Amendment.  More  than  two- 
thirds  of  our  people  morally  and  spiritually  favor 
the  18th  Amendment  of  the  United  States  Consti- 
tution. In  spite  of  the  injudicious  administra- 
tion of  this  18th  Amendment,  which  has  resulted 
in  an  org}'  of  law  breaking,  of  self-indulgence, 
and  ridicule  on  the  part  of  the  other  one-third  of 
our  citizens,  the  foundation  has  been  laid  for  a 
demonstration  of  race  betterment  and  extension 
of  life  that  will  astonish  the  world. 

EDITORIAL  PARAGRAPHS 

Under  the  Xew  York  law,  interpreting  x-ray 
plates  is  practicing  medicine. 

It  is  said  that  in  Pennsylvania  morticians  are 
the  greatest  obstacle  to  getting  autopsies. 

The  next  meeting  of  the  American  Medical 
Association  will  be  held  at  Portland.  Ore.,  July 
8-12,  1929. 

Daniel  Webster  entered  Dartmouth  Medical 
College  as  a member  of  the  class  of  1801.  but 
did  not  complete  his  course. 

The  first  medical  book  published  in  America, 


“Opera  Medicinalia”,  by  Dr.  Erancisco  Brava, 
was  printed  in  Mexico  City  in  1570. 

Successful  transplantation  of  the  cornea  from 
one  man's  eye  to  another  man’s  eye  is  reported 
to  have  been  accomplished  in  a Xew  York  clinic. 

Again,  Dear  Doctor,  let  us  remind  you  to  pay 
your  dues.  Your  membership  and  your  Journal 
are  worth  more  to  you  than  you  fully  appreciate. 

To  the  long  list  of  “days"  such  as  Mother’s 
Day,  Father’s  Day  and  Father-and-Son’s  Day. 
Oakland,  California,  is  said  to  have  added  “Doc- 
tor’s Day’’. 

Xew  ads  in  this  issue:  Medical  Arts  Building; 
Anchor  Products  Co.;  Paul  Johnson.  Read  the 
ads  and  patronize  the  advertisers  who  make  your 
Journal  possible. 

The  growth  of  hospitals  is  well  illustrated  by 
the  fact  that  in  1920  there  were  in  the  United 
States  4,000  hospitals  and  400,000  beds ; now 
there  are  7,000  hospitals  and  875,000  beds. 

The  Xovember  issue  of  American  Medicine  is 
a “Food,  Diet  and  Xutrition  Xumber"  containing 
29  articles,  giving  as  complete  a picture  of  mod- 
ern nutrition  and  diet  as  space  permits. 

The  Xobel  prize  for  medicine  for  1928  was 
awarded  to  Professor  Charles  Xicholle,  director 
of  the  Pasteur  Institute  of  Tunis,  in  considera- 
tion of  his  work  on  typhus,  especially  on  the  part 
played  by  lice  in  carrying  the  disease. 

Health  Commissioner  Bigelow  of  Boston, 
-Y.  E.  Journal  of  Medicine,  Xov.  22,  believes  that 
the  removal  of  the  gallbladder  of  a typhoid  car- 
rier cures  the  carrier  condition.  He  asks  that 
specimens  of  bile  from  typhoid  carriers  be  sent 
to  him  for  study. 

The  confidence  of  a child  can  usually  be  gained 
so  as  to  allow  the  use  of  the  stethoscope  with- 
out resistance,  by  suggestion  that  the  instrument 
is  the  doctor’s  telephone  and  by  applying  the 
mouthpiece  to  the  hand  or  face  of  the  nurse  be- 
fore applying  it  to  the  child. 

The  location  of  a veteran's  hospital  in  Xe- 
braska — at  Lincoln — is  due  to  the  initiative  and 
push  of  a well  known  country  doctor,  who  gave 
of  his  time  and  substance,  making  several  trips 
to  Washington  in  the  interest  of  the  movement — 
Dr.  F.  L.  Frink,  medical  reserve  corps,  present 
mayor  of  Xewman  Grove. 

Dr.  Albert  Schneider,  associate  dean  of  the 
school  of  pharmacy  of  the  Xorth  Pacific  College 
of  Oregon,  died  suddenly  October  27  at  the  age 
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of  sixty-five  years.  Not  many  years  ago  Dr. 
Schneider  was  connected  with  the  school  of 
pharmacy  of  the  Nebraska  State  University  and 
contributed  several  articles  to  this  Journal. 

The  Graduate  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania  announces  the  opening 
of  the  newly  built  and  newly  equipped  Chevelier 
Jackson  Bronchoscopic  Clinic  of  the  Graduate 
Hospital  of  the  University  of  Penn.sylvania. 

Clinical  observation  has  repeatedly  demon- 
strated that  it  is  retention  and  overdistension  rath- 
er than  catheterization  which  causes  bladder  in- 
fection. A bladder  may  be  repeatedly  catheter- 
ized  and  unless  there  is  retention  it  will  not  be- 
come infected;  but  if  there  is  retention  the  most 
rigid  asepsis  in  catheterization  will  not  prevent 
infection. 

The  Colorado  State  Medical  Society  passed 
resolutions  to  the  effect  that  to  overcome  preju- 
dice against  post  mortem  examinations  the  phy- 
sicians be  requested  to  order  post  mortems  upon 
their  own  bodies  to  the  end  that  they  might  with 
better  grace  ask  for  post  mortems  from  the  laity. 
That’s  different ; but  who  will  say  the  thought 
is  not  a good  one? 

Botuliniis  poison  will  kill  in  as  small  as  one- 
two  hundredths  of  a drop  says  Dr.  W.  G.  Sackett, 
research  bacteriologist  of  the  Colorado  Agricul- 
tural College.  For  this  reason  no  canned  food 
should  be  tasted  before  it  has  boiled  at  least  ten 
minutes.  The  high  pressure  cooking  of  canneries 
is  preferable  to  home-  canning,  articles  being  more 
thoroughly  sterilized  by  superheating. 

Dr.  Roger  Lee,  professor  of  hygiene  at  Har- 
vard, says  that  organized  and  well  conducted 
athletics,  including  even  crew  racing  and  foot- 
ball, do  not  injure  previously  healthy  hearts.  This 
in  contradiction  to  the  ghost  of  the  athletic  heart 
of  the  past,  which  resulted  from  badly  conducted 
and  violent  athletics.  The  studies  of  the  Metro- 
politan Life  Insurance  Co.,  point  to  the  same 
conclusion. 

In  the  famine  district  of  China  the  Interna- 
tional Famine  Relief  Commission  has  hit  upon 
the  idea  of  giving  work  to  the  famine  sufferers 
whereby  they  may  in  part  at  least  earn  the  relief. 
Ma  huang,  the  Chinese  herb  from  which  ephedrin 
is  made,  grows  by  the  roadside  in  Shansi 
province.  The  villagers  are  engaged,  at  a price 
somewhat  above  the  local  market,  to  bring  in 
loads  of  this  ma  huang.  Last  year’s  purchase 


justified  the  scheme  as  non-pauperizing  and  self 
supporting.  This  year  200  tons  were  brought  in. 

Before  the  Nebraska  State  Medical  .Associa- 
tion meeting  at  Hastings  last  May,  Dr.  G.  .Ale.x- 
ander  Young  read  a paper  on  Malarial  'I'herapy 
in  Paresis,  published  in  the  December  issue.  It 
is  worthy  of  remark  that  two  of  the  men.  Dr.  G. 
M.  White  and  Dr.  E.  W.  Powell,  who  entered 
into  the  discussion  of  this  paper,  have  since  pass- 
ed to  the  Great  Beyond.  I low  forcibly  this  re- 
minds us  of  the  uncertainty  of  life! 

The  United  State  Public  Health  Service  has 
broadcasted  in  “Health  News”  the  story  of  “John 
Early,  the  Leper,  Recovered".  The  story  covers 
two  typewritten  pages  of  paper,  of  foolscap  size, 
and  may  be  summarized  by  stating  that  he  was 
detained  at  Port  Townsend,  Washington,  for  a 
time,  was  confined  four  years  in  the  District  of 
Columbia  and  finally  was  sent  to  the  National 
Leprasarium  at  Carville,  La.,  from  which  institu- 
tion he  escaped  several  times  only  to  be  appre- 
hended and  returned.  He  has  now  been  dis- 
charged as  probably  cured.  The  case  is  similar 
to  the  Nebraska  case  of  Charles  Young  of  Aladi- 
son  county.  Young  contracted  leprosy  while  a 
soldier  in  the  Spanish  War  in  Cuba.  He  was 
discharged  at  Key  West  with  some  peculiar 
patches  on  his  body,  returned  to  Madison  county 
and  for  several  years  was  treated  by  different 
physicians  for  syphilis.  He  drifted  to  the  clinic 
of  the  Creighton  Aledical  College,  was  referred 
to  St.  Joseph’s  hospital  where  his  true  condition 
was  discovered  and  returned  to  his  home  at  Til- 
den.  The  county  authorities  took  the  matter  in 
hand,  built  a small  house  on  the  county  farm 
where  he  was  kept  for  a time,  when  by  means,, 
not  generally  known,  nor  openly  endorsed,  he 
disappeared,  went  to  the  Pacific  Northwest^ 
where  he  remained  several  months,  took  passage 
on  a steamboat  for  New  AMrk,  then  drifted  to 
Washington,  applied  at  the  Pension  Bureau  for 
his  pension,  and  was  apprehended  and  kept  con- 
fined there  several  years  with  Early,  and  finally 
was  sent  to  the  National  Leprosarium  at  Car- 
ville, where  he  now  is. 


I was  suffering  from  liver  trouble  and  the 
doctor  told  me  that  if  I laughed  fifteen  minutes 
before  each  meal,  my  condition  would  improve. 
One  day  in  a restaurant,  while  having  my  little 
laugh,  a man  at  the  opposite  table  walked  over  to 
me  and  said  in  an  angry  manner : 

“What  the  devil  are  you  laughing  at?” 

“Why,  I am  laughing  for  my  liver,”  I said. 
“Well,  then  I guess  I had  better  start  laugh- 
ing, too.  I ordered  mine  half  an  hour  ago.” 
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HOSPITAL  SERVICE  IN  NEBRASKA 


(Fnnn  St'venth  Pre>eiitation  of  Hospital  Statistics  by  the  Council  on 
Med.cal  Eclurai.nn  ami  Hospitals  of  the  Ameiican  Medical  Association). 

Supt. 


Type 

City.  Pop. — County  of  Ser- 

vice 

Ainsworth.  1.508 — Brown 

Brown  County  Hospital .....Gen 

Albion.  1.078 — Boone 

Phy.sicians  Hospital  Gen 

Alliance.  4.051 — Box  Butte 

St.  Joseph's  Hospital  Gen 

Alma.  1,058 — Harlan 

Alma  Hospital  Gen 

Arnold.  038 — ('u**ter 

Arnold  Hospital  Gen 

Atkinson.  1..300 — Holt 

Atkin.son  General  Hospital  Gen 

Atkinson  Sanitarium  ....Geu 

Auburn,*  2.86.8 — Xemaha 

Auburn  Hospital  Geu 

Aurora.  2,962 — Hamilton 

Aurora  Hospital  - Gen 

.Axtell.  394 — Kearney 
Bethphage  Inner  Mission  Assn.  -X&M 
Beatrice.  9,664— (iage 

Beatrice  Sanitarium  Gen 

Xebraska  Institution  for 

Feeblein  i nded  F eMi 

Beemer.  548 — Cuming 

Pierson  Hospital  Gen 

Blair.  2.702 — Washington 

Blair  Hospital  Gen 

Broken  Bow.  2.567 — Custer 

Broken  Bow  Hospital  Gen 

Burkett.  20 — Hall 

Xebraska  Soldiers  and  Sailors 

Home  Hen 

Cambridge.  1.042 — Furnas 
Republican  Valley  Hospital  ..  .Gen 
Central  City.  2.410 — Merrick 

J.  E.  Benton  Hospital Gen 

College  View.  2.249 — Lancaster 
College  View*  Sanitarium  and 

Hospital  Gen 

Columbus.  5,410 — Platte 

St.  Mary's  Hospital  Gen 

Cra^ord,  l.i>46 — Dawes 

R.  L.  Ivins  Hospital  Gen 

David  City.  2.216— Butler 

David  City  Hospital  .....Gen 

Fairbury.  5.454 — -Jefferson 

Tavlor  Hospital  Gen 

Falls  Citv.  4,9.30 — Richardson 

Falls  Citv  Hospital  Gen 

Famam.  408 — Dawson 

Reeves'  Memorial  Hospital Gen 

Ft.  Crook.  32.5 — Sarpy 

Station  Hospital  Gen 

Ft.  Omaha.  — Douglas 

Station  Hospital  - Gen 

Ft.  Robinson.  613 — Dawes 

Station  Hospital  Gen 

Fremont.  9. .570 — Dodge 
Military  Avenue  Hospital  ........Gen 

Richmond  Hospital  Gen 

Genoa.  1.069 — Xance 

Genoa  Indian  School  Hosp Gen 

Grand  Island.  15.602 — Hall 

Grand  Island  General  Hosp Gen 

St.  Francis  Hospital  Gen 

Hartington.  1.467 — Cedar 

St.  .John's  Hospital  Gen 

Hastings.  12.954 — Adams 

Mary  Lanning  Mem.  Hosp Gen 

Hebron.  1,513 — Thayer 

Blue  Valiev  Hospital  Gen 

Imperial.  723 — Chase 

Home  Hospital  a..  Gen 

Ingleside.  30— Adams 

Hastings  State  Hosnital  X&M 

Kearney.  7.702 — Buffalo 

Good  Samaritan  Hospital  Gen 

Hosp.  for  the  Tuberculous TB 

State  Indastrial  School  for 

Bovs  Gen 

Kimball.  1.620— Kimball 

Kimball  Hospital  Gen 

Lincoln.  60.941 — Lancaster 

Bn*an  Memorial  Hosp,  of  the 
Methodist  Episcopal  Church-Gen 

Esther's  Hospital  Gen 

Green  Gah^ej;  pr.  Benj.  F. 

Bailey  Sanatorium  Gen 

Isolation  Hospital  Iso 

Lincoln  General  Hospital Gen 

Lincoln  Hospital  Gen 

Lincoln  Sanitarium  Gen 

Lincoln  State  Hospital  X&M 

Xebraska  Orthopedic  Hosp Ortho 

Xebraska  Sta'e  Penitentiary 

Hospital  Gen 

Boeder  Maternity  Home  and 

Hospital  Mater 

St.  Elizabeth's  Hospital Gen 

Dr.  Shoemaker’s  Private  Hosp.. Gen 
Lynch . 589 — Boyd 

Lynch  General  Hospital. Gen 

McCook.  4.303 — B‘»dwillow 
St.  Catherine  of  Sienna  Hosp...Gen 
Milford.  79?  -Seward 

Milford  Hospital  Gen 

Xebraska  Industrial  Home  Gen 

Xebraska  Soldiers  and  Sailors 

Horn®  Hospital  Gen 

Xebraska  City.  6.279 — Otoe 
Nebraska  City  Sanitarium  and 

Hospital  - Gen 

*St.  Marv's  Ho.spltal  Gen 

Xewman  Grove.  1.200 — Madison 
Community  Hospital  Gen 


Xu. 

M.D. 

Aver,  ('on- 

Tr. 

R.X. 

Yr. 

Beds 

Pis.  trol 

Sch. 

I.^y 

£st. 

28 

15  Indiv 

No 

M.D. 

1922 

10 

5 Indiv 

No 

M.D. 

1920 

58 

4ft  Church 

Yes 

tAy 

1910 

12 

3 Indiv 

No 

Lay 

1919 

12 

4 Indiv 

No 

R.X. 

1917 

10 

8 City 

No 

R.X. 

1925 

6 

2 Indiv 

No 

M.D. 

1903 

10 

4 Indiv 

Xo 

Lay 

1910 

16 

6 Pan 

No 

R.X. 

1916 

124 

112  liidep 

Xo 

R.X. 

1913 

25 

15  Indiv 

Yes 

M.D. 

1901 

860 

8.50  State 

Xo 

M.D. 

1884 

6 

1 Indiv 

Xo 

M.D. 

1907 

15 

4 Indiv 

Xo 

R.X. 

1906 

35 

10  Indiv 

Xo 

M.D. 

1923 

105 

SO  State 

Xo 

l,ay 

1888 

25 

10  Part 

Xo 

R.X. 

1906 

1ft 

4 Indiv 

Xo 

M.D. 

1920 

40 

10  Indiv 

Yes 

M.D. 

1922 

20S 

150  Church 

Xo 

Lay 

1879 

10 

4 Indiv 

X’o 

M.D. 

1918 

25 

10  Indep 

Xo 

M.D. 

1901 

20 

7 Indiv 

Xo 

M.D. 

1914 

3.5 

9 Indiv 

Xo 

R.X. 

1919 

12 

3 Indiv 

Xo 

M.D. 

1925 

30 

10  Army 

Xo 

M.D. 

1896 

30 

10  Army 

Xo 

M.D. 

1868 

11 

2 Army 

Xo 

M.D. 

1874 

2ft 

12  Indiv 

Xo 

R.X. 

1924 

12 

6 Indiv 

Xo 

R.X. 

1923 

3ft 

5 Indian 

Xo 

Lay 

1886 

25 

16  Indep 

Xo 

M.D. 

1913 

180 

145  Church 

Yes 

Lay 

1886 

16 

9 Indiv 

Xo 

M.D. 

75 

47  Indep 

Ye.*? 

R.X. 

1915 

25 

20  Part 

Xo 

R.X. 

1905 

8 

5 Indiv 

Xo 

R.X. 

1925 

1.385 

1,34.3  State 

Xo 

M.D. 

1888 

45 

30  Church 

Xo 

I>av 

1924 

13ft 

94  State 

Xo 

M.D. 

1912 

10 

2 State 

Xo 

Lay 

1880 

14 

9 Indiv 

Xo 

R.X. 

1919 

5ft 

3.3  Church 

Yes 

M.D. 

1926 

25 

10  Indiv 

Xo 

M D. 

1908 

115 

92  Indep 

•Yes 

M.D. 

1901 

oo 

6 Citv 

Xo 

Lay 

1900 

1.3ft 

78  Citv 

Yes 

R.X. 

1924 

30 

11  Indep 

Yes  R X 

19ni 

10ft 

70  Pan 

Yes  M.D. 

1893 

1.157 

1.088  State 

Xo 

M.D. 

1870 

115 

113  State 

Yes  M.D. 

19ft.5 

3ft 

5 State 

Xo 

M.D. 

1914 

14 

2 Indiv 

Xo 

Lay 

1914 

175 

95  Church 

Yes 

Lav 

1889 

15 

5 Indiv 

Xo 

M.D. 

1898 

2ft 

12  Indiv 

Xo 

M.D. 

1922 

40 

1ft  CTuirch 

Yes 

I*ay 

1921 

5 

2 Indiv 

Xo 

Lay 

1914 

.5 

2 State 

Xo 

Lay 

1890 

60 

4ft  State 

Xo 

Lay 

1896 

1ft 

2 Indiv 

Xo 

M.D. 

1923 

45 

16  Church 

Xo 

Lay 

1927 

10 

3 Part 

Xo 

M.D. 

1920 

City.  Pop. — County  of  Ser- 

vice 

Xofolk.  8.634 — Madison 

Lutheran  Hospital  Gen 

Norfolk  General  Hospital Gen 

Norfolk  Slate  Hospital X^&M 

Verges  Sanitarium  Gen 

North  Platte.  13,679 — Lincoln 

Platte  Valley  Hospital  Gen 

Redfield-Dent  Hospital  Gen 

Wurtele  Hospital  Gen 

Oakland.  1,3.56^ — Burt 

Oakland  Community  Hosp Gen 

Omaha.  215,400 — Douglas 
Bisliop  Clarkson  Memorial 

Hospital  Gen 

City  Detention  Hospital  Iso 

City  Emergency  Hospital  Iso 

Creighton  Memorial  St.  Joseph's 

Hospital  - Gen 

Douglas  County  Hospital  Gen 

Evangelical  Covenant  Hospital 

of  Omaha  Gen 

Frederick  Hospital  .Gen 

Immanuel  Deaconess  Iiistitute..Geii 

Lord  Lister  Hospital  Gen 

Xebraska  Methodist  Episcopal 
Hospital  & Deaconess  Home. Gen 

Xebraska  School  for  Deaf. Gen 

Xichola.s  Senn  Ho^pital  Gen 

Omaha  Maternity  Hospital  ....Mater 

Radium  Hospital  SK&C'a 

Riverview  Detention  Home  Chil 

Si.  Catherine’s  Hospital  Gen 

Salvation  Army  Women's 

Home  and  Hospital  ......Mater 

South  Side  Hospital  Gen 

Univ.  of  Xebraska  Hosp Gen 

Wise  Memorial  Hospital Gen 

Women's  Detention  Hosp Vener 

Orchard.  444 — Antelope 

Orchard  Hospital  Gen 

Ord.  2.143— Valley 

Ord  Hospital  Gen 

Palmer.  577 — Merrick 
Coolidge  Hosp.  and  Sanit.  ......Gen 

Pavmee  City.  1,595 — Pawnee 

Pawnee  City  Hospital  Gen 

Pender.  992 — Thurston 

Logan  Valley  Hospital  Gen 

Plainview,  1,199 — ^Pierce 

Plainview  General  Hospital  Gen 

Plattsmouth.  4,190 — Cass 

Nebraska  Masonic  Home  Gen 

Schuyler,  2.636 — Colfax 

Kolouch  Hospital  Gen 

Scottsbluff.  6.912 — Scotts  Bluff 
West  Xebraska  Methodist  Epis- 
copal Hospital  - Gen 

Seward.  2.368 — Seward 

Morrow  Hospital  w..Gen 

Sidney.  2.852--<^eFenne 

Taylor  Hospital  - Gen 

Spencer,  728 — Boyd 

Spencer  Hospi^  Gen 

Stratton,  509 — Hitchcock 

Dr.  Stewart's  Private  Hosp Gen 

Stromsburg,  1.361 — Polk 

Home  Hospital  - Gen 

Stuart.  739 — Holt 

Wilson  Hospital  Gen 

Superior.  2.719 — Nuckolls 
Superior  Memorial  Hospital  ....Gen 
Table  Rock.  750 — Pawnee 

McCrea  Private  Hospital  Gen 

Tilden.  1.101 — Madison 

Tilden  Hospital  Gen 

Wallhill.  1.145 — Thurston 

Dr.  Picotte  Memorial  Hosp. Gen 

West  Point.  2.002 — Cuming 


St.  .Joseph  Home  for  Aged  and 

Hospital  Gen 

Winnebago.  648 — Thurston 

Winnebago  Indian  Hospital Gen 

York,  5.388— York 

Evangelical  Lutheran  Hosp Gen 

York  Clinic  and  Clinic  Hosp.. .Gen 
Total  regi.stered  hospitals  in  Xel)ras 
census.  7,104.  Hospitals  not  admitted 


Supt. 
Xu.  M.D. 


Aver.  Con- 

Tr. 

R.X. 

Yr. 

Beds 

Pts.  trol 

Sch. 

Lay 

Est. 

50 

40  Church 

Y^ 

Supt. 

25 

15  Indiv 

Xo 

R.X. 

1915 

900 

877  State 

Xo 

iLD. 

1887 

16 

7 Indiv 

Xo 

M.D. 

17 

12  Indiv 

Xo 

K.X. 

1913 

12 

5 Indiv 

Xo 

M.D. 

1925 

15 

8 Indiv 

Xo 

M.D. 

1922 

12 

7 Indiv 

Xo 

Lay 

92 

60  Church 

Yes 

R.X. 

1883 

22 

8 City 

Xo 

M.D. 

1901 

4ft 

7 City 

Xo 

R.X. 

1912 

420 

210  ('hurch 

Yes 

Lay 

1880 

175 

135  County 

Xo 

Lay 

1888 

85 

51  Church 

Yes  R.X. 

1905 

8 

1 Indiv 

Xo 

M.D. 

1917 

250 

76  Church 

Yes 

Lay 

1890 

120 

81  Indiv 

Yes  Lay 

1914 

200 

151  Church 

Yes  R.X. 

1891 

16 

4 State 

Xo 

Lav 

1869 

80 

62  Indep 

Yes 

Lay 

1912 

22 

14  Indiv 

Xo 

R.X. 

1915 

30 

15  Indiv 

Xo 

M.D. 

1920 

7 

2 County 

Xo 

Lay 

1905 

150 

105  Church 

Yes 

Lay 

1910 

8 

3 Church 

Xo 

Lay 

1896 

25 

10  Indep 

Xo 

R.X. 

1S94 

120 

116  State 

Yes  M.D. 

1917 

75 

60  Indep 

Yes  R.X. 

1901 

20 

12  City 

Xo 

R.X. 

1918 

6 

1 Indiv 

Xo 

R.X. 

1918 

20 

12  Indiv 

Xo 

M.D. 

1917 

5 

1 Indep 

Xo 

M.D. 

1916 

29 

20  Indiv 

Xo 

M.D. 

1916 

8 

2 Indiv 

Xo 

M.D. 

1912 

8 

4 Indep 

Xo 

R.X. 

40 

2ft  Frat 

Xo 

Lay 

190.3 

13 

8 Indiv 

Xo 

M.D. 

1922 

51 

27  Church 

Yes  K.X. 

1924 

25 

5 Indiv 

Xo 

R.X. 

1902 

25 

New  Indiv 

Xo 

M.D. 

1927 

14 

4 Part 

Xo 

R.X. 

1905 

14 

6 Indiv 

Xo 

M.D. 

1902 

8 

4 Indiv 

Xo 

M.D. 

1926 

15 

4 Part 

No 

R.N. 

1920 

15 

6 Indep 

No 

R.X. 

1915 

in 

1 Indiv 

Xo 

M.D. 

1006 

10 

5 Indiv 

Xo 

Lay 

1020 

15 

5 Part 

No 

R.X. 

15 

6 Church 

: Xo 

Lay 

1905 

60 

35  Indian 

Xo 

Lay 

1916 

60 

30  Church 

Yes 

R.X. 

1914 

15 

3 Part 

Xo  R.X 

. 1920 

la.  115;  capacity,  9,359;  average 
to  the  register.  9:  capacity.  177. 


THE  SOCIETIES 

Members  of  the  Gage  County  Medical  Society  were 
entertained  at  dinner  at  the  Institution  for  the  Feeble 
Minded,  Beatrice,  November  14.  The  program  con- 
sisted of  a dry  clinic  and  talks  by  a number  of  mem- 
bers. 

The  Colfax  County  Medical  Society  met  at  Leigh. 
November  30.  Officers  elected  for  the  ensuing  year 
are  Dr.  'William  Novak,  Howells,  president;  W.  J: 
Kavin.  Clarkson,  secretary-treasurer. 

The  regular  monthly  meeting  of  the  Otoe  County 
Medical  Society  was  held  at  the  Frontier  Hotel,  Ne- 
braska City,  December  10.  Program:  Spinal  Anaes- 

thesia in  Surgery  and  Fractures,  Dr.  Donald  ^McCrae, 
Council  Bluffs;  Acute  Infections  in  Children,  Dr.  ,T. 

Treynor,  Council  Bluffs;  Fractures  of  Both  Bones 
of  the  Middle  Third  of  the  Forearm.  Dr.  R.  D.  Schrock, 
Omaha. 
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The  Seward  County  Medical  Society  held  its  an- 
nual meeting-  December  fifth  over  a banquet  in  the 
Chamber  of  Commerce  rooms.  Arrangements  were 
made  for  associate  membership  of  members  of  the 
dental  profession.  Dr.  H.  J.  Wertman,  Milford,  was 
elected  President;  Dr.  C.  W.  Doty.  Beaver  Crossing, 
secretary. 

The  Third  Councilor  District  semi-annual  meeting 
was  held  at  Hotel  Weaver,  Falls  City,  November  22, 
with  a full  program  as  follows;  “Myocarditis,”  Dr. 
John  C.  Thompson,  Lincoln;  “X-ray  Diagnosis  of  the 
Gasto-intestinal  Tract,”  Dr.  Roy  Fouts,  Omaha;  “The 
Gallbladder,”  Dr.  B.  B.  Davis,  Omaha;  “Operative 
and  Non-operative  Brain  Conditions,”  Dr.  K.  S.  J. 
Hohlen,  Lincoln;  “The  Purpose  and  Policy  of  the 
University  Hospital,”  Dr.  J.  Jay  Keegan,  Omaha;  “An 
African  Travelogue.”  (With  lantern  slides.)  Dr.  B. 
B.  Davis,  Omaha. 

Dr.  A.  P.  Fitzsimmons,  Tecumseh,  was  elected  Pres- 
ident and  Dr.  William  Sheperd,  Rulo,  Secretary. 


HUMAN  INTEREST  TALES 

Dr.  J.  B.  Williams  has  located  at  Polk. 

Dr.  J.  F.  Finegan  has  located  at  North  Bend. 

Dr.  D.  A.  Foote,  Omaha  surgeon,  has  been  reported 
seriously  ill  recently. 

Dr.  F.  L.  PYink,  Newman  Grove,  brought  home  a 
deer  from  Montana  recently. 

Dr.  and  Mrs.  J.  E.  Summers,  Omaha,  spent  several 
weeks  in  San  Francisco  in  December. 

Dr.  W.  Claybaugh,  formerly  of  Nehawka  but  recent- 
ly from  Colorado,  has  located  at  Union. 

Dr.  and  Mrs.  W.  Howard  Heine,  Fremont,  have  re- 
turned from  a nine  months’  stay  in  Vienna. 

Dr.  George  H.  Morris,  and  Dr.  George  E.  Morris, 
father  and  son,  Oshkosh,  will  establish  a clinic. 

Dr.  C.  J.  Sturges  of  St.  Paul,  Nebr.,  has  accepted 
a government  position  in  the  Panama  Canal  Zone. 

Dr.  A.  P.  Synhorst,  recently  of  the  Mayo  clinic,  has 
become  associated  with  the  Grand  Island  clinic  as 
surgeon. 

Dr.  C.  H.  DeMay  formerly  of  Shelton,  after  taking 
postgi'aduate  work  at  the  Mayo  clinic,  has  located 
in  Grand  Island. 

Dr.  Alfred  E.  Reeves,  Farnam,  spent  several  weeks 
in  Oregon  hunting  deer  and  brought  home  an  abun- 
dance of  venison. 

“The  problem  of  the  crippled  child,”  was  the  sub- 
ject of  two  talks  given  before  the  Omaha  Rotary  by 
Drs.  J.  P.  Lord  and  E.  C.  Henry. 

Dr.  J.  P.  Weyrens,  with  his  son  and  daughter  have 
taken  passage  on  the  Belgenland,  from  Los  Angeles, 
for  a six  months’  trip  that  shall  take  them  around 
the  world. 

Dr.  Lucien  Stark,  Norfolk,  was  one  of  the  speakers 
at  the  dedication  of  the  soldiers’  monument  on  the 
grounds  of  the  Norfolk  High  School,  the  middle  of 
November. 

Dr.  H.  A.  Vandiver,  Ogallala,  announces  the  forma- 
tion of  a partnership  with  Dr.  E.  L.  McCarter,  late  of 
Colorado  Springs  and  the  opening  of  a fifteen  bed 
hospital  the  first  of  the  year. 

The  Lincoln  Fellows  of  the  American  College  of 
Surgeons  organized  for  the  purpose  of  promoting  and 
maintaining  the  surgical  service  of  the  various  hos- 
pitals of  Lincoln  on  the  high  plane  demanded  by  the 
parent  organization.  Dr.  J.  J.  Hompes  was  elected 
president  and  Dr.  A.  D.  Munger,  secretary. 


NECROLOGY 

George  P.  Wilkinson,  Keokuk,  Iowa;  University  of 
Pennsylvania,  1883;  an  eye,  ear,  nose  and  throat  spe- 
cialist in  Omaha  in  the  Eighties  and  Nineties;  sec- 
retary of  the  Nebraska  State  Medical  Society  in  1895 
and  1896,  being  succeeded  by  George  H.  Simmons;  edi- 
tor for  several  years  of  the  Omaha  Clinic,  the  first 
medical  journal  published  in  Nebraska;  author  of  a 


number  of  books  of  a scientific  nature;  died  October 
2,  1928,  of  organic  heart  disease,  aged  sixty-eight 
years. 

F.  A.  VanOsdel,  Auburn,  Nebr.:  Ensworth  Medical 
College,  1902;  a specialist  in  eye,  ear,  nose  and  throat 
diseases  and  inventor  of  a tonsillectome;  died  De- 
cember 3,  1928,  aged  about  fifty-three  years. 

E.  H.  Smith,  La  Cumbra,  Columbia;  native  Oma- 
han;  Creighton  Medical  College,  1912;  conductor  of 
a hospital  in  his  adopted  city;  died  November  29, 
1928,  aged  about  forty-seven  years. 


LENDING  AID  AND  COMFORT  TO 
QUACKERY 

The  federal  officials,  whose  business  it  is  to 
prosecute  the  exploiters  of  medical  fakes  and 
frauds,  have  for  years  complained  that  the  gov- 
ernment is  much  hampered  in  its  legal  assaults 
on  quackery  by  the  fact  that  physicians  of  stand- 
ing will  sell  their  expert  testimony  to  the  nos- 
trum exploiters.  Regardless  of  the  nature  of  the 
evidence  or  opinion,  the  appearance  of  a reputable 
physician  on  the  side  of  the  quack  may  lead  a 
jury  to  believe  that  the  nostrums  under  consid- 
eration are  worth  while  and  that  the  claims  made 
for  them  are  true.  Recently  hearings  have  been 
held  before  the  Federal  Trade  Commission  in 
the  matter  of  a quack  “obesity  cure”  known  as 
“Marmola”.  It  is  sold  by  one  Edward  D.  Hayes, 
who,  at  the  present  time,  does  business  under  the 
trade  name  “Raladam  Co.”  He  has  repeatedly 
been  prosecuted  for  the  exploitation  of  quack 
nostrums.  Marmola,  according  to  the  exploiters, 
has  essentially  the  following  composition ; Desic- 
cated thyroid  grain,  extract  of  bladderwrack 
(fucus  vesiculosus)  1 grain,  extract  of  phytolacca 
j/2  grain,  extract  of  cascara  sagrada  grain, 
phenolphthalein  grain.  For  the  government 
Dr.  Charles  A.  Elliott,  Solomon  Strouse  and  Rol- 
lin  T.  Woodyatt  testified  as  to  the  effects  of  the 
indiscriminate  use  of  thyroid  substance  by  the 
public.  Not  one  of  these  three  men  charged  the 
government  a cent — they  donated  both  their  time 
and  special  knewledge.  At  a subsequent  hearing 
Edward  D.  Hayes  had  expert  witnesses  to  testi- 
fy that  Marmola  was  a scientific  ( !)  preparation 
and  that  it  was  harmless  when  used  according  to 
direction.  The  men  that  testified  to  this  effect 
were:  Robert  W.  Keeton,  Alonzo  C.  Tenney, 
Frank  L.  Stone,  George  W.  Funck,  Harold  S. 
Hulbert,  Samuel  F.  Haverstock.  Each  of  these 
men  is  a member  of  his  local  medical  society  and, 
through  that,  has  qualified  as  a Fellow  of  the 
American  Medical  Association.  Here,  then,  is  a 
sweet  spectacle : The  American  Medical  Associa- 
tion attempting  to  protect  the  public  against 
quack  remedies,  while  individual  members  lend 
aid  and  comfort  to  the  exploiters  of  quack  rem- 
edies. {Jour.  A.  M.  A.,  November  3,  1928,  p. 
1377). 
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COUNXIL  ACCEPTS  OPTOCHIX 

In  compliance  with  the  request  of  the  Council 
on  Pharmacy  and  Chemistry  the  name  “Xumo- 
quin"  has  been  changed  to  “Optochin”. 

Optochin  is  used  not  only  in  the  treatment  of 
pneumonia  but  also  in  such  condition  as  pneumo- 
coccic  meningitis  and  pneumococcic  serpiginous 
ulcers.  In  the  treatment  of  pneumonia  it  is  ad- 
ministered by  mouth. 

The  theory  upon  which  the  treatment  of  pneu- 
monia with  Optochin  Base  is  founded  has  evolv- 
ed from  the  results  obtained  by  a large  number  of 
investigators,  and  is  outlined  as  follows : 

The  maximum  bactericidal  power  of  the  rem- 
edy must  be  maintained  continuously  for  a defin- 
ite period — 1 to  3 days — employing  the  minimum 
quantity  of  the  remedy  necessary  for  the  pur- 
pose. It  was  found  in  practice  that,  provided  Op- 
tochin Base  is  used,  and  given  in  doses  of  -I 
grains  every  5 hours,  day  and  night,  and  further, 
provided  the  treatment  is  begun  within  24  hours, 
or  at  least  not  later  than  the  second  day  after 
the  onset  of  the  disease,  the  results  are  all  that 
could  be  wished.  The  fever  abates  rapidly,  the 
course  of  the  disease  is  shortened  and  rendered 
milder,  and  the  patients  experience  a sensation  of 
euphoria,  while  the  appetite  and  general  condi- 
tion improve. 

The  base  is  used  because,  being  practically  in- 
soluble in  water,  it  is  but  slowly  taken  up  into 
the  blood  circulation.  With  every  dose  of  Op- 
tochin Base  about  5 ounces  of  milk  are  given.  The 
milk  prevents  the  too  rapid  formation  of  the 
more  soluble  Optochin  Hydrochloride  by  the  ac- 
tion of  the  hydrochloric  acid  secreted  and  thus 
assists  in  maintaining  a uniform  optimum  con- 
centration of  the  remedy  in  the  blood.  Xo  other 
food  or  drink  is  given  during  the  3 days’  treat- 
ment. 

MEDICAL  AXD  PHARMACEUTICAL  CO- 
OPERATIOX 

Perhaps  one  of  the  outstanding  reasons  for 
the  progress  in  the  scientific  development  of  new 
products  has  been  the  spirit  of  co-operation 
which  has  existed  between  the  medical  profession 
and  the  pharmaceutical  industry. 

By  this  close  co-operation  medical  science  has 
contributed  to  pharmaceutical  progress  and  the 
manufacturing  pharmacists  of  the  country  in  turn 
have  made  a definite  contribution  toward  the  de- 
velopment of  new  medicinal  products. 

On  Wednesday,  December  5,  the  officials  and 
members  of  the  medical,  pharmaceutical  and  al- 
lied professions  of  Lafayette.  Indiana  were  ad- 
dressed by  Dr.  Charles  E.  \*anderkleed.  Chair- 
man of  the  Contact  Committee,  of  the  American 


Pharmaceutical  Manufacturers’  Association. 

The  subject  of  Dr.  \*anderkleed’s  address  was 
“Improvement  in  the  Quality  of  American  Drug 
Products  due  to  Co-operation  in  the  Industry”. 
It  is  interesting  to  see  the  representatives  of  the 
several  allied  professions  making  arrangements 
for  a periodical  study  of  mutual  interests  of  pro- 
fessional nature  with  a view  to  increasing  mutual 
usefulness. 

It  is  only  through  medical  and  pharmaceutical 
co-operation  that  the  greatest  advances  can  be 
made  in  conquering  disease  and  improving  the 
health  of  the  American  people. 


A Scotchman,  learning  that  a certain  doctor 
charged  SIO  for  the  first  visit  and  So  for  each 
succeeding  visit,  remembered  a stor}’  he  had  read 
some  time  back  and  decided  to  tr}'  it  out. 

He  breezed  into  the  doctor’s  office  and  smiled 
happily. 

“Hello,  doctor,”  he  cried.  “Here  I am  again.” 

The  doctor  looked  at  him.  Maybe  he  had 
heard  the  story,  too. 

“Here  again?”  he  repeated.  “I  don’t  think  I 
remember  you.” 

The  Scot  nodded  vigorously. 

“You  must,”  he  cried,  “I  was  in  just  two 
weeks  ago  and  paid  you  SIO  for  my  first  visit.” 

The  doctor  looked  long  and  hard.  Then  he 
suddenly  smiled. 

“O,  yes,”  he  chirped  cheerfully,  “now  I re- 
call. You’re  looking  better,  too.  Just  continue 
with  the  same  prescription  I gave  you  then.” 


SLAMS  OF  LIFE 
The  Flu 

When  your  back  is  broke  and  your  eyes  are  blurred. 
And  your  shin  bones  knock  and  your  tongue  is  furred. 
And  your  tonsils  squeak  and  your  hair  gets  dry, 

-Vnd  you’re  doggone  sure  that  you’re  going  to  die. 
But  you’re  skeered  you  won’t  and  afraid  you  will. 
Just  drag  to  bed  and  have  your  chill, 

And  pray  the  Lord  to  see  you  through, 

For  you’ve  got  the  Flu,  boy. 

You’ve  got  the  Flu. 

\Vhen  your  toes  curl  up  and  your  belt  goes  flat, 

And  you’re  twice  as  mean  as  a Thomas  cat, 

And  life  is  a long  and  dismal  curse. 

And  your  food  all  tastes  like  a hard  boiled  hearse. 
When  your  lattice  aches  and  your  head’s  a buzz. 

And  nothing  is  as  it  ever  was. 

Here  are  my  sad  regrets  to  you — 

You’ve  got  the  Flu,  boy. 

You’ve  got  the  Flu. 

What  is  it  like,  this  Spanish  Flu? 

Ask  me,  brother,  for  I’ve  been  through. 

It  is  by  Miserj-  out  of  Despair; 

It  pulls  your  teeth  and  curls  your  hair; 

It  thins  your  blood  and  brays  your  bones. 

And  fills  your  craw  with  moans  and  groans. 

And  sometimes,  maybe,  you  get  well. 

Some  call  it  Flu — I call  it  belli 

— ^J.  P.  McEvoy. 
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LOW  BACK  INJURIES* 

PRANK  D.  DICKSON,  M.  D„ 
Kansas  City,  Mo. 


It  is  common  knowledge  that  injuries  to  the 
lower  back  produce  results  which  seem  far  out  of 
proportion  to  the  injury  sustained.  Further- 
more, the  resulting  disability  is  too  frequently  a 
prolonged  one,  often  ending  in  complete  inca- 
pacity. In  recent  years,  probably  because  of  great 
industrial  expansion  and  the  introduction  of  the 
automobile,  such  injuries  seem  to  have  increased 
in  numbers  until  the  so-called  “low  back  prob- 
lem” has  become  a very  important  one.  This  is 
particularly  true  in  industrial  surgery,  in  the  prac- 
tice of  which  trauma  to  the  back,  the  result  of 
occupation  or  accident,  constitutes  one  of  the 
most  difficult  types  of  case  encountered  so  far  as 

*Read  before  the  Missouri  Valley  Medical  Association,  Omaha.  October 
31.  1928. 


restoration  of  function  is  concerned.  The  object 
of  my  paper  today  is  to  try  to  explain  why 
this  is  so  in  some  cases,  and  to  suggest  a method 
of  procedure  in  these  cases  which  should  reduce 
the  period  of  incapacity  and  lead  to  complete  re- 
covery, or  as  nearly  complete  recovery  as  possible. 
Some  of  the  points  in  pathology  may  seem  to 
lack  definite  basis  of  fact ; all,  however,  seem  to 
be  true  insofar  as  our  personal  experience  has 
given  us  opportunity  of  judging,  and  can,  I be- 
lieve, be  accepted  as  being  approximately  correct. 

In  the  beginning,  let  me  state  clearly  that  al- 
though there  are  a number  of  conditions  which 
cause  persistent  low  back  symptoms  following  in- 
jury to  this  region,  it  is  my  intention  to  discuss 
but  one  of  these ; namely,  injuries  to  the  lumbo- 
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sacral  articulation.  The  conditions  which  I wish 
to  bring  to  your  attention  are  the  mechanical  de- 
rangements which  may  occur  in  articulation 
when  this  important  and  little  understood  joint 
is  subjected  to  trauma.  That  such  mechanical 
derangements  are  responsible  for  persistent  low 
back  symptoms  in  a definite  percentage  of  trau- 
matic cases  must.  I believe,  be  admitted.  What 
the  percentage  is,  it  is  impossible  at  this  time  to 
estimate,  certainly  it  seems  safe  to  say  that  it  is 
probably  much  higher  than  is  generally  supposed. 
Consideration  of  the  relation  of  focal  infection 
and  systemic  toxemia  to  traumatic  low  back  con- 
ditions will  be  omitted  as  Dr.  Schrock  will  cover 
this  phase  of  the  subject  in  his  paper  which  is  to 
follow. 

The  lumbosacral  articulation  is  a very  impor- 
tant joint.  Through  this  articulation,  the  weight 
of  the  trunk  and  upper  extremities  is  transmit- 
ted to  the  pelvis.  In  addition,  it  plays  an  im- 
portant role  in  spinal  movements ; Goldthwaite 
states  that  fully  one-half  the  motion  of  the  trunk 
below  the  lower  dorsal  region  is  made  in  this 
articulation.  Finally  the  lumbosacral  joint  is 
the  point  of  junction  between  the  movable  spine 
above  and  the  more  or  less  fixed  sacrum  and  pel- 
vic girdle  below.  This  gives  us  a joint  subjected 
to  considerable  stress,  even  under  ordinary  con- 
ditions. We  have,  then,  a joint  which  must  com- 
bine great  strength  with  freedom  of  motion,  a 
difficult  combination.  To  meet  these  require- 
ments, a definite  type  of  joint  is  needed  and  a 
brief  consideration  of  its  anatomy  will  be  worth 
while. 

ANATOMY 

The  lumbosacral  articulation  in  its  main  part 
inclines  downward  and  forward  about  42.5”, 
when  the  person  is  standing  erect,  and  were  it 
not  for  the  presence  of  supporting  structures  the 
lumbar  vertebrae  would  slide  forward  on  the 
sacrum.  These  supporting  structures  are  the  ar- 
ticular facets  of  the  sacrum  into  which  the  lower 
articular  processes  of  the  fifth  lumbar  vertebra 
fit,  and  the  supporting  ligaments.  The  articular 
facets  in  the  lumbar  region  face  practically  in- 
ward and  outward,  with  a slight  convergence 
toward  the  front  which  blocks  any  slipping  for- 
ward of  the  vertebra  above  on  the  vertebra  below. 
The  ligaments,  particularly  the  iliolumbar  which 
passes  from  the  body  and  transverse  j)rocesses  of 
the  fifth  lumbar  to  the  iliac  crests,  afford  consid- 
erable support,  but  would  soon  become  stretched 
and  lose  their  supporting  character  if  the  major 
portion  of  the  work  were  not  done  by  these  hony 
articular  processes. 

As  stated,  there  is  considerable  motion  at  this 


joint,  but  chiefly  in  the  direction  of  flexion  and 
extension.  In  forward  bending,  or  flexion,  the 
motion  at  the  lumbosacral  joint  is  made  partly 
by  change  in  the  shape  of  the  intervertebral  discs, 
but  chiefly  by  the  articulating  processes  of  the 
fifth  lumbar  sliding  upward  on  the  opposing  pro- 
cesses of  the  sacrum.  With  a joint  acting  in  this 
manner,  it  is  possible  that  if  flexion  were  car- 
ried too  far,  as  for  example  by  certain  forms  of 
trauma,  the  articular  processes  of  the  fifth  lum- 
bar might  slip  entirely  off  those  of  the  sacrum, 
allowing  the  vertebra  to  slide  forward  and  a con- 
dition of  spondylolisthesis  or  partial  spondylo- 
listhesis be  produced  (Figs.  1 and  2).  If  such  a 


Figures  1 and  2 — Showing  diagramatically  slipping  forward  of  ihe  5lh 
lumbar  rertebra  on  the  sacrum. 
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displacement  were  to  occur  on  one  side  only,  the 
displaced  articulation  would  slide  forward  and  to 
the  outside,  and  the  fifth  lumbar  vertebra,  carry- 
in»-  with  it  the  entire  s])ine,  be  rotated  forward 
on  the  side  of  the  displacement  (Fig.  3). 


Figure  3 — Rotation  of  the  5th  lumbar  vertebra  on  the  sacrum  due  to 
slipping  forward  of  the  articular  process  on  one  side. 

Such  displacements  might  occur  due  to  trauma 
by  which  the  body  was  bent  sharjdy  forward,  or 
forward  and  to  one  side.  With  the  strength  of 
this  articulation  and  its  supporting  ligaments,  it 
is  almost  inconceivable  that  such  a displacement 
could  occur  without  producing  a fracture  unless 
there  were  contributing  factors  present  which 
would  tend  to  weaken  the  joint  and  so  decrease 
its  stability  and  render  it  more  vulnerable  to  in- 
jury. It  is  the  presence  and  character  of  these 
contributing  factors  and  the  part  they  play  in  the 
causation  of  persistent  low  back  symptoms  that 
I wish  to  emphasize  in  considering  injuries  to 
this  region. 

A critical  survey  of  the  low  back  cases  which 
have  been  diagnosed  injuries  to  lumbosaeral  ar- 
ticulation in  our  clinic  has  led  us  to  conclude 
that  while  there  are  a variety  of  conditions  which 
could  be  considered  as  factors  in  causing  weak- 
ness in  this  region,  and  so  favor  displacement  of 
this  joint  when  subjected  to  trauma,  there  are 
certain  of  these  which  seem  to  be  more  important. 
We  will  discuss  these  in  some  detail  and  the  oth- 
ers in  a cursory  way. 

The  conditions  which  most  commonly  seem  to 
cause  weakness  of  the  lumbosacral  joint  we  have 
placed  in  two  groups : 

1.  Increased  sacral  inclination. 

2.  Congenital  abnormalities  and  deficiencies, 
such  as  abnormalities  of  the  articular  processes  of 
the  fifth  lumbar  vertebra  and  sacrum,  spina  bi- 
fida occulta,  spinal  clefts,  enlarged  transverse 
processes,  sacralized  transverse  processes  and  en- 
larged spinous  processes. 


Many  different  opinions  are  held  upon  the  im- 
portance of  the  part  played  in  the  persistence  of 
back  symptoms  following  injury  by  the  conditions 
cited  above.  There  are  those  who  would  ascribe 
to  one  or  the  other  of  these  most  of  the  blame ; 
there  are  others  who  would  deny  that  any  of 
them  play  a role  of  importance  as  a contributing 
factor  in  low  back  disability.  Our  experience 
leads  us  to  believe  that  if  we  omit  from  our  dis- 
cussion such  conditions  as  osteo-arthritis  of  the 
spine,  a fairly  common  condition,  general  toxic 
conditions,  tuberculosis  and  neoplasms,  one  of 
these  pathological  conditions  will  be  found  as  the 
basis  of  most  of  the  low  back  injuries  jiresenting 
a history  of  long  continued  disability.  All  can  be 
shown  to  tend  to  cause  decreased  stability  of  lum- 
bosacral articulation  in  one  way  or  another,  and 
in  the  discussion  we  will  attempt  to  indicate  the 
manner  in  which  each  acts,  and  its  relative  im- 
portance, as  we  have  studied  them. 

Increased  sacral  inclination : This  is  due  in 
most  instances  to  incorrect  posture  from  a var- 
iety of  causes,  coupled  with  a favorable  type  of 
body  conformation,  the  slender,  long-backed  type 
which  readily  accommodates  itself  to  incorrect 
statics  and  results  in  the  hollow-backed  type^of 
individual.  On  the  other  hand,  it  must  be  ad- 
mitted that  increased  pelvic  inclination  is  found 
in  individuals  without  swayback ; in  fact,  some 
have  flattened  lumbar  spine,  the  so-called 
“straight  back”.  In  such  instances  it  would  seem 
that  we  must  be  dealing  with  a congenital  ab- 
normality involving  the  pelvic  girdle.  With  the 
normal  sacral  inclination,  we  have  the  lumbo- 
s.">cral  joint  at  a mechanical  disadvantage,  as  the 
fifth  lumbar  vertebra  rests  upon  the  top  of  the 
sacrum  at  an  angle  of  42.5°.  If  we  now  increase 
the  sacral  inclination  until  the  plane  of  the  lum- 
bosacral joint  is  a right  angle,  or  even  an  acute 
angle,  as  it  is  in  some  cases,  it  is  ob- 
vious that  the  stability  of  the  articular 
processes  between  the  fifth  lumbar  vertebra 
and  the  sacrum  will  be  greatly  reduced  and  the 
major  part  of  the  support  of  the  fifth  lumbar 
vertebra  will  be  thrown  upon  the  ligaments : as 
these  stretch  a sliding  forward  of  the  fifth  lum- 
bar on  the  sacrum  is  possible  and  does  occur. 
Such  slipping  forward  of  the  fifth  lumbar  on  the 
sacrum  may  be  of  moderate  degree  termed  pre- 
spondylolisthesis, or  may  progress  to  a true 
spondylolisthesis.  In  either  condition,  it  is  evi- 
dent that  we  have  a weak  articulation,  which,  if 
subjected  to  trauma,  may  luxate  or  slip  on  one  or 
both  sides  and  give  rise  to  symptoms  which  will 
persist  until  the  luxation  or  slipping  is  corrected. 
It  is  our  conviction  that  increased  sacral  inclina- 
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lion  acting  in  this  way  is  a very  important  con- 
tributing factor  in  causing  instability  of  tlie  lum- 
bosacral articulation.  In  ;1()  cases  out  of  S4.  this 
condition  was  found  to  be  present,  and  was  con- 
sidered the  causative  factor,  not  only  in  predis- 
posing the  lumbosacral  joint  to  injury,  but  in  the 
])ersistence  of  symjitoms. 

Congenital  abnormalities  of  the  spine  of  a de- 
veloiimental  character  are  not  uncommon,  and 
the  most  usual  site  for  such  abnormalities  is  in 
the  lumbosacral  region.  George,  in  his  valuable 
contribution  on  this  subject,  states  that  3o%  of 
all  spines  x-rayed  in  his  laboratory  for  any  pur- 
pose showed  congenital  abnormalities  in  the  lum- 
bosacral region.  Fullv  .-)()%  of  these  abnormali- 
ties exist  without  symptoms.  Any  considerable 
variation  from  the  normal  in  this  region,  how- 
ever, must  be  taken  into  consideration  as  a con- 
tributing factor  in  causing  potential  weakness  of 
the  lumbosacral  articulation.  Of  these  congenital 
variations,  we  feel  that  abnormality  in  the  ar- 
ticulations between  the  fifth  lumbar  and  the 
sacrum  and  the  first  sacral  segment  are  ])rol)ahly 
the  most  important,  the  others  le.ss  so. 

.Abnormalities  of  the  articular  processes : It  is 
extremely  difficult  indeed  to  demonstrate  in  a 
Roentgenogram  abnormalities  of  these  articular 
processes,  it  being  frequently  necessary  to  arrive 
at  a conclusion  regarding  this  condition  by  the 
appearance  and  position  of  the  fifth  lumbar  ver- 
tebra. Goldthwaite,  however,  has  demonstrated 
these  variations  and  described  two  types  of  ar- 
ticular processes ; one  of  these  is  the  so-called 
crescentic  articulation,  the  lateral  portion  e.xtend- 
ing  backward  almost  at  a right  angle  with  the 
anterior  transverse  i)ortion  ( Fig.  4).  Such  an 


articulation  by  its  shape  forms  a very  stable  joint 
and  one  difficult  t(j  dislocate. 


The  other  type  consists  of  a flat  articular  sur- 
face with  the  a.xis  nearlv  transverse  ( Fig.  ).  It 
is  obvious  that  such  an  articulation  is  much  less 
stable  than  the  ])receding  type,  especially  as  there 
may  be  a decided  forward  inclination  instead  ol 
the  usual  vertical  position.  W'e  have  seen  this  type 


of  articulation  at  operation,  and  demonstrated  the 
extreme  mobility  of  the  joint  which  results,  so 
much  so  that  it  was  quite  evident  that  a slipping 


forward  of  the  articulating  processes  on  one  or 
both  sides  could  very  readily  occur. 

These  two  types  may  occur  in  the  same  in- 
dividual. giving  us  a crescentic  articulation  on 
one  side  and  a flat  articulation  on  the  other  side, 
giving  a weak  joint  on  one  side  and  a strong  one 
on  the  other  (Fig.  (i). 


Figmv  t»--FIat  aiticular  process  on  one  side,  cresentic  on  tlie  other. 


That  this  variation  in  the  shape  of  the  articu- 
lar processes  of  the  fifth  lumbar  vertebra  and 
sacrum  plays  a very  important  part  in  causing  a 
potential  weakness  of  the  lumbosacral  articula- 
tion seems  evident  from  our  series  of  cases.  This 
condition  was  diagnosed  as  the  most  probable 
cause  of  trouble  in  31  out  of  84  cases.  The  diag- 
nosis in  these  cases  was  based  upon  a very  care- 
ful study  of  the  .x-rays  and  actual  inspection  of 
several  of  these  articulations  at  operation.  In 
h out  of  ‘^4  cases  operated  upon,  we  were  con- 
vinced that  a more  or  less  flat  articulation  was 
present. 

Spina  bifida  occulta  and  lateral  clefts;  These 
conditions  are  due  to  the  failure  of  the  three  or 
sometimes  five  centers  of  ossification  of  the  ver- 
tebra to  unite  properly,  resulting  in  incomplete 
closure  of  the  neural  ring  (spina  bifida  occulta), 
or  failure  of  the  lateral  masses  to  unite  so  that 
the  vertebra  remains  separated  into  two  or  more 
distinct  parts  connected  by  fibrous  tissue  only. 
Sir  William  Turner,  in  his  report  on  the  human 
skeleton  in  the  Challenger,  states  that  this  type 
of  abnormality  exists  in  5%  of  all  subjects  ex- 
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amined.  Spina  bifida  is  easily  shown  by  x-ray; 
the  clefts  would  not  show  except  under  very  fav- 
orable conditions. 

It  is  quite  evident  that  given  a fifth  lumbar 
vertebra  with  such  deficiencies,  we  must  expect 
a structural  weakness  which  would  allow  of  con- 
siderable abnormal  mobility  between  the  various 
segments  of  which  it  is  composed. 

Of  the  spina  bifida  occulta,  we  are  inclined  to 
ascribe  considerable  importance  to  that  involving 
the  first  sacral  segment.  It  has  been  our  ex- 
perience at  operation  that  with  such  a deficiency, 
in  the  first  sacral  segment,  a very  surprising 
amount  of  instability  at  the  lumbosacral  articu- 
lation is  found,  in  fact,  the  joint  is  so  freely  mov- 
able in  these  cases  that  it  seems  certain  that  any 
considerable  trauma  at  this  joint  must  result  in  a 
very  marked  disturbance  as  the  joint  is  evidently 
incapable  of  resisting  much  strain.  This  condi- 
tion was  found  in  22  out  of  784  cases. 

Enlarged  and  impinging  transverse  and  spin- 
ous processes ; The  other  common  abnormalities, 
such  as  enlarged  and  impinging  transverse  pro- 
cesses and  sacralized  fifth  lumbar  vertebrae,  are 
probably  important  in  some  cases.  We  are  in- 
clined, however,  to  consider  them  as  only  occa- 
sionally responsible  rather  than  frequently  so,  and 
feel  that  they  are  much  less  important  than  the 
defective  articulation  and  spina  bifida  occulta  of 
the  fifth  lumbar  and  first  sacral  segment,  as  a 
contributing  factor  to  instability  of  lumbosacral 
articulation.  These  four  types  of  abnormality  of 
the  lumbosacral  region  are,  so  far  as  our  experi- 
ence goes,  those  most  frequently  present  in  pa- 
tients giving  a history  of  persistent  low  back 
symptoms  following  injury. 

We  have  in  the  lumbosacral  articulation  a joint 
which  is  subject  to  great  stress  under  ordinary 
conditions  of  life,  while  as  the  result  of  occupa- 
tion or  injury  this  stress  may  be  tremendously 
increased.  An  articulation  which  is  normal  in 
structure  should  be  capable  of  withstanding  such 
increased  stress  without  suffering  more  than  tem- 
porary damage  to  its  supporting  structures,  mus- 
cles and  ligaments.  We  have,  however,  in  ap- 
parently 35%  of  all  individuals  abnormalities 
and  deficiencies  in  the  lumbosacral  region  which 
seem  to  have  a very  definite  tendency  to  decrease 
the  stability  of  this  articulation  and  so  render  it 
more  liable  to  injury  and  displacement  when  sub- 
jected to  undue  stress  by  reason  of  trauma  in- 
curred. In  estimating  the  severity  of  an  injury 
to  the  lumbosacral  region,  such  structural  weak- 
nesses must  be  taken  into  consideration,  as  they 
unquestioiiably  have  a direct  bearing  upon  the 


course  and  final  outcome  of  the  condition.  In 
only  6 of  our  801  cases  was  a normal  spine  found. 

A definite  routine  in  the  examination  of  any 
back  case  is  essential  so  that  nothing  will  be 
overlooked. 

The  history  is  important.  l!y  history,  1 mean 
not  only  that  of  injury,  but  the  preceding  history 
as  well.  In  taking  the  history  of  the  accident,  the 
following  points  are  important : Whether  the  in- 
jury was  direct  or  indirect,  the  spine  flexed  or 
flexed  and  twisted,  the  injury  by  blow,  fall  or 
lifting  strain,  and  the  position  of  the  patient  at 
the  time  of  injury.  All  these  points  help  in  de- 
termining the  localization  of  the  injury.  A care- 
ful inquiry  into  occurrence  of  previous  back  trou- 
ble is  important  as  a history  of  one  or  more  pre- 
vious attacks  of  low  back  disability  points  to- 
ward the  existence  of  a definite  decreased  sta- 
bility in  the  lumbosacral  or  sacroiliac  articula- 
tions. 

In  making  an  examination  it  is  needless  to  say 
that  all  cases  should  be  stripped,  for  unless  this 
is  done  many  important  points  may  be  missed. 

Inspection  of  cases  complaining  of  low  back 
symptoms  usually  reveals  one  of  two  postural 
defects : There  may  be  either  a definite  list  of  the 
trunk  to  one  side  (Fig.  7),  or  a definite  lordosis 
or  hollowback  (Fig.  8).  The  side  listing  is  usu- 


Figure  7 — List  to  the  side  of  the  trunk  due  to  muscle  spasm  (sciatic 
scoliosis). 


ally  away  from  the  side  complained  of,  and  ac- 
companied by  a tilting  of  the  pelvis  and  a so- 
called  sciatic  scoliosis  and  spasm  of  the  spinal 
muscles  on  that  side.  Side  listing  is  taken  to  in- 
dicate an  involvement  or  slip  of  the  lumbosacral 
articulation  on  one  side  only. 

Following  inspection  an  examination  should 
be  carefully  made  concerning  the  following 
points : 
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(1).  Pain.  The  localization  of  pain  in  back 
injuries  is  the  most  enlightening  symptom,  and  a 
brief  examination  of  the  causes  of  pain  in  injury 
of  the  lumbosacral  articulation  is  worth  while. 


Figure  8 — Flat  back  in  the  case  of  true  spondjiolisthesis. 

Pain  is  usually  due  to  three  causes : Strain  on  the 
ligament  and  periarticular  structures ; muscle 
spasm  due  to  partial  or  complete  separation  of 
the  lumbosacral  articulation ; and  pressure  on  the 
fourth  and  fifth  lumbar  and  first  sacral  nerves. 
The  first  two  causes  need  no  explanation.  It  is 
obvious  that  partial  or  complete  separation  of  the 
lumbosacral  articulation  must  result  in  trauma 
and  strain  on  these  structures  similar  in  charac- 
ter to  that  which  accompanies  sprain  and  strain 
of  any  joint.  Pressure  on  the  fourth  and  fifth 
lumbar  nerves  is  due.  so  far  as  can  be  determined, 
to  narrowing  of  the  intervertebral  canals  through 
which  these  nerves  pass.  Such  narrowing  may 
be  caused  in  two  ways — by  swelling  and  edema, 
the  result  of  inflammatory  reaction,  and  by  a 
change  in  the  relations  between  the  fourth  and 
fifth  lumbar  vertebra,  and  the  fifth  lumbar  ver- 
tebra and  the  sacrum,  bringing  about  an  actual 
decrease  in  the  caliber  of  the  canal.'  As  the 
canals  are  just  large  enough  to  permit  the  pas- 
sage of  the  spinal  nerve  under  normal  conditions, 
it  is  evident  that  a slight  decrease  in  diameter  will 
result  in  pressure  on  these  nerves  and  pain  refer- 
red over  their  distribution. 

Pain  in  injuries  of  the  lumbosacral  articulation, 
then,  is  comi)lained  of  at  the  lumbosacral  junction, 
which  is  above  and  internal  to  the  sacroiliac  joint, 
frequently  up  the  back  as  high  as  the  ribs  due  to 
muscle  spasm  and  along  the  distribution  of  the 
fourth  and  fifth  lumbar  nerves.  As  these  nerves 


form,  with  the  first  and  second  sacral,  the  lumbo- 
sacral cord,  the  pain  will  be  referred  along  the 
sciatic  nerve  into  the  thigh,  the  lateral  and  pos- 
terior aspect  of  the  leg  and  the  dorsum  of  the 
foot.  I might  add  the  pain  referred  chiefly  into 
the  buttocks  and  region  of  the  greater  trochanter 
is  more  characteristic  of  sacroiliac  involvement. 

f2).  Points  of  tenderness.  The  chief  points 
of  tenderness  are  over  the  lumbosacral  articula- 
tion or  to  one  side  over  the  transverse  processes 
over  the  posterior  iliac  crests  at  the  attachment 
of  the  iliolumbar  ligament,  and  along  the  sciatic 
nerve.  There  is  frequently  a tenderness  over 
the  sacroiliac  joint  of  one  or  both  sides  due  to 
an  involvement  of  this  joint  in  the  injury  or  sec- 
ondary to  the  long  continued  lumbosacral  condi- 
tion. 

(3) .  ^luscle  Spasm.  In  cases  of  spondylo- 
listhesis or  prespondylolisthesis  type,  the  muscle 
spasm  is  bilateral,  the  spinal  muscles  standing  out 
prominently  often  as  high  up  as  the  lower  mar- 
gin of  the  scapula.  In  the  unilateral  type  the 
muscle  spasm  involves  only  the  spinal  muscles  on 
one  side,  the  affected  side,  which  stand  out  in 
contrast  with  those  of  the  opposite  side. 

(4) .  Spinal  movements.  Our  experience  is 
that  the  spinal  movements  are  limited  in  all  di- 
rections. Forward  bending  is  limited  and  pain- 
ful. particularly  if  the  test  is  made  in  the  sitting 
position  so  that  all  the  movement  must  take  place 
in  the  lumbar  spine.  Lateral  bending  is  limited 
usually  toward  both  sides,  but  usually  more  so 
toward  the  involved  side.  E.xtension  or  hyper- 
extension of  the  spine  is  limited  and  usually  quite 
painful. 

In  conjunction  with  the  testing  of  the  spinal 
movements,  an  examination  into  the  limitation  of 
straight  leg  raising  is  very  important.  With  the 
patient  on  his  or  her  back,  and  the  hand  under 
the  lumbar  spine,  to  note  when  it  moves,  the  leg 
is  raised  with  the  knee  extended.  In  injury  to 
the  lumbosacral  articulation  there  is  always  a 
marked  limitation  of  this  movement,  usually  on 
both  sides,  but  always  more  on  the  affected 
.side  (Fig.  9).  As  soon  as  strain  is  brought  on 
the  lumbosacral  articulation,  pain  is  complained 
of,  due.  of  course,  to  strain  of  movement  on  the 
irritated  joint. 

These  four  points  constitute  the  important 
symptoms  to  be  investigated  in  determining  in- 
jury of  the  lumbosacral  articulation.  If  the  find- 
ings on  these  points  are  postive  and  an  .x-ray  ex- 
amination reveals  one  of  the  several  abnormali- 
ties to  be  met  with  in  this  region,  we  may  confi- 
dently make  a diagnosis  of  injury  to  the  lumbo- 
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sacral  joint  in  acute  cases.  If,  however,  the  case 
is  of  long  standing  and  gives  a history  of  months, 
and  at  times  even  years,  of  back  symptoms  and 
incapacity,  we  are  even  more  justified  in  our  di- 
agnosis. 


Figure  9 — Showing  the  limitation  of  straight  leg  raising  found  with 
lumlwsacral  patholog>-. 


The  chief  point  in  differential  diagnosis  is  to 
distinguish  between  injury  to  the  lumbosacral 
joint  and  that  of  the  sacroiliac  joint.  I am  will- 
ing to  admit  that  this  differentiation  is  extreme- 
ly difficult  in  many  cases  due  to  the  great  simi- 
larity in  symptoms  of  these  two  very  different 
conditions.  It  does  not,  however,  seem  advisable 
to  enter  into  a discussion  of  this  differential  diag- 
nosis in  this  presentation  because  of  its  com- 
plexities. Those  of  you  who  are  interested  will 
find  it  covered  in  several  exhaustive  articles  by 
Smith-Peterson.  This  much  may  be  said : The 
sacroiliac  joint  is  by  comparison  with  the  lumbo- 
sacral articulation  a very  strong  joint,  being  but 
slightly  movable  ami  well  supplied  by  ligaments. 
It  is  then  much  less  vulnerable  than  the  lumbo- 
sacral joint.  Therefore,  while  admittedly  injuries 
to  the  low  back  may  involve  the  sacroiliac  joint 
and  cause  back  symptoms,  it  is  our  opinion  that 
as  a rule  injuries  to  this  joint  do  not  play  nearly 
as  important  a role  in  the  production  of  long  con- 
tinued and  permanent  disability  as  do  injuries  to 
the  lumbosacral  articulation. 

A correct  diagnosis  in  back  injuries  is  essen- 
tial to  successful  treatment,  the  cutting  down  of 
the  period  of  disability  and  restoration  to  normal 
or  as  near  the  normal  as  can  be  attained.  On  the 
other  hand,  failure  to  size  up  the  situation  cor- 
rectly and  consequent  long  disability  period,  with 
its  discouragement  and  loss  of  faith  in  ultimate 
cure,  makes  the  low  back  problem  a very  difficult 
one.  The  making  of  a correct  diagnosis  is  not 
always  easy  but  a careful  history,  a painstaking 
examination  with  a proper  understanding  of 
symptomatology  and  finally  good  x-ray  plates 
taken  in  the  anterior,  posterior  and  lateral  planes, 
interpreted  with  an  understanding  of  the  possi- 


bility of  abnormalities  involving  this  region, 
should  enable  one  to  make  a fairly  accurate  di- 
agnosis, give  a prognosis  based  on  pathology, 
and  lead  to  the  institution  of  proper  and  result- 
producing  treatment. 

TREATMENT 

In  considering  the  treatment  of  cases  of  lum- 
bosacral injuries,  it  should  be  clearly  borne  in 
mind  that  such  injuries  involve  two  types  of 
spine — the  normal  spine  and  the  abnormal  spine. 
It  is  our  opinion  that  a very  different  attitude 
must  be  taken  as  regards  both  prognosis  and 
treatment  when  dealing  with  a normal  spine  and 
an  abnormal  one.  Injuries  to  normal  spines  form 
the  bulk  of  the  spinal  injuries  both  in  industry  and 
in  ordinary  civil  life.  In  injuries  to  normal  spines 
the  tears  of  ligaments,  aponeurotic  and  muscu- 
lar structures  should,  under  adequate  treatment, 
follow  a normal  course  to  recovery,  just  as  a 
sprain  or  strain  or  dislocation  of  any  normal 
joint  does,  with  this  difference : That  such  back 
injuries  will  be  slow  in  recovery  because  of  the 
greater  difficulty  in  giving  them  adequate  fixa- 
tion. In  injuries  to  the  abnormal  spine  we  can- 
not in  the  majority  of  cases  expect  such  a nor- 
mal convalescence.  \\'e  are  dealing  with  a po- 
tentially weak  structure  which  is  capable  of 
functioning  under  ordinary  conditions  quite  satis- 
factorily ; when,  however,  such  a structure  has 
been  injured,  it  will  rarely  return  to  anything 
like  its  former  condition,  and  frequently  the  re- 
sult is  a more  or  less  incapacitated  individual,  in- 
capable of  returning  to  work  which  requires  much 
physical  exertion.  It  seems  to  me  that  this  dif- 
ference must  be  clearly  distinguished  and  kept 
in  mind  in  outlining  a plan  of  treatment  for  in- 
juries to  the  lumbosacral  region. 

Let  us  first  consider  the  treatment  of  an  acute 
case,  be  it  in  a normal  or  potentially  weak  spine. 
Remembering  that  an  injury  in  this  region  has 
possibilities  of  being  a very  disabling  one,  the 
patient  should  be  put  to  bed,  properly  strapped 
and  an  x-ray  taken  in  the  anterior  posterior  and 
lateral  planes.  A careful  examination  should 
then  be  made,  taking  into  consideration  the  x-ray 
findings  and  the  seriousness  of  the  injury  esti- 
mated. If  the  spine  is  a normal  one,  adequate 
fixation  by  strapping,  brace  or  plaster  cast  should 
be  given  and  maintained  for  a period  of  time 
commensurate  with  the  severity  of  the  symptoms. 
As  soon  as  the  acute  symptoms  disappear,  physi- 
otherapy in  the  form  of  massage,  hot  and  cold 
baths  and  therapeutic  light,  and  finally  exercises 
should  be  used  to  bring  about  as  rapid  a return 
to  normal  as  is  possible.  Our  experience  has 
been  that  adequate  fixation  from  the  first  often 
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saves  a great  deal  of  time  in  convalescence.  Also 
too  early  attempts  at  resumption  of  function  are 
to  be  avoided ; back  injuries  even  in  normal  spines 
require  a longer  period  for  recovery  than  most 
joints  and  cannot  be  hurried. 

Our  experience,  however,  with  sjiines  showing 
one  or  more  of  the  features  which  we  have  men- 
tioned as  factors  in  causing  the  lumbosacral  re- 
gion to  be  structurally  weak ; i.  e..  increased  sacral 
inclination  with  spondylolisthesis,  defective  ar- 
ticular processes,  spina  bifida  occulta  has  been 
quite  diferent.  We  find  that  such  cases  do  not 
progress  along  a normal  course  to  recovery ; on 
the  contrary,  it  is  difficult  or  impossible  to  get 
such  backs  comfortable,  or  if  relief  is  secured, 
within  a varying  period  of  time,  there  is  a re- 
currence of  the  symptoms.  In  other  words,  a 
period  of  partial  or  complete  incapacity  is  en- 
tered upon,  the  overcoming  of  which  taxes  one’s 
ingenuity  to  the  utmost.  As  the  result  of  a very 
discouraging  experience  with  these  cases,  we 
feel  that  operation  offers  the  only  relief  that 
gives  promise  of  remaining  permanent.  If  we 
have  a fifth  lumbar  vertebra  which  is  structur- 
ally weak  by  reason  of  increased  sacral  inclination 
with  spondylolisthesis  or  one  of  the  congenital 
abnormalities,  and  so  incapable  of  properly  func- 
tioning, its  elimination  as  a movable  vertebra  by 
converting  it  into  a fi.xed  sacral  vertebra  through 
artificial  ankylosis  is  a logical  procedure.  By 
doing  this,  we  eliminate  the  weak  and  symptom- 
producing  lumbosacral  articulation  and  throw  the 
burden  of  its  work  upon  the  articulation  between 
the  fourth  and  fifth  lumbar  vertebrae,  which  is 
rarely  weak  and  so  capable  of  assuming  quite 
readily  the  function  of  the  eliminated  joint. 

I do  not  wish  to  suggest  operation  as  the  meth- 
od of  choice  in  early  cases,  nor  can  I see  any 
good  to  be  accomplished  by  it  in  a normal  spine. 
I do  maintain  most  emphatically,  however,  that 
in  the  abnormal  spine  which  does  not  respond 
to  well-planned,  conservative  treatment  within  a 
reasonable  length  of  time,  or  which  readily  re- 
lapses after  apparent  recovery,  operative  treat- 
ment is  not  only  indicated,  but  offers  the  only 
promising  means  of  securing  a result.  Further- 
more. once  the  indications  for  operation  are 
demonstrated,  it  is  our  feeling  that  procrastina- 
tion gains  nothing,  but  on  the  contrary  does  dis- 
tinct harm,  in  that  the  longer  the  period  of  dis- 
ability and  incapacity,  the  more  difficult  is  the 
return  to  normal  and  the  greater  the  danger  of 
an  unfavorable  psychic  element  entering  into  our 
problem. 

We  have  in  our  clinic  carried  out  this  opera- 
tive treatment  in  24  cases  in  which  sufficient 


time  has  elapsed  to  justify  conclusions.  In  23 
of  the  cases  operated  upon,  fusion  of  the  fifth 
lumbar  vertebra  to  the  sacrum  was  done ; in  4 
cases  fusion  of  the  sacroiliac  joint  on  one  side 
was  also  done,  as  the  symptoms  were  such  in 
these  cases  as  to  indicate  involvement  of  both 
articulations.  In  one  case  an  enlarged  and  par- 
tially sacralized  fifth  lumbar  transverse  process 
was  removed.  In  but  one  of  these  cases  has 
there  been  any  return  of  symptoms,  and  that  was 
complicated  by  a long  standing  scoliosis  persist- 
ence of  pain  of  a distinctly  different  character 
than  that  experienced  before  operation  (Fig.  10). 


Figure  10 — Showing  the  range  of  motion  present  in  a case  of  lumbo- 
sacral injury  siz  months  after  a stabilizing  operation  had  been  done. 

While  realizing  that  this  is  not  a large  number 
of  cases,  still  our  experience,  taken  in  conjunc- 
tion with  similar  results  obtained  by  others,  make 
us  feel  that  this  method  has  proven  its  useful- 
ness and  deserves  to  be  accorded  a ver}-  definite 
place  in  the  treatment  of  injuries  of  the  lumbo- 
sacral articulation  in  which  symptoms  have  per- 
sisted in  spite  of  proper  conservative  treatment. 

CONCLUSIONS 

1.  Injuries  to  the  lumbosacral  articulation  are 
of  relatively  frequent  occurrence  as  the  result  of 
injuries  to  the  back  due  to  occupation  or  acci- 
dent. 

2.  The  lumbosacral  region  is  frequently  the 
site  of  abnormalities  and  congenital  deformities 
which  decrease  the  stability  of  the  lumbosacral 
articulation,  making  it  a potentially  weak  point 
and  rendering  it  less  resistant  to  injury. 

3.  In  a normal  spine  injuries  of  the  lumbo- 
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sacral  articulation  recover  as  a rule  with  ade- 
quate fixation  and  physiotherapy. 

4.  In  a spine  in  which,  by  reason  of  some  ab- 
normality, we  have  an  insufficient  lumbosacral 
articulation,  rarely  does  recovery  take  place  and 
long-continued  and  even  permanent  disability  fre- 
quently results. 

5.  Where  a definite  weakness  of  the  lumbo- 
sacral articulation  can  be  demonstrated  in  pa- 
tients with  a disability  period  lasting  over  several 
months,  the  elimination  of  the  incompetent  joint 
by  ankylosing  the  fifth  lumbar  vertebra  to  the 
sacrum  is  a feasible  procedure  and  one  which 
offers  the  greatest  expectation  of  relief. 

DISCUSSION 

NELSE  F.  OCKERBLAD,  M.  D..  (Kansas  City, 
Mo.) : Dr.  Dickson  has  called  attention  to  spondylo- 
listhesis. These  lesions  occasionally  affect  the  nerves 
of  the  bladder.  The  first  case  I saw  of  that  type  was 
a little  girl  six  years  old.  She  had  been  brought  to 
the  physician  for  the  relief  of  bed  wetting.  The  child 
had  no  control  over  the  bladder.  When  it  got  to  a 
certain  fullness,  it  overflowed.  It  was  obvious  there 
was  a nerve  involved.  She  could  be  cystoscoped  with- 
out anesthesia.  It  was  complete  retention  of  urine 
due  to  interference  with  the  nerve  supply. 

The  next  case  was  a man  of  sixty,  who  had  a re- 
tension  in  urine  of  obscure  origin.  He  had  no  pro- 
static obstruction  to  account  for  it.  An  x-ray  picture 
taken  laterally  showed  he  had  a prespondylolisthesis. 

About  the  middle  of  September,  a case  came  to  my 
attention  of  a woman  who  had  had  for  fifteen  years 
difficulty  in  urination.  She  had  a urethral  caruncle 
removed  on  two  occasions.  She  had  difficulty  in 
forcing  any  urine  out  of  the  bladder.  We  discovered 
she  had  a residual  urine  of  600  cc.  and  until  her 
bladder  was  that  full,  she  was  unable  to  void.  If  you 
emptied  it,  she  could  not  void  until  that  reservoir 
was  filled  up.  A lateral  plate  taken  of  her  spine 
showed  she  had  a spondylolisthesis,  and  a history  of 
an  injury  going  back  fifteen  years. 


These  injuries  not  only  have  a bearing  on  industrial 
cases,  but  occasionally  involve  nerves  of  the  bladder 
and  become  important  to  the  field  of  urology. 

ROBERT  SCHROCK,  M.  D.,  (Omaha,  Nebr.):  In 
the  handling  of  traumatic  low  backs,  there  are  two 
hazards  which  are  put  onto  us.  First,  the  measure  of 
our  ability  to  return  this  traumatized  back  to  its  nor- 
mal, or  nearly  normal.  The  smallest  amount  of  re- 
maining partial  debility  which  results  is  a measure 
of  inefficiency.  The  industrial  hazards  are  in  dollars 
and  cents  from  the  standpoint  of  the  people  respon- 
sible for  these  injured  individuals. 

The  later  the  diagnosis  is  made,  the  later  the  insti- 
tution of  treatment,  the  more  expensive  it  is,  not 
only  to  the  people  responsible  financially,  but  to  the 
individual  himself.  It  is  the  attitude  of  too  many 
adjusters  that  these  people  do  not  want  to  get  well. 
They  become  to  the  adjuster  sources  of  terrific  trou- 
ble. I do  not  believe  more  than  one  out  of  one  hun- 
dred is  not  perfectly  willing  and  eager  to  get  rid  of 
that  low  back  pain. 

We  should  not  allow  early  return  to  work  before 
they  have  gone  through  a period  of  redevelopment  of 
those  muscular  structures  which  will  permit  added 
strain.  The  difficulty  of  adapting  the  job  to  the  man 
is  almost  insurmountable. 

It  is  perfectly  practical.  If  we  who  do  not  have 
backs,  from  a traumatic  standpoint,  but  with  trouble 
in  our  muscles,  were  to  start  tomorrow  on  a ditch- 
digging job,  our  musculature  would  not  hold  us  up. 
These  men  return  to  work  without  that  period  of 
redevelopment,  and  can  not  be  expected  to  do  heavy 
work.-  They  must  go  through  a period  of  light  work 
as  a preliminary  to  return  to  their  normal  occupation. 

DR.  DICKSON,  (closing) : I am  glad  the  Doctor 
called  attention  to  our  bladder  symptoms.  We  did 
not  have  time  to  go  into  all  of  them.  It  has  an  im- 
portant bearing  on  your  complications  in  these  cases. 
It  is  one  phase  we  are  going  over  carefully  now. 
Last  week  I had  a physician  troubled  with  retention. 
He  is  worried  about  himself  because  he  thinks  he 
will  get  a pyelitis.  He  is  willing  to  do  anything  to 
eliminate  it.  It  is  an  important  general  result  which 
may  come  about  as  a result  of  disturbed  relations  at 
this  point.  As  Dr.  Schrock  said,  the  low  back  is  the 
bane  of  the  industrial  world  today. 


MANAGEMENT  OF  SURGICAL  DISEASES  OF  THE  THORAX* 

CLARENCE  EMERSON,  B.  Sc.,  M.  D..  Ph.  D..  F.  A.  C.  S., 

Lincoln,  Nebraska. 


Surgery  of  the  thorax  has  not  yet  attained  to 
the  advanced  state  of  progress  that  has  been 
achieved  in  surgery  of  other  major  cavities,  par- 
ticularly the  abdomen  and  pelvis.  This  dearth 
of  exact  and  accepted  knowledge  in  this  branch 
of  surgery  is  well  demonstrated  by  the  compara- 
tively meager  space  alloted  to  it  in  fairly  recent 
texts  and  systems  on  surgery.  Of  standard  sys- 
tems one  three-volume  set  contained  just  thirty- 
five  pages  on  the  thoracic  cavity  and  lungs  ex- 
cluding the  heart.  An  English  five  volume  work 
had  thirty-seven  pages  devoted  to  the  thorax. 

•This  is  the  first  of  a series  of  articles  on  Surgical  Diseases  of  the 
Thorax  to  appear  in  the  Journal. 


Keen’s  System  with  its  latest  volumes  has  fifty 
pages  much  of  which  describes  more  or  less  ob- 
solete positive  and  negative  pressure  cabinets 
which  are  chiefly  valuable  now,  historically.  The 
most  comprehensive  recent  literature  that  has 
been  put  in  text  form  is  found  in  “Surgical  Diag- 
nosis and  Treatment  by  American  authors  edited 
by  A.  J.  Ochsner,  where  one  hundred  and  thirty 
pages  are  given  to  thoracic  surgery  with  a large 
share  assigned  to  surgery  of  pulmonary  tubercu- 
losis. The  explanation  of  the  slower  progress  in 
this  field  lies  in  the  intense  fear,  and  we  now  be- 
lieve unwarranted  fear,  of  opening  the  thoracic 
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cavity.  The  surgeons  of  the  ninties  and  earlier 
who  were  daring  in  their  approach  to  other  ma- 
jor cavities  were  filled  with  timidity  about  open- 
ing the  thorax.  The  collapse  of  the  lung  and 
occurrence  of  pheumothorax  was  viewed  with 
alarm  as  an  irretrievable  and  necessarily  fatal 
misfortune.  In  justification  of  this  apprehension 
at  that  period  of  progress  in  thoracic  surgery  it 
may  be  said  that  there  had  been  observed  the  oc- 
currence of  unexplained  fatal  shock  following  op- 
ening of  a previously  intact  pleura.  Recent  au- 
thors have  stated  that  a reflex  closure  of  the 
glottis  may  occur  as  a result  of  incising  a pleura 
without  deep  narcosis.  Experimentally  the  pro- 
duction of  a large  thoracotomy  with  a resultant 
complete  collapse  of  one  lung  seemed  to  reduce 
the  tidal  air  in  the  opposite  lung  to  a fatal  de- 
gree. 

The  early  outstanding  mile-stones  of  progress 
came  in  the  period  from  1895  to  1905  and  was 
largely  the  contributions  of  American  surgeons. 
The  next  epoch  during  which  pressure  cabinets 
were  the  vogue  received  its  impetus  largely  from 
German  surgeons,  particularly  Freidrich,  Sauer- 
bruch  and  Brauer.  In  1910  Meltzer  and  Auer, 


FIG.  A 

Sauerbruch  negative  pressure  cabinet,  now  obsolete  in.  thoracic  surgery, 
but  historically  of  great  importance  in  the  study  of  mechanics  of 
respiration. 

elaborating  and  extending  the  work  of  Fell, 
Matus  and  Blum,  and  O’Dwyer,  developed  the 
insufflation  anaesthesia  which  has  supplanted  un- 
wieldy cabinets  when  pressure  variation  needs  to 
be  compensated  for.  To  more  clearly  credit  the 
pioneers  in  this  adventurous  activity  the  follow- 
ing chronological  outline  is  given : 

1895:  Bazy  occluded  thoracotomy  wound  with  ex- 

ploring finger  to  prevent  extensive  collapse. 

1896:  Tuffier  and  Hallion  determined  difference  in 

pressure  of  6 mm.  of  mercury  within  and  without  the 
lung. 

1893:  Fell  demonstrated  a bellows  controlled  pul- 

motor.  O’Dwyer  modified  it  by  attaching  a laryngeal 
tube.  Blum  used  the  apparatus  to  resusicitate  in 


asphyxia  neonatorum.  Matus  substituted  a pump  for 
the  bellows. 

1897:  Milton  used  the  apparatus  in  one  operation. 

1898:  Matus  and  Parham  further  developed  the 
subject. 

1899:  Kuhn  advised  a laryngeal  insufflation  tube. 

1904  to  1908:  F^'iedrich,  Sauerbruch,  Brauer,  num- 

erous contributions  on  pressure  cabinets. 

1910:  Meltzer  and  Auer  inti atiacheal  insufflation 

anaesthesia. 

The  gross  result  of  this  series  of  experiments 
and  the  clinical  experience  of  the  following  years 
up  to  the  period  of  the  World  War  was  to  ad- 
vance the  knowledge  of  the  principles  of  physics 
and  physio-pathologic  phenomana  of  the  chest, 
to  allay  the  fears  of  thoracotomy  and  greatly  in- 
crease! the  temerity  and  confidence  with  which 
thoracic  surgery  was  approached.  The  cumber- 
some and  unwieldy  pressure  cabinets  are  almost 
universally  discarded.  Opening  the  thorax  has 
come  to  be  considered  a less  formidable  and  dan- 
gerous procedure  than  was  formerly  supposed 
and  the  great  majority  of  cases  can  be  dealt  with 
under  open  anaesthesia  without  great  risk.  Sauer- 
bruch whose  name  is  most  intimately  associated 
with  the  development  of  pressure  cabinets  has 
used  them  but  rarely  in  later  years  and  may  now 
have  discarded  them  altogether.  In  the  e.xcep- 
tional  case  requiring  general  anaesthesia  and 
where  bilateral  disturbance  of  pressure  is  un- 
avoidable insufflation  anaesthesia  by  the  method 
of  Meltzer  and  Auer  is  a more  simplified  and 
efficient  means  of  maintaining  gaseous  inter- 
change between  the  lung  and  the  external  atmos- 
phere. 

For  the  period  during  and  following  the  World 
War  through  the  opportunities  afforded  to  study 
chest  injuries  and  because  of  the  numerous  cases 
of  empyema  and  lung  abscess  complicating  the 
contemporary  influenza  epidemic,  a further 
epoch  may  be  designated  in  the  progress  of  thor- 
acic surgery  which  has  to  do  especially  with  a 
better  understanding  of  the  physics  involved  and 
with  the  management  of  empyema.  The  work  of 
the  Empyema  Commission  established  significant 
principles  of  management  based  on  a better 
knowledge  of  the  mechanism  of  respiration. 

Former  conceptions  of  the  mechanics  of  the 
thorax  were  erroneous  mainly  because  the  medi- 
astinum was  considered  a rigid  partition  dividing 
the  two  thoracic  cavities  into  entirely  independent 
spaces  each  unaffected  by  pressure  alterations  in 
the  other.  It  was  believed  that  an  open  pneumo- 
thorax in  one  side  caused  the  opposite  lung  to 
carry  on  the  whole  of  the  respiratory  function 
and  that  no  expansion  or  contraction  of  lung  oc- 
curred on  the  side  of  the  opening.  Emerson, 
Sauerbruch  and  Mayer  held  this  opinion.  Garres, 
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writing  in  1911,  stated  that  the  pressure  in  the 
thoracic  cavity  was  atmospheric  pressure  on  the 
side  of  the  thoracotomy  and  the  normal  T mm.  of 
mercury  negative  pressure  on  the  opposite  side. 
Powers,  in  1922.  Ochsner’s  Surgery,  makes  the 
same  observation. 


It  is  now  an  established  fact  that  the  normal 
mediastinum  is  not  a rigid  partition,  but  is  mo- 
bile to  a marked  extent.  This  mobility  is  such 
that  for  practical  purposes  the  thorax  may  be 
regarded  as  one  cavity. 


Experimentation  shows  that  the  thorax  of  the 
dog  and  of  the  human  behave  in  identical  man- 
ner. Dog  experiments  prove  that  one  thoracic 


Schematic,  illustrating  changed  status  of  understanding  of  thoracic 
mechanics  in  open  pneumothorax. 


FIG.  1 

Redrawn  from  Moschowitz  il- 
lustration showing  rigid  media- 
stinum. Complete  collapse  of  one 
lung  and  normal  expansion  of  the 
other. 


FIG.  2 

Illustrating  mechanics  of  open 
pneumothorax  correctly  shelving 
mobile  mediastinum  and  approxi- 
mately equal  collapse  in  each 
lung. 


cavity  does  not  function  independently  of  me- 
chanical factors  in  the  other.  If  a thoracotomy 
is  done  on  one  side  both  lungs  collapse  equally. 
Collapse  is  not  complete  on  the  operated  side. 
The  density  and  air  containing  values  are  the 
same  on  the  two  sides.  Opening  both  thoracic 
cavities  may  be  not  necessarily  fatal. 

Further  experiments  indicate  that  there  is  a 
direct  ratio  between  the  size  of  the  opening  and 
the  danger  of  death  dependent  on  the  vital  capac- 
ity of  the  lungs.  The  normal  average  vital  ca- 
pacity is  3700  cc.  A patient  with  this  vital  ca- 
pacity measured  by  an  accurate  spirometer  can 
withstand  an  opening  of  eight  square  inches.  If 
the  vital  capacity  is  one-half  of  the  normal  the 
size  of  the  opening  must  not  exceed  4 square  in- 
ches to  avoid  overstepping  the  limits  of  safety. 
It  is  immaterial  whether  the  opening  is  unilater- 
al or  bilateral  providing  the  combined  area  of 
opening  does  not  exceed  the  limits  of  safety  based 
on  the  vital  capacity.  Naturally,  since  the  tidal 
air  represents  the  amount  of  interchange  of  at- 
mosphere essential  to  life  if  the  vital  capacity  is 
equal  to  the  tidal  air  ( 300  to  500  cc  ) no  opening 
can  be  tolerated.  Life  can  be  maintained  as  long 
as  the  vital  capacity  is  not  reduced  below  the  300 
to  500  cc  and.  of  course,  under  normal  conditions 
the  reduction  in  vital  capacity  is  great  before 
tidal  air  is  encroached  upon.  In  empyema  and 
in  pneumonia  there  is  marked  reduction  in  vital 


capacity,  and  when  empyema  has  supervened  on 
a pneumonia  which  is  still  active  as  so  commonly 
occurred  when  empyema  complicated  influenzal 
pneumonia  even  the  tidal  air  is  difficult  to  ob- 
tain. To  add  to  this  the  further  reduction  of 
vital  capacity  that  accompanies  open  pneumothrax 
may  be  fatal. 

With  this  better  understanding  of  the  mechan- 
ics of  the  thorax  Sauerbruch  has  contributed  im- 
portant factors  dealing  with  the  heart  and  circu- 
lation. Normal  respiration  exerts  an  aspirating 
effect  on  the  right  heart.  When  the  lung  is 
compressed  or  collapsed  or  filled  with  inflamma- 
tory exudate  the  work  of  the  right  heart  is  in- 
creased. Aspiration  of  the  heart  fails  and  ven- 
ous stasis  results  as  evidenced  by  increased  ven- 
ous pressure  in  the  general  circulation.  The 
blood  pressure,  therefore,  has  become  along  with 
the  spirometer  a measure  of  the  ability  of  the 
patient  to  withstand  thoracic  surgery.  Sauer- 
bruch will  not  operate  a patient  with  low  blood 
pressure  until  preoperative  management  with 
cardiac  stimulants  has  brought  it  up  to  a safe 
level.  High  blood  pressure  he  considers  no  con- 
traindication. 

Loss  of  heat  from  thoracotomy  wounds  has 
been  found  to  be  of  importance.  Rabbits  may 
lose  3.5°  C.  in  five  minutes.  Thoracotomy  in 
dogs  is  attended  by  greater  heat  loss  than  occurs 
in  laparatomy  with  extensive  eventration.  Guard- 
ing against  undue  loss  of  body  heat  during  thor- 
acic surgery  is  a real  contribution  to  the  safety 
of  the  patient. 

The  mechanical  principles  effecting  thoracic 
surgery  must  not  be  left  without  referring  to  the 
marked  alterations  resulting  from  chronic  dis- 
ease. As  a result  of  fibrosis  and  induration  from 
tuberculosis  or  because  of  peribronchial  adenitis 
and  periadenitis  the  mediastinum  may  actually 
become  or  at  least  approximate  a rigid  partition. 
It  or  the  diaphram  or  both  may  be  immobilized  in 
part  by  disease.  The  mediastinum  may  migrate 
as  the  result  of  cavitation  and  collapse  of  one 
lung  toward  the  side  of  the  shriveled  lung.  It 
thus  becomes  evident  that  the  mechanical  prob- 
lems in  one  case  may  be  quite  at  variance  from 
that  of  another.  The  general  principle,  however, 
of  mobile  mediastinum  and  equality  of  pulmon- 
ary collapse  in  the  two  lungs  must  be  recognized. 
The  effect  of  lesions  such  as  cavitations,  infiltra- 
tions and  consolidations  and  compressions  must 
be  judged  from  their  extent  and  localization. 

Lender  the  leadership  of  Sauerbruch  Central 
European  surgeons  have  inaugurated  a new  era 
in  the  management  of  pulmonary  tuberculosis. 
As  surgical  adjuncts  to  medical  management  of 
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tuberculosis  restricting  activity  in  the  most  in- 
volved lung  by  operative  procedures  several  meth- 
ods have  been  adopted  with  great  success.  Sec- 
tioning of  the  phrenic  ner\’e  to  paralyze  the  dia- 
phragm on  one  side,  cutting  the  spinal  accessory 
nerve  to  reduce  activitv  of  muscles  of  the  chest 
wall,  localized  compression  by  rib  resection,  extra 
pleural  collapse  by  parrafin  plumb  compression 
and  complete  thoracoplasty  have  an  established 
place  in  the  management  of  tuberculosis  with  ex- 
tensive involvement. 

It  may  be  said  that  we  have  passed  safely 


through  the  period  of  fear  and  apprehension  in 
attacking  thoracic  lesions  surgically,  that  we  no 
longer  feel  the  need  of  extensive  pressure  cab- 
inets, that  our  understanding  of  the  mechanics 
of  the  chest  seems  to  be  better  clarified  and  that 
although  much  remains  to  be  established  from 
the  standpoint  of  physiopathologv^  we  have  ac- 
cepted as  definitely  proven  certain  guiding  prin- 
ciples that  point  the  way  of  exactness  and  pre- 
cision, and  that  clinically  much  more  than  ever 
is  being  accomplished  in  this  department  of  surg- 
ery with  results  that  are  encouraging  to  further 
progress. 


PRACTICAL  SURGERY— (Continued) 

JOHN  E.  SUMMERS,  M.  D., 

Omaha,  Nebr. 


THE  INCREASED  MORTALITY  IN  IMPORTANT 
SURGICAL  DISEASES.  ESPECIALLY  IN 
ABDOMINAL  SURGERY 

To  too  many  surgeons  of  the  last  few  years' 
production  the  suggestion  that  their  mortality 
rate  in  abdominal  surgery  or  any  other  kind  of 
surgery  is  higher  than  that  of  surgeons  doing  the 
same  class  of  work  ten  to  twenty  years  ago,  would 
seem  almost  to  be  an  insult  to  their  intelligence, 
but  if  we  are  to  accept  the  findings  of  the  Bureau 
of  \’ital  Statistics  there  are  grounds  for  this  be- 
lief. A paper  upon  this  subject  by  A.  !Murat 
Willis*  strongly  substantiates  the  above.  It  ap- 
pears from  the  Bureau  of  \’ital  Statistics  that 
the  death  rate  from  hernia,  intestinal  obstruction, 
surgical  diseases  of  the  kidney,  and  pelvic  inflam- 
mations. has  materially  declined  since  190-5.  In 
some  other  important  surgical  conditions  the 
death  rate  has  steadily  mounted : For  instance, 
from  1901-1905,  the  death  rate  from  gallstones 
per  100,000,  was  2.2 ; in  succeeding  years  it  rose 
steadily,  showing  an  increase  of  77%.  In  the 
same  period  the  mortality  rate  from  gastro-intes- 
tinal  ulcer  increased  72%  ; from^  appendicitis, 
31%.  Thyroid  diseases  showed  the  terrible  in- 
crease of  250%.  In  certain  well-known  clinics 
where  cases  are  thoroughly  studied,  classified, 
given  the  benefits  of  the  advances  in  the  .science 
of  medicine  due  to  increased  perfected  diagnostic 
and  technical  skill,  the  mortality  rate  is  steadily 
declining.  Doctor  Willis  emphasizes  an  undeni- 
able truth  that  it  is  the  fashion  of  the  day  to 
minimize  the  dangers  of  operative  procedures  in 
most  kinds  of  pathology  within  the  abdomen — 
the  gall  bladder  and  appendix  are  said  to  be  super- 
fluous. useless  parts  of  one’s  anatomy,  and  should 
be  removed  if  there  is  a suspicion  that  discom- 

•Surgery.  Gynecolog>-  & Obstetrics,  March.  1926. 


forts  may  be.  by  any  reasoning,  attributed  to 
them.  W’ith  ulcer  of  the  stomach  and  duodenum, 
extremely  radical  measures  are  advocated  by 
some  leaders  because  they  themselves,  exception- 
ally skillful,  are  able  to  carry  them  out. 

APPENDICITIS 

By  those  who  are  informed,*  it  is  reasonably 
estimated  that  in  Canada  and  the  L’nited  States 
there  are  about  500,000  cases  of  appendicitis  a 
year,  and  of  these  5%,  or  25,000  die.  This  death 
rate  equals  “the  combined  death  rate  from  ec- 
topic pregnancy,  pyosalpinx,  gallstones,  pancreas, 
spleen  and  the  thyroid.  It  nearly  equals  the  mor- 
tality rate  from  gastric  and  duodenal  ulcer,  in- 
testinal obstruction,  and  gallstones". 

Having  grown  up  professionally  with  the  de- 
velopment of  the  recognition  of.  and  treatment 
of  appendicitis,  and  having  done  the  earliest  op- 
eration here  (1888),  and  several  thousand  cases 
since,  the  last  one  today,  I feel  that  I am  in 
a position  to  express  an  opinion  upon  the  sub- 
ject. and  can  perhaps  recognize  the  zc/iy  and 
wherefore  of  the  increased  mortality  rate  of  to- 
day over  that  of  ten  or  more  years  ago. 

The  reason  will  be  found  in  the  cock-sureness 
of  the  modern  product  of  the  surgical  art.  To 
comprehend  the  situation,  let  us  go  back  a little : 
Deaver.  today,  is  recognized  as  probably  the 
most  experienced,  and  as  safe  a surgeon  in  the 
medical  and  surgical  ttreatment  of  appendicitis,  as 
any  man  in  this  country  or  abroad.  Quoting  from 
his  first  book,  A Treatise  on  Appendicitis — 1896, 
he  says,  after  strongly  advocating  early  removal 
of  the  appendix  when  practicable.  “I  believe  that 
laxatives  should  be  administered  in  the  beginning 

*Le  Grand  Guerry,  Transactions  Am.  Surg.  Assn.,  1926. 
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of  every  attack  of  appendicitis.”  In  most  cases 
castor  oil  should  be  administered.”  He  also  ad- 
vocates saline  cathartics,  calomel  in  small  and 
repeated  doses  failing  to  relieve  stomach  irritabil- 
ity, calomel  in  .5  gr.  to  20  gr.  doses  repeated  in 
an  hour,  may  be  given.  Today,  this  most  ex- 
perienced and  brilliant  surgeon  strongly  urges 
against  the  employment  of  any  kind  of  laxative. 

It  was  the  general  practice  of  most  physicians 
to  prescribe  laxatives  in  the  treatment  of  appen- 
dicitis, particularly  in  the  earlier  periods  of  the 
attack.  I never  did  so. 

Liberal  opportunities  for  observation,  and  at- 
tendance upon  manv  medical  gatherings  in  dif- 
ferent parts  of  the  LTited  States,  convinces  me 
that,  as  my  friend  Dr.  Donald  Macrae,  an  excep- 
tionally practical  general  surgeon  and  skillful 
operator,  says,  "It  is  felt  that  the  medical  pro- 
fession generally  is  more  negligent  and  careless 
now  in  the  early  treatment  of  acute  appendicitis, 
than  it  was  twenty  years  ago,  for  then  the  pro- 
cedure was  discussed  more”.  It  might  be  in- 
structive to  the  younger  members  of  the  profes- 
sion. to  learn  how  the  principles  of  the  present 
day  treatment  of  appendicitis  as  carried  out  by 
the  safest  practitioners,  were  developed.  It  re- 
quired a hard  fight,  and  the  wiping  away  of 
jealousies  after  many  acrimonious  debates.  As 
an  example : At  the  Saratoga  meeting  of  the 
American  iMedical  Association,  in  June,  1902, 
Doctor  Deaver  of  Philadelphia,  reported  a series 
of  416  cases  of  appendicitis,  275  acute  and  141 
chronic.  Deaver  advocating  prompt  operation 
on  all  acute  cases  not  moribund.  Doctor  Ochsner 
of  Chicago,  came  back  at  him  with  a report  of  a 
like  series  of  416  cases  of  appendicitis,  of  which 
263  were  acute  and  153  chronic,  a marked  similar- 
ity of  kinds  of  cases,  and  for  comparison  as  to 
results  fairly  alike.  Deaver’s  mortality  was  13- 
plus  per  cent  in  acute  cases,  while  Ochsner ’s  was 
less  than  4 per  cent.  In  the  chronic  cases  of  each 
the  mortality  was  practically  nil.  The  character 
of  the  acute  cases  was  the  same,  for,  as  Ochsner 
well  says,  when  formerly  he  treated  his  acute 
cases  as  did  Deaver  his  275  acute  cases,  his  mor- 
tality was  higher  than  Deaver’s,  whereas,  now  he 
pursues  another  plan,  his  mortality  is  ten  per  cent 
lower  than  Deaver’s.  Dr.  W.  J.  Mayo,  by  fol- 
lowing the  Ochsner  plan,  reduced  the  mortality 
at  the  IMayo  Clinic  at  that  time,  from  15  per  cent 
to  3 or  4 per  cent.  Ochsner  said,  “In  observing 
my  cases  I found  that  the  mortality  was  almost 
entirely  confined  to  the  class  of  cases  which  were 
operated  on  after  the  first  thirty-six  hours  from 
the  beginning  of  the  attack.  The  cases  operated 
on  after  forty-eight  hours  gave  some  mortality. 


and  those  after  72  hours  gave  still  larger  mortal- 
ity, while  those  that  came  after  96  hours  a very 
large  mortality.  From  that  time  on,  the  mortal- 
ity began  to  decrease.  It  seems  clear  that  if  we 
could  operate  on  the  cases  which  come  to  us  in 
the  interval,  and  on  those  which  come  to  us  in 
the  first  36  hours,  we  could  practically  save  them 
all,  and  if  we  could  transform  most  of  the  other 
cases  into  interval  cases  we  would  imsure  a much 
smaller  mortality.” 

At  the  next  meeting  of  the  American  Medical 
Association,  in  New  Orleans,  1903,  Ochsner 
again  explained  in  a very  clear  way,  his  position, 
and  there  was  little  disagreement  with  him.  but 
at  the  Atlantic  City  meeting,  1904,  a most  un- 
dignified and  before  unheard-of  discussion  took 
place.  Deaver  claimed  that  his  mortalitv  in  acute 
cases  since  the  preceding  January  (1904  ) wa': 
less  than  6 per  cent.  Previously  the  Drs.  Price 
of  Philadelphia  had  harangued:  One,  Dr.  Toseph 
Price,  having  stated  that  in  his  last  400  acute 
cases  he  had  lost  only  two  patients.  Price  op- 
erated promptly  on  all  cases  of  appendicitis, 
whatever  the  stage. 

Another  gentleman  from  Philadilphia  also  at- 
tracted attention.  A text-book  writer  from  New 
York  City  indulged  in  epigrams  (which,  by  the 
way,  are  never  arguments).  Two  of  the  gentle- 
men who  had  read  excellent  papers  refused  to 
close  because  of  the  trend  of  the  discussion.  *> 

Several  of  my  friends  visited  Philadelphia  a 
few  days  afterwards  and  saw  cases  operated  upon 
which  had  been  held  until  a more  proper  time 
for  operation,  and  others  denied  operation  until 
they  were  in  a safer  condition.  The  improvement 
in  results  from  a 13-plus  per  cent  mortality  to 
less  than  6 per  cent  was  easily  accounted  for. 

One  of  my  purposes  in  calling  attention  to  the 
absolutely  scandalous  discussion  upon  appendi- 
citis at  the  Atlantic  City  meeting,  is  to  show  the 
jealousies  and  bitter  feeling  which  existed  be- 
tween the  supporters  of  an  unbalanced  advocacy 
of  operating  on  all  acute  cases  of  appendicitis,  and 
those  who  thought  as  did  Doctor  Ochsner.  It 
was  in  reality  the  East  against  the  W’est  and  the 
Chairman  of  the  Surgical  Section  was  perfectly 
overwhelmed  by  the  conduct  of  some' of  the  dis- 
putants. He  was  entirely  unable  to  control  the 
section.  Personalities  were  indulged  in  which 
would  not  have  been  tolerated  for  one  moment  in 
any  of  our  Western  societies.  One  of  the  well- 
known  surgeons  of  Philadelphia  did  not  hesitate 
to  say  that  as  he  did  not  believe  the  statistics  of 
other  men,  he  did  not  expect  others  to  believe  his. 
Claims  were  made  by  the  Philadelphia  men  that 
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they  literally  operated  upon  every  case  as  soon 
as  presented  and  diagnosticated,  and  yet  reliable 
Western  men  were  paralyzed  on  going  into  a 
Philadelphia  hospital  in  which  one  surgeon  who 
made  that  statement  on  the  floor  of  the  A.  M. 
A.,  was  operating,  to  see  patients  actually  pre- 
sented and  operated  upon  for  appendicitis,  with 
the  statement  that  they  had  been  held  awaiting  a 
favorable  period  for  operation.  They  did  not 
practice  what  they  preached,  nor  did  their  state- 
ments of  facts  harmonize  with  their  actual  con- 
duct. The  bombastic  conduct  of  some  of  the 
Philadelphia  men  and  one  New  York  man,  was 
so  violent  and  unconventional  that,  as  I said 
above,  two  men  who  had  read  papers  flately  de- 
clined to  close  their  discussion.  No  such  impro- 
prieties have  ever  been  seen  in  any  Western  so- 
ciety, and  were  discreditable  to  the  members  in- 
volved. Of  course,  for  the  sake  of  decency,  the 
editor  of  the  Journal  of  the  American  Medical 
Association  did  not  publish  the  discussion  as  it 
took  place. 

Now,  if  the  Ochsner  treatment  were  only  rela- 
tive to  the  time  to  operate  there  would  not  be  very 
much  to  it ; however,  this  is  not  the  case.  He  in- 
sisted most  positively  that  under  no  circumstances 
should  laxatives  or  cathartics  be  given  during  the 
active  stage  of  the  inflammation  of  the  appendix, 
neither  should  enemas  be  employed.  No  food 
should  be  given  by  stomach, — what  nourishment 
was  administered  should  be  given  by  enema.  If 
there  were  vomiting  the  stomach  tube  should  be 
used.  Only  enough  morphine  should  be  given 
to  render  the  patient  comfortable.  Thirst  should 
be  quenched  by  rinsing  the  mouth  with  cold  water 
and  by  the  use  of  small  enemata, — later,  small 
sips  of  very  hot  water  frequently  repeated,  may 
be  allowed.  Following  also  a suggestion  of 
Murphy,  Ochsner  recommends  the  use  of  con- 
tinuous normal  salt  solution  by  rectum,  the 
“Murphy  drip”  method.  About  the  same  time 
that  Deaver  and  Ochsner  were  having  their  de- 
bates, Dr.  J.  P.  Murphy  of  Chicago  published  a 
notable  paper  in  the  American  Journal  of  the 
iMedical  Sciences,  July,  1904,  reporting  one  thous- 
and cases  of  appendicitis,  in  which  he  showed 
how,  by  employing  a better  operative  technic, 
the  mortality  of  acute  cases  after  forty-eight  to 
ninety-six  hours,  can  be  materially  reduced.  I 
am  inclined  to  believe  from  many  experiences, 
when  circumstances  compel  me  to  operate  during 
these  acute  periods,  that  a material  advantage  in 
technic  renders  such  cases  more  safely  operable 
and  reduces  the  mortality  equal  to,  and  in  some 
types  of  cases,  below  that  of  the  Ochsner  plan, 
especially  when  his  plan  has  not  been  instituted 
from  the  beginning  of  the  attack. 


I believe  that,  having  been  denied  the  oppor- 
tunity of  an  early  operation,  if  the  disease  ap- 
pears progressive  and  one  is  convinced  of  the 
presence  of  pus,  longer  waiting  may  be  more 
dangerous  than  action.  A technic  which  I em- 
ploy, and  which  is  practically  the  same  as  that 
de.scribed  by  Murphy  in  the  article  above  referred 
to,  certainly  does  lessen  the  mortality  much  be- 
low that  which  was  formerly  employed. 

The  time  not  to  operate  never  can  be  decided 
by  any  rule  such  as  some  people  think  Ochsner 
formulated,  but  rather  an  individual  judgment 
must  apply  in  each  case.  Under  favorable  cir- 
cumstances an  immediate  operation,  within  the 
hour  of  seizure,  will  give  the  best  prognosis. 
There  may  be  many  exceptions  to  this  which  all 
physicians  recognize,  but  I urge  operation  un- 
less the  condition  of  the  patient  and  his  sur- 
roundings demand  delay.  Do  not  operate  when 
the  inflammation  appears  localized  after  forty- 
eight  hours,  until  you  are  convinced  that  pus  is 
present.  Every  case  which  is  not  in  process  of 
resolution  by  the  end  of  the  fifth  or  beginning  of 
the  sixth  day,  requires  operation.  Later  opera- 
tions always  increase  the  many  dangers  of  com- 
plications, more  or  less  life-threatening. 

Above  all,  do  not  be  carried  away  by  the  teach- 
ings of  some  men,  but  rather  rely  upon  your  own 
personal  observations  and  the  advice  of  those 
you  know.  There  are  many  men  in  our  own  ter- 
ritory whose  experience  ranges  from  five  hun- 
dred to  several  thousand  operated  cases  of  ap- 
pendicitis. One  of  experience  knows  that  the 
following  of  any  man’s  rule  in  the  operative 
treatment  of  appendicitis  will  lead  to  disaster. 
I would  not  follow  Ochsner  absolutely,  because 
I have  met  disaster  in  so  doing,  yet  less  frequent- 
ly has  this  happened  than  by  any  other  special 
practice.  My  opinion  based  on  an  active  hospital 
and  private  experience  in  appendicitis,  of  many 
years,  is  that  a happy  medium  between  the  prac- 
tices of  Ochsner  and  IMurphy  is  the  best.  Never 
follow  the  waiting  methods  of  Ochsner  too  long. 
Do  not  begin  the  active  methods  of  Murphy  too 
early  after  3G  to  48  hours  from  the  beginning  of 
the  attack.  Do  not  operate  after  48  hours  from 
the  beginning  of  the  attack  unless  the  symptoms 
point  to  a spread  of  the  inflammation  beyond  the 
immediate  location  of  the  appendix  when  the  pa- 
tient has  had  the  benefit  of  the  “Ochsner  treat- 
ment” from  early  in  the  attack ; otherwise  do 
not  delay  operation  for  an  hour.  Do  not  operate 
from  the  third  to  the  fifth  day  if  the  patient  is 
doing  nicely  and  the  symptoms  are  localized.  Do 
not  delay  operation  beyond  the  sixth  day — or  at 
the  latest,  8th  day — if  you  are  not  convinced 


Vol.  XIV,  No.  2 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


55 


resolution  is  taking  place.  Try  to  govern  your 
actions  by  }wir  conception  of  the  pathology  pres- 
ent, irrespective  of  the  number  of  hours  or  days 
since  the  beginning  of  the  attack,  remembering 
always  that  the  safe  time  to  operate  is  when  the 
inflammatory  products  are  confined  within  the 
appendix. 

Do  not  operate  upon  apparently  moribund  pa- 
tients : they  all  die  after  operation  and  the  op- 
erator by  his  act  tends  to  bring  surgery  into  dis- 
repute. 

A few  words  as  to  the  technic  of  operation : 
The  incision  I usually  employ  is  one  through  the 
outer  margin  of  the  rectus  muscle.  This  inci- 
sion allows  of  lengthening  to  admit  of  the  carry- 
ing-out  of  any  procedure  that  the  pathology  en- 
countered may  necessitate.  In  known,  clean  cas- 
es I have  many  times  used  the  McBurney  inci- 
sion. I like  also  to  open  the  rectus  sheath,  re- 
tract the  muscle  well  towards  the  median  line, 
and  then  open  the  peritoneum  through  the  pos- 
terior rectus  sheath.  This,  when  the  wound  is 
closed,  gives  an  excellent  protection  against  dan- 
ger of  post-operative  hernia.  It  is  a miserable 
incision  if  drainage  has  to  be  employed.  I cof- 
fer-dam with  gauze  strips  the  infected  area  away 
from  the  peritoneal  cavity — always  preferring  to 
open  the  abdomen  median  to  an  adhesive  area. 
The  appendix  is  nearly  always  removed — the  only 
exception  being  in  instances  where  the  doing-so 
would  probably  seriously  damage  the  enveloping 
intestines.  It  is  my  practice  to  drain  all  acute, 
severely  infected  cases.  If  the  infection  is  an  ex- 
tensive one  and  the  incision  has  been  fouled  by 
the  escaping  pus,  either,  the  incision  should  not 
be  sutured  at  all,  being  simply  drawn  together 
by  several  towel  hooks,  or  closed  by  silkworm 
gut  through  and  through  sutures.  It  is  in  many 
such  instances  unwise  to  close  the  peritoneum 
and  fascia  with  catgut.  A badly  infected  wound 
with  sloughing  of  the  fascia  may  follow  layer 
closure  of  such  wounds.  When  the  wound  has 
not  been  primarily  sutured,  it  is  taken  care  of 
later  by  secondary  suture  or  adhesive  plaster 
closure.  I have  closed  many  such  wounds  with- 
out resultant  hernia.  Being  temporarily  left  open 
they  are  life-saving  drainage  exits. 

Dr.  Van  Buren  Knott,  formerly  of  Sioux  City, 
is  the  sanest  man.  and  in  my  opinion  the  best 
operator  I have  seen,  in  the  handling  of  all  types 
of  appendicitis.  I have  seen  him  operate  many 
times.  In  a discussion  of  a paper  of  my  own 
upon  this  subject,  he  said:  “Cast-iron  rules  can- 
not be  followed  in  appendicitis.  Every  surgeon 
should  follow  out  his  own  methods.  I believe  in 
early  operations.  An  attempt  to  classify  cases 


of  appendicitis  by  hours  is  impossible.  A case 
of  four  hours'  duration  may  be  late,  while  one  of 
ninety  hours  may  be  early.  We  have  all  found 
gangrene  when  the  operation  has  been  done  very 
early.  Any  case  is  late  in  which  the  infection  is 
periappendicular.  Hours  have  nothing  to  do ; 
pathology  has  all  to  do.  In  general  sepsis  I be- 
lieve in  temporizing ; the  mortality  in  these  cases 
is  necessarily  high.  Death  in  such  cases,  after 
operation,  makes  a terrible  impetus  against  op- 
eration in  general.  One  should  enter  the  abdo- 
men on  the  inner  side  of  an  adhesive  area,  not 
through  it.  I cannot  admit  that  an  operation  for 
appendicitis  is  an  easy  one ; some  few  may  be. 
When  perforation  and  gangrene  are  present  the 
operation  is  one  of  the  most  difficult  operations 
ever  performed.  I am  opposed  to  the  statement 
that  they  arc  ever  easy.  I think  it  is  unwise  to 
be  guided  by  any  rule  of  action.  One  must  be 
guided  by  one’s  own  experience  and  study.’’ 

The  best  results  of  any  treatment  of  appen- 
dicitis done  by  one  man  during  the  past  twenty- 
five  years  I know  of,  are  those  of  Dr.  Le  Grand 
Guerry,*  of  Columbia,  South  Carolina.  The 
series,  an  unselected  one,  was  of  2959  cases,  with 
sixteen  deaths — a mortality  of  0.54. 

No.  No. 

Cases  Deaths  IMortallty 


Chronic  appendicitis  

1241 

0 

0 

Acute  appendicitis  

688 

1 

0.15 

Gangrenous,  ruptured,  local- 
ized abscess  

570 

4 

0.7 

Acute  diffuse  peritonitis 

85 

7 

8.2 

Cases  in  extremis;  abscess 
drained,  appendix  not  re- 
moved   - 

9 

3 

33.33 

Appendix  removed  in  the  course 
of  other  operations 

366 

1 

0.27 

2959 

16 

0.54 

The  methods  of  treatment  employed  by  Dr. 
Guerry  were  chiefly  based  upon  those  recom- 
mended by  Ochsner.  The  operative  technic  was 
his  own,  based  upon  his  knowledge  of  the  work 
of  others  and  his  personal  experience  as  a gen- 
eral surgeon,  which  is  a wide  one. 

I have  purposely  not  mentioned  blood  findings 
in  discussing  the  subject  of  appendicitis.  When 
the  circumstances  admit,  I commonly  have  a 
study  of  the  blood  made — this  is  a routine  in  the 
University  Hospital  and  in  the  other  Hospitals 
where  I work.  It  is  of  value  only  when  the  phy- 
sician can  evaluate  it  with  all  other  clinical  find- 
ings. It  is  a weakness  to  regard  it  seriously  un- 
less the  physician  knows  appendicitis  and  has  a 
real  intimate  acquaintance  with  its  routine  behav- 
ior and  its  vagaries. 

*Trausactions  American  Surgical  Association,  1926 
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I have  called  attention  to  the  increased  mor- 
tality in  cases  of  appendicitis  for  the  purpose  of 
emphasizing  the  importance  of  the  patholog}' — 
the  seeming  tendency  to  belittle  it.  From  my 


experience  as  a teacher  I have  many  proofs  of 
the  apparent  indifference  to  the  seriousness  of 
the  disease,  in  the  minds  of  students,  hospital  in- 
ternes, young  surgeons,  and  some  of  their  elders. 


THE  MEDICO-LEGAL  ASPECT  OF  THE  COMPENSATION  ACT* 

G.  L.  DeLACY.  Esq., 

Omaha,  Nebr. 


As  I view  it.  Workmen’s  Compensation  legis- 
lation represents  the  effort  of  modern  society  to 
meet  a situation  resulting  from  the  high  degree 
of  mechanization  and  extensive  use  of  power, 
characteristic  of  modern  industry.  It  is  the  out- 
come of  a gradual  evolution  in  public  opinion  with 
regard  to  the  relation  and  responsibility  of  the 
community  and  the  employer  to  the  wage  earner 
in  matters  of  safety  and  health.  Prior  to  the 
introduction  of  these  Compensation  Laws,  rights 
and  duties  of  master  and  servant  were  covered 
by  the  Common  Law.  Under  the  Common  Law. 
a master  was  not  in  any  wise  liable  to  his  servant 
unless  the  servant's  injury  was  directly  due  to 
the  employer’s  negligence.  The  master  owed 
certain  duties  towards  the  servant  with  reference 
to  furnishing  a reasonably  safe  place  to  work, 
reasonably  safe  tools  and  so  forth,  but  tbe  duty 
of  the  master  in  the  main,  as  to  his  servants,  was 
no  more  than  that  which  he  owed  to  any  stranger 
who  might  lawfullv  be  upon  his  premises.  At 
Common  Law.  the  master  had  three  defenses : 

1.  The  assumption  of  risk.  This  means  that 
the  servant,  in  accepting  employment,  assumed 
the  usual  and  ordinary  risks  incident  to  such  em- 
ployment. 

2.  The  second  defense  was  known  as  the  fel- 
low-servant defense,  which  was  to  the  effect  that 
the  master  was  not  liable  for  injuries  caused  by 
the  acts  of  fellow-servants,  if  he  had  used  or- 
dinary care  in  the  selection  of  his  servants. 

3.  The  contributory  negligence  defense  by 
which  the  recovery  of  damages  for  injuries,  which 
were  caused  in  part  by  the  employee’s  own  negli- 
gence. might  be  denied. 

Theoretically,  this  made  it  impossible  for  the 
servant  to  recover  damages  for  injuries  in  the 
absence  of  a clear  case  of  negligence  on  the  part 
of  his  employer.  The  burden  was  on  bim  to 
prove  it. 

Attempts  were  made  in  England,  and  later  on 
in  tins  country,  to  soften  the  hard  and  fast  Com- 
mon Law  Rule,  by  passing  what  is  known  as 
Employers  Liability  Acts.  These  Acts,  in  the 

‘Given  before  the  annual  banquet  of  the  Oniaha-Douglas  County  Medi- 
cal Society.  Januarj'  8.  1929. 


main,  either  abolished  the  defense  or  assump- 
tion of  risk,  or  made  it  a question  for  a jury. 
These  acts  generally  abolished  the  fellow-servant 
defense.  They  also  made  contributory  negli- 
gence a question  for  the  jury,  provided  that  it 
should  not  be  a bar.  but  that  the  recovery  should 
be  diminished  on  account  of  contributory  negli- 
gence and  in  the  main,  provided  that  all  questions 
of  negligence  and  contributory  negligence  were 
for  the  jury. 

I assume  that  it  is  a matter  of  common  knowl- 
edge that  the  main  effort  of  a personal  injury 
lawyer,  in  trying  a case  for  an  injured  plaintiff, 
either  against  his  master  or  any  one  else,  is  to 
get  to  the  jury.  If  the  litigant  and  his  counsel 
can  get  in  enough  evidence  so  that  the  Court  will 
submit  it  to  the  jury,  and  if  his  client  has  sus- 
tained some  injuries,  the  jury  will  generally  take 
care  of  him.  This  effort  to  get  to  the  jury  re- 
sulted in  an  infinite  amount  of  false  swearing 
and  perjury.  There  was  also  an  uncertainty 
about  it.  One  claimant  would  get  a substantial 
verdict  and  the  other  one  would  not  receive  any- 
thing. It  was  necessary  for  the  injured  work- 
man who  wished  to  sue  his  master  to  employ  an 
attorney.  These  cases  were  generally  handled  on 
a percentage  basis,  tbe  percentage  ranging  from 
twenty-five  percent  to  fifty  percent.  Such  liti- 
gation was  costly  and  long  drawn  out.  Too  fre- 
quently lawyers  were  guilty  of  sharp  practice  in 
swindling  the  injured  employee  out  of  a major 
portion  of  his  recovery. 

Certain  other  Acts  were  passed  by  the  various 
legislatures  in  this  country  known  as  Factory 
Acts.  These  Acts  provided  for  certain  safety 
appliances,  all  to  the  end  to  lessen  the  hazard  of 
employment.  These  Acts  generally  abolished  the 
defense  of  assumption  of  risk  and  contributory 
negligence  in  cases  resulting  from  a violation  of 
these  Factory  Acts. 

All  of  these  Acts  tended  to  modify  the  Com- 
mon Law  rule  as  between  Master  and  Servant. 

The  passage  of  such  legislation  opened  the 
way  for  the  Compensation  Acts.  The  great 
complexity  of  relationships  in  modern  life  brought 
with  it  the  necessity  of  coping  in  a comprehensive 
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and  systematic  way  with  problems  which  owed 
their  existence  to  that  very  complexity.  Public 
opinion  came  to  regard  the  care  and  rehabilita- 
tion of  injured  workers  as  a just  charge  upon  the 
industry  in  which  the  accident  occurred  and 
through  that  industry  upon  society. 

The  first  of  these  Workmen’s  Compensation 
Laws  was  passed  in  Germany  in  1884.  They 
were  later  passed  in  England  and  from  England 
spread  to  this  country.  Nearly  all  of  our  legis- 
lation on  the  subject  has  been  since  1910.  Up 
until  1926  all  the  states  of  the  Lhiion  had  such 
Acts  with  the  exception  of  Arkansas,  Elorida, 
Mississippi,  North  Carolina  and  South  America. 

These  Acts  have  become  matters  of  concern 
to  industry  because  of  the  ever-increasing  cost 
laid  upon  industry.  This  increasing  cost  is,  of 
course,  due  to  the  incessant  liberalization  of  bene- 
fits, including  medical  attention.  A conservative 
estimate,  says  a New  York  writer  on  the  subject, 
would  place  the  annual  nationwide  expenditure 
for  such  Acts  in  1926  well  over  $200,000,000. 
In  New  York  State  alone,  in  1925,  the  cost  to 
employers,  exclusive  of  self-insurers,  was  more 
than  $50,000,000.  Another  cause  of  the  dissatis- 
faction is  the  inequality  of  benefits  provided 
under  the  various  State  laws.  The  manufacturer, 
for  instance,  in  Nebraska,  observes  his  competitor 
in  Iowa  paying  lower  rates  because  of  differen- 
tials in  benefit  schedules,  medical  allowances, 
narrower  judicial  interpretation  of  the  law  and 
differences  in  administration.  I do  not  know 
whether  you  remember  it  or  not,  but  one  legisla- 
ture under  Adam  McMullen  repealed  the  entire 
Nebraska  Compensation  Act  and  substituted  the 
Iowa  Act.  This  Iowa  Act  has  limited  medical 
expenses  and  has  certain  limitations  as  to  the 
payment  of  compensation  for  total  disability.  This 
Bill  was  vetoed  by  Governor  McMullen  largely 
because  of  the  fact  that  it  provided  for  limited 
medical  attention.  The  last  Legislature  passed 
an  Act  calling  for  the  appointment  of  a Commis- 
sion to  make  a study  of  our  Compensation  Act 
and  to  make  suggestions  for  its  improvement. 

As  I have  said  before,  there  has  been  a tend- 
ency to  liberalize  these  Compensation  Acts  and 
to  increase  the  benefits  to  the  workmen.  Speak- 
ing generally,  these  Acts  in  the  beginning,  allow- 
ed compensation  only  for  injury  resulting  from 
accident  arising  out  of  and  in  the  scope  of  the 
servant’s  employment.  The  Acts  generally  de- 
fined an  injury  by  accident  as  one  resulting  in  ob- 
jective symptoms  at  the  time  of  its  happening. 
Originally,  an  injury  by  accident,  resulted  from 
an  unexpected  and  fortuitous  event,  happening 
more  or  less  suddenly  and  at  a definite  time  and 


place,  and  this  definition  has  been  liberalized  to 
require  only  that  the  injury  be  unexpected,  for- 
tuitous and  so  forth,  that  is,  the  injury  is  treated 
as  the  accident.  It  does  not  matter  that  the  in- 
jury was  not  caused  by  an  accident,  but  resulted 
from  merely  normal  and  customary  activities. 
Under  this  liberalized  rule  industry  has  been 
made  liable  for  deaths  and  disabilities  from  heart 
failure,  hernia  and  other  diseases  due  merely  to 
going  to  work  at  a time  when  the  employee  ought 
to  have  stayed  at  home  or  gone  to  a hospital.  In 
many  states,  by  statutory  enactment,  the  word 
“accident”  has  been  left  out  of  the  Act  and  the 
Acts  allow  recovery  for  injury  arising  out  of  and 
in  the  scope  of  the  employment.  Originally,  these 
Acts  covered  only  injuries  by  accident,  covering 
diseases  only  when  resulting  from  accidents,  to 
the  exclusion  of  all  diseases  of  gradual  contrac- 
tion. Originally  most  of  the  Acts  did  not  allow 
compensation  for  what  are  known  as  occupational 
diseases,  that  is,  diseases  such  as  blood  poisoning 
or  similar  diseases,  which  result  because  of  the 
fact  that  for  a period  of  time  the  workman  has 
worked  with  a certain  substance,  or  has  been 
compelled  to  work  in  a certain  place.  In  some  of 
the  states  occupational  diseases  are  covered  by 
the  Compensation  Act. 

'V' 

I assume  that  every  one  here  understands 
what  is  meant  by  the  Workmen’s  Compensation 
Act.  Briefly,  instead  of  the  old  Common  Law 
cause  of  action,  based  on  negligence,  there  is  now 
substituted  an  Act  which  provides  a schedule  of 
benefits  to  be  paid  to  the  injured  workman  for 
injuries  by  accident  arising  out  of  and  in  the 
scope  of  his  employment.  These  payments  are, 
of  course,  paid  irrespective  of  whether  anybody 
is  negligent.  There  is,  of  course,  generally  a 
proviso  that  the  workman  shall  not  recover  if 
guilty  of  wilful  negligence,  or  disobedience,  or 
if  intoxicated.  These  Acts  provide  certain  al- 
lowances to  the  widow  and  children  for  a death, 
running  generally  around  $5,000.  They  provide 
certain  amounts  per  week  ranging  from  $12.00 
to  $20.00  for  disability.  Some  Acts  continue 
these  disability  payments  for  four  hundred  weeks, 
some  for  three  hundred  weeks,  some  for  life. 
Generally  specific  allowances,  that  is,  compensa- 
tion for  a certain  number  of  weeks,  are  allowed 
for  loss  or  injury  to  arms  or  legs,  that  is,  in  brief, 
specific  payments  per  week  are  allowed  to  the 
injured  workman  or  to  his  family  in  case  of  his 
injury  or  in  case  of  his  death.  It  is  generally 
provided  that  these  cannot  be  assigned  or  gar- 
nished and  are  payable  only  to  the  beneficiaries 
provided.  These  Acts  also  generally  compel  the 
master  to  furnish  medical  attention  and  hospital 
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care.  A great  many  of  the  Acts  limit  the  medical 
and  hospital  expense  to  $200.00.  Some,  like  the 
Nebraska  Act,  provide  for  unlimited  medical  and 
hospital  expense. 

In  Germany  the  medical  treatment  for  the  first 
thirteen  weeks  was  left  to  the  State  Sickness  In- 
surance, the  cost  of  which  falls  principally  upon 
the  workman.  The  British  Law,  in  the  begin- 
ning. did  not  obligate  the  employer  to  furnish 
any  medical  treatment,  but  left  him  free  to  do  so 
as  his  interests  might  dictate.  The  French  Law 
obligated  the  employer  to  pay  for  all  necessary 
treatment  and  gave  the  injured  workman  the 
choice  of  the  physician.  The  result  of  the  French 
Law,  according  to  Mr.  F.  Robertson  Jones,  Sec- 
retary of  the  Workmen’s  Compensation  Publicity 
Bureau,  has  been  that  the  injured  workman  falls 
wholesale  into  the  hands  of  shyster  doctors  who 
mis-use  their  opportunities  to  exploit  industry  un- 
mercifully in  merely  multiplying  needless  treat- 
ments and  needlessly  expensive  treatments,  and 
also  prolong  disabilities  and  prevent  cures  through 
mal-practice  and  certifying  fake  disabilities.  In 
view  of  the  French  experience,  when  the  Com- 
pensation Acts  were  first  adopted  in  this  country, 
the  obligatory  medical  benefit  was  limited  and 
the  choice  of  the  physician  was  given  to  the  em- 
ployer. Since  then  the  tendency  has  been  to  re- 
move all  limits  upon  the  medical  benefits.  As  a 
result,  the  cost  of  compensation  has  gradually 
risen  and  the  cost  of  medical  benefits  in  the 
State  of  Massachusetts,  where  they  have  an  un- 
limited medical  allowance,  in  1926,  ran  about  for- 
ty percent  of  the  cash  compensation.  In  Massa- 
chusetts, the  medical  benefits  cost,  in  1913,  $414,- 
195.00  ; in  1922,  $1,975,746.00. 

The  first  Nebraska  Act  was  passed  in  1913. 
It  covered  disability  resulting  from  injury  caused 
by  accident  arising  out  of  and  in  the  course  of 
the  employment  of  the  servant,  except  when 
caused  by  wilful  negligence  on  the  part  of  the 
employee.  It  covered  emplo}'ers  employing  five 
or  more  persons  in  their  regular  trade  or  busi- 
ness. It  excluded  from  coverage  household  dom- 
estic servants,  farm  laborers  and  railroads  en- 
gaged in  Interstate  Commerce.  The  maximum 
compensation  allowed  was  $10.00  and  the  mini- 
mum was  $5.00  per  week.  The  clause  referring 
to  medical  aid  was  as  follows ; 

“Sec.  20.  (Medical  aid).  During  the  first  twenty- 
one  days  after  disability  begins  the  employer  shall  be 
liable  for  reasonable  medical  and  hospital  services  and 
medicines  as  and  when  needed,  not,  however,  to  ex- 
ceed two  hundred  dollars  in  value,  unless  the  employe 
refuses  to  allow  them  to  be  furnished  by  the  employer; 
Provided,  however,  that  where  the  injured  employe 
refuses  or  neglects  to  avail  himself  of  such  medical 
or  surgical  treatment,  the  employer  shall  not  be  liable 


for  any  aggravation  of  such  injury  due  to  said  neg- 
lect or  refusal.” 

The  Act  further  defined  injury  as  meaning; 
“Only  violence  to  the  physical  structure  of  the  body 
and  such  disease  or  infection  as  naturally  results 
therefrom.  The  said  term  shall  in  no  case  be  con- 
strued to  include  occupational  diseases  in  any  form 
or  any  contagious  or  infectious  disease  contracted 
during  the  course  of  employment  or  death,  due  to 
natural  causes  not  occurring  while  the  workman  is 
at  work." 

This  Act  defined  accident  as  meaning; 

“An  unexpected,  unforseen  event,  happening  sud- 
denly and  violently,  with  or  without  human  fault,  and 
producing  at  the  time  objective  symptoms  of  an  in- 
jury.” 

Thus  it  will  be  seen  that  the  earlier  Act  lim- 
ited the  weekly  disability  to  $10.00  per  week  and 
covered  only  injuries  resulting  from  accident, 
arising  out  of  and  in  the  course  of  the  servant’s 
employment,  not  including  occupational  diseases. 
In  1917  an  amendment  to  the  Compensation  Act 
was  passed,  still  limiting  the  medical  aid,  which 
includes  hospital  expense,  to  $200.00.  Generally 
speaking,  the  medical  aid  had  to  be  rendered 
within  the  first  twenty-one  days,  with  the  ex- 
ception that  in  cases  of  dismemberment  or  injur- 
ies involving  major  surgical  operations,  the  em- 
ployer was  liable  for  medical  and  hospital  care 
beyond  the  twenty-one  day  period,  not  however, 
in  any  event,  to  exceed  $200.00.  By  this  Act  the 
maximum  amount  of  compensation  allowed  was 
increased  to  $12.00  per  week  and  the  minimum 
increased  to  $6.00  per  week.  In  1919  this  Act 
was  again  amended  and  the  allowance  per  week 
was  increased  to  $15.00.  The  clause  with  refer- 
ence to  medical  and  hospital  care  was  not  amend- 
ed. In  1921  the  Act  was  amended  so  as  to  cover 
unlimited  medical  and  hospital  expense.  The 
exact  reading  of  the  Act  is  as  follows ; 

“3661.  Sec.  111.  Medical  Aid.  The  employer  shall 
be  liable  for  reasonable  medical  and  hospital  services 
and  medicines  as  and  when  needed,  subject  to  the 
approval  of  the  compensation  commissioner,  not, 
however,  to  exceed  the  regular  charge  made  for  such 
service  in  similar  cases  unless  the  employe  refuses 
to  allow  them  to  be  furnished  by  the  employer.  In 
cases  of  injury  requiring  dismemberment,  or  injuries 
Involving  major  surgical  operation,  the  employe  may 
designate  to  his  employer,  the  physician  or  surgeon 
to  perform  the  operation.  If  the  injured  employe  re- 
fuses or  neglects  to  avail  himself  of  medical  or  sur- 
gical treatment  furnished  by  the  employer  except  as 
herein  and  otherwise  provided,  the  employer  shall  not 
be  liable  for  an  aggravation  of  such  injury  due 
to  such  refusal  and  neglect.” 

This  section  is  still  in  force  so  Nebraska  is 
now  in  that  class  of  states  allowing  free  and  un- 
limited medical  and  hospital  expense.  The  Act 
does  provide,  however,  that  the  employer  may 
select  the  physician  except  in  cases  of  major  op- 
erations. It  might  be  of  interest  to  you  to  know 
the  result  of  this  liberalizing  Act.  I do  not  want 
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to  bore  you  with  statistics,  but  I take  the  liberty 
of  calling  your  attention  to  a few  of  them  in- 
cluded in  the  report  of  the  Department  of  Labor 
of  the  State  of  Nebraska  for  the  two  years  end- 
ing December  31,  1927 : 


Number  of 

Medical  and 

Com- 

Y  ear 

Accidents 

Hospital  Expense 

pensation 

1915 

4082 

$ 25,422.89 

$ 24,923.62 

1916 

10822 

49,118.87 

76,143.50 

1922 

13932 

181,231.56 

526,715.46 

1925 

17074 

319,806.63 

623,042.77 

1926 

18821 

320,156.39 

673,269.12 

1927 

19045 

300,390.24 

692,594.15 

Thus  it  will  be  noticed  that  in  1916  there  were 
some  ten  thousand  accidents  and  the  medical  and 
hospital  expense  was  $49,000  plus.  In  1926  there 
were  some  18,000  accidents,  but  the  medical  and 
hospital  expense  had  gone  up  to  $320,000  plus. 
This  increase  has  raised  a storm  of  protest  from 
employers  generally.  Most  of  the  blame  falls 
upon  the  doctors.  The  employers  see  the  doctors 
getting  very  nearly  fifty  per  cent  of  the  amount 
paid  the  workman  and  they  see  this  amount  being 
paid  for  medical  and  hospital  expense  constantly 
increasing.  The  result  is,  as  I have  said  before, 
that  there  is  a wide-spread  criticism  on  the  part 
of  the  employers  of  the  Compensation  Act.  Em- 
ployers generally  do  not  criticize  the  policy  of  the 
Act  but  do,  of  course,  complain  of  the  increase 
in  rates. 

Of  course,  one  of  the  causes  of  this  increase 
in  medical  and  hospital  expense  is  the  liberaliz- 
ing of  the  Act  and  the  taking  off  of  the  $200.00 
limit.  Another  cause  of  this  ever-increasing  med- 
ical and  hospital  expense  is  the  tendency  upon 
the  part  of  a small  percentage  of  physicians  anc 
surgeons  to  purposely  pad  their  bills  and  increase 
the  medical  expense.  When  times  are  hard  and 
collections  are  slow,  to  some  of  your  brethren  a 
Compensation  case  is  a Godsend.  The  greedy 
physician  keeps  the  workman  in  the  hospital  for 
a longer  period  than  he  should.  He  keeps  him 
coming  to  his  office  day  after  day  for  certain 
treatments  and  for  certain  dressings.  He,  know- 
ing that  an  insurance  company  is  obligated  to 
pay  in  the  end,  feels  very  free  to  call  in  consulta- 
tion various  experts,  and  in  the  end,  if  there  is 
any  doubt  of  it  being  a Compensation  case,  that 
is,  any  doubt  as  to  whether  the  man  was  disabled 
from  the  result  of  disease  or  from  the  result  of 
an  accident,  furnishes  the  testimony  which  makes 
it  an  accident. 

You  would  be  surprised  to  know  the  number 
of  your  brethren  who,  after  treating  a workman, 
for  the  purpose  of  making  secure  the  collection 
of  their  bill,  actively  engage  in  the  promotion  of 
compensation  claims,  and  also  engage  in  their 


trial  before  the  Compensation  Commissioner,  tak- 
ing an  interest  in  the  procurement  of  attorneys 
and  in  testifying  to  facts  sufficient  to  establish 
the  claim  as  a compensable  one,  and  hence  in  the 
end  collect  their  bill  for  services. 

In  1927  the  total  number  of  non-compensation 
cases  was  $11,841,  that  is,  there  were  that  num- 
ber of  accidents  which  arose  under  the  Act  which 
resulted  in  no  disability,  or  no  loss  of  time,  yet 
the  medical  expense  was  $82,860.85.  During  this 
same  year,  there  were  454  cases  where  there  was 
one  day  of  disability.  The  medical  expense  was 
$2,696.90.  During  the  same  period  there  were 
461  accidents  resulting  in  two  days  of  disability. 
The  medical  expense  was  $13,254.50.  During  the 
same  period  there  were  447  accidents  resulting 
in  three  days  disability.  The  medical  expense 
was  $3,343,86.  During  the  same  period  there 
were  344  accidents  resulting  in  four  days  disabil- 
ity. The  medical  expense  was  $2,814.30.  Dur- 
ing the  same  period  there  were  263  accidents,  re- 
sulting in  five  days  disavility  and  the  medical  ex- 
pense was  $2,453.15.  There  were  265  accidents, 
resulting  in  six  days  disability,  and  the  medical 
expense  was  $2,553.53.  There  were  also  319 
cases  resulting  in  seven  days  disability  and  the 
medical  expense  was  $4,048.75.  This  was  a total 
of  14,394  cases  for  which  no  compensation  was 
paid  to  the  injured  man  and  yet  the  medical  ex- 
pense was  $104,125.84. 

I am  simply  giving  you  these  figures  for  your„ 
information.  I am  not  making  any  comment  on 
them,  and  I am  not  saying  that  they  are  too  high 
or  top  low.  I am  simply  stating  that  the  liberal- 
izing amendments  to  the  Act  increasing  the  bene- 
fits under  it  and  taking  off  the  limit  of  medical 
and  hospital  service  allowed  have  resulted  in  in- 
creasing the  insurance  rates  for  compensation  in- 
surance in  this  state  much  in  excess  of  those  in 
Iowa  and  in  adjoining  states. 

Another  factor  which  tended  to  increase  the 
compensation  rates  in  Nebraska  is,  of  course,  the 
liberal  construction  given  the  Act  by  our  Courts. 
We  have  a clause  in  the  Act  which  provides  that 
if  an  employee  received  an  injury  which  in  and 
of  itself  would  only  cause  partial  disability,  but 
which,  combined  with  a previous  disability  causes 
total  disability,  the  employer  shall  only  be  liable 
as  for  the  partial  disability  so  far  as  the  subse- 
quent injury  in  concerned.  It  has  been  impos- 
sible to  get  the  Courts  to  pay  any  attention  to 
this  section.  Our  Court  has  held  that  if  au  in- 
jury occurs  to  a workman  afflicted  with  syphilis, 
and  if  the  union  of  a bone  that  is  broken  is  de- 
layed because  of  this  disease,  nevertheless,  the 
master  is  liable  for  compensation  for  the  entire 
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period  of  disability.  Our  Court  has  also  allowed 
recoveries  for  hernia  and  has  allowed  recovery 
for  disabilities  resulting  from  accelerated  or  light- 
ing up  dormant  diseases,  and  thereby  causing  dis- 
ability. For  instance,  a man  has  arthritis  of  his 
spine;  he  receives  an  injury  to  his  hack  which 
lights  up  the  disease ; disability  results  and  he 
recovers  compensation.  It  he  happens  to  be  a 
man  along  in  years  and  about  ready  to  quit  any- 
way, it  means  a life  pension. 

This  really  makes  the  Act  one  providing  for 
sick  benefits  and  old  age  pensions  rather  than  a 
law  providing  compensation  resulting  from  occu- 
pational accident.  In  addition  to  this,  we  have 
disabilities  resulting  from  functional  neurosis, 
traumatic  neurosis,  traumatic  hysteria  and  so 
forth.  A man  at  work  on  his  scaffold  slips  and 
falls  twenty  feet,  striking  his  shoulder  and  hip, 
suffering  a severe  bruise  and  laceration  of  the 
scalp.  He  is  dazed  and  incoherent  for  some 
hours  after  his  removal  to  the  hospital,  hut  the 
next  day  appears  much  better.  The  x-ray  shows 
no  evidence  of  fracture  of  any  hone.  Careful 
physical  examination  fails  to  disclose  any  severe 
injury.  Can  one  predict  that  by  the  time  the 
bruises  and  lacerations  are  healed  this  man  will 
he  ready  and  eager  for  a return  to  work?  One 
cannot.  I5y  the  time  the  tissues  have  healed  a 
veritable  host  of  symptoms  have  made  their  ap- 
pearance. The  injured  man  begins  to  com])lain 
of  pain  in  the  head  and  neck,  extending  down 
to  the  arm.  The  pain  is  dull  and  increases  by  any 
effort.  He  has  severe  dizziness.  He  notices  a 
sense  of  pressure  at  the  top  of  his  head.  He  is 
unable  to  sleep.  He  becomes  depressed  and  ir- 
ritable, easily  moved  to  tears.  Months  pass. 
Surely  every  one  believes  the  re.st  that  he  is  hav- 
ing, to  say  nothing  of  the  medical  attention  giv- 
en him  and  adjustments  to  his  cervical  spine  sur- 
reptitiously achieved  by  a visit  to  a chiropractor 
would  make  it  possible  for  him  to  return  to  work. 
On  the  contrary,  he  loses  weight  and  presents  a 
picture  of  hopelessness,  and  in  his  opinion  and 
that  of  his  family,  be  is  a permanent  and  total  in- 
valid. The  employer,  unless  a lump  sum  settle- 
ment can  be  made,  must  pay  compensation  for 
this  class  of  cases  for  a long  period  in  the  future. 

From  a brief  outline  of  these  facts,  it  is  a])par- 
ent  that  the  physician  plays  a most  important  role 
in  the  administration  of  this  Act.  All  that  the 
servant  and  all  that  the  employer  can  ask  is  that 
the  physician  be  honest  and  that  he  co-operate  in 
an  effort  to  rehabilitate  the  injured  workman 
rather  than  to  make  him  a pensioner.  The  phy- 
sician should  not  lend  himself  to  make  a conq^en- 
sation  case  where  the  real  and  true  facts  would 


not  make  it  one.  Every  one  is  interested  in  the 
injured  workman  getting  100  per  cent  of  what 
the  law  allows  him,  but  not  125  per  cent,  or  150 
per  cent,  of  what  it  allows  him.  A too  liberal 
administration  of  the  Act  and  too  liberal  inter- 
pretation of  the  Act  by  the  Courts,  and  an  abuse 
of  the  unlimited  medical  provision  in  the  .\ct  will 
lead  in  the  end  to  legislative  amendments  and  re- 
strictions which  are  really  not  necessary  if  the 
Act  can  be  honestly  administered  and  interj)reted 
by  all  parties. 

I have  not  as  yet  touched  on  many  of  the  legal 
aspects  of  the  Act  pertaining  to  physicians.  Un- 
der the  present  law  a physician  does  not  have 
much  standing  when  it  comes  to  enforcing  the 
collection  of  bis  bill  in  a Compensation  ca.se.  You 
will  notice  the  Compensation  Act  provides  that 
the  employer  shall  be  liable  for  reasonable  hospi- 
tal and  medical  service,  subject  to  the  approval 
of  the  Compensation  Commissioner.  Suppose  a 
physician  is  called  in  in  a simple  Compensation 
case  and  does  not  have  an}^  direct  contract  with 
the  employer,  and  is  advised  that  it  is  a Com- 
pensation case.  He  treats  the  man  and  the  man 
gets  well.  If  the  man  himself  is  unwilling  to 
file  a claim  before  the  Compensation  Commis- 
sioner to  enforce  payment  of  this  medical  bill,  it 
would  seem  that  the  doctor  is  out  of  luck  for  our 
Court  has  held  that  a physician  has  no  right  him- 
self to  start  an  action  before  the  Compensation 
Commissioner  to  enforce  payment  of  his  bill.  He 
cannot  go  into  the  Courts  because  the  Courts 
are  without  jurisdiction  in  such  a matter.  Re- 
cently an  award  was  made  generally  for  medical 
e.xpense,  the  Commission,  however,  not  fixing  the 
exact  amount.  The  injured  plaintiff  then  brought 
suit  in  the  Municipal  Court,  in  the  City  of  Om- 
aha, alleging  that  an  award  had  been  made  for 
medical  expense,  and  asking  that  he  receive  a 
judgment  for  the  amount  allowed.  The  Court 
held,  how'ever,  that  he  was  without  right  to  main- 
tain the  suit  as  the  Compensation  Commissioner 
had  exclusive  original  jurisdiction  to  determine 
the  amount  to  be  recovered  for  medical  and  hos- 
])ital  service.  Of  course,  as  a matter  of  fact,  in 
nine  cases  out  of  ten,  both  the  compensation  and 
medical  expense  are  paid  without  any  controversy 
arising.  I notice  in  the  report  of  the  Department 
of  Labor  that  in  1927  there  were  19,045  accidents 
reported  ; that  there  was  paid,  both  for  compen- 
sation and  medical  expense,  the  sum  of  $993,- 
425.51,  and  that  during  the  year  1927  there  were 
only  385  petitions  filed  for  hearing,  and  only  399 
cases  formally  heard. 

You,  of  course,  are  all  aware  that  the  Com 
l)ensation  Commissioner  has  promulgated  a fee 
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schedule.  He  does  this  under  the  authority  of 
the  provision  providing  for  the  allowance  of  med- 
ical expense  subject  to  his  approval,  also  under 
an  express  statutory  provision  empowering  him 
to  promulgate  such  rules  and  regulations  as  are 
necessary  to  carry  out  the  Act.  Apropos  the  col- 
lection of  fees  by  the  physician  for  services  ren- 
dered and  the  regulation  of  the  amount  of  them, 
the  Nebraska  Compensation  Survey  Commission, 
authorized  by  the  last  Legislature,  recommended 
the  following  amendments  to  the  Act : 

1.  That  the  Compensation  Commissioner, 
with  the  advice  and  assistance  of  such  experts  as 
he  may  deem  necessary,  be  authorized  to  estab- 
lish a medical  and  hospital  fee  schedule  which 
may  be  changed  and  adjusted  from  time  to  time 
as  circumstances  may  warrant. 

2.  That  the  Compensation  Commissioner  be 
given  the  power  to  determine  the  necessity  for 
all  dis-associated  operations  and  treatments  which 
are  not  usually  required  by  the  nature  of  the  in- 
jury involved. 

(Note:  The  Compensation  Commissioner  at  this 
time  has  the  right  to  order  certain  necessary  opera- 
tions in  case  the  man’s  life  is  not  jeopardized  and 
can  deny  compensation  to  the  injured  workman  re- 
fusing to  take  such  an  operation.) 

3.  That  the  physicians  and  surgeons  and  hos- 
pitals be  made  a party  at  interest  before  the 
Courts  and  the  Commissioner  in  order  that  they 
may  secure  payments  for  their  services  without 
relying  upon  the  willingness  of  the  injured  man 
to  bring  the  action. 

4.  That  the  Compensation  Commissioner  be 
given  full  authority  to  approve  all  bills  for  med- 
ical, surgical  and  hospital  services,  and  medi- 
cines, in  cases  arising  under  the  Workmen's  Com- 
pensation Law.  The  exact  language  of  the  Act 
suggested  is  as  follows: 

“3043.  Medical  Aid.  The  employer  shall  be  liable 
for  reasonable  medical  and  hospital  services  and 
medicines  as  and  when  needed,  not,  however,  to  ex- 
ceed the  charges  contained  in  the  Medical  Fee 
Schedule  adopted  by  the  Compensation  Commission- 
er, except  as  hereinafter  provided.  The  Commissioner 
is  hereby  authorized  and  empowered  to  establish  and 
maintain  a schedule  of  medical,  surgical  and  hospital 
fees,  and  in  the  preparation  and  enforcement  of  such 
fee  schedule,  the  Commissioner  shall,  from  time  to 
time,  avail  himself  of  such  expert  advice  and  counsel 
as  in  his  opinion  is  deemed  necessary.  Attending 
physicians,  surgeons  and  hospitals  are  hereby  re- 
quired to  file  with  the  Commissioner  a copy  of  the 
itemized  statement  covering  the  expense  of  each  in- 
dividual case.  No  money  shall  be  paid  for  medical 
or  hospital  services  in  any  case  unless  and  until  the 
same  shall  have  been  approved  by  the  Compensation 
Commissioner.  No  medical  attention,  not  directly 
connected  with  or  made  necessary  as  a direct  result 
of  the  accident,  and  in  the  usual  procedure  of  treat- 
ment of  such  injuries,  shall  be  performed  or  under- 
taken without  first  securing  the  approval  of  the  Com- 


missioner. In  cases  of  injury  requiring-  dismember- 
ment, or  injuries  involving  major  surgical  operations, 
the  employe  may  designate  to  his  employer,  the  phy- 
sician or  surgeon  to  perform  the  operation.  If  the 
injured  employe  refuses  or  neglects  to  avail  himself 
of  medical  or  surgical  treatment  furnished  by  the 
employer  except  as  herein  and  otherwise  provided, 
the  employer  shall  not  be  liable  for  compensation 
during  the  period  of  time  constituting  such  refusal 
nor  for  any  aggravation  of  such  injury  due  to  such 
refusal  or  neglect.” 

If  this  Act  is  passed,  the  Commissioner  will 
have  the  absolute  right  to  fix  a medical  fee  sche- 
dule ; he  will  have  to  pass  on  all  medical  bills 
arising  under  Compensation  cases,  and  will  have 
to  approve  the  same  before  they  can  be  paid  and 
so  forth. 

In  conclusion  I would  suggest  that  you  bear 
in  mind  that  the  most  important  part  of  the  Act 
is  to  rehabilitate  the  injured  workman  and  get 
him  back  into  industry  again.  You  should  be- 
come acquainted  with  the  Act  and  endeavor  to 
function  under  it.  Fees  in  treating  Compensa- 
tion cases  should  be  in  line  with  the  Act,  or  else 
limitation  of  medical  allowances  will  be  incor- 
porated in  the  Act  by  legislative  amendment  or 
physicians  will  be  appointed  to  treat  these  cases. 

DISCUSSION 

DR.  J.  W.  DUNCAN,  (Omaha):  Mr.  friend,  I may 
say  my  close  friend,  Mr.  DeLacy,  has  drawn  rather 
a harsh  indictment  of  the  medical  profession  as  its 
activities  come  within  the  scope  of  the  Compensation 
Law.  In  his  address  he  has  marshalled  his  statistics 
very  well  and  presented  the  case  of  his  clients  ex- 
ceedingly well. 

Using  the  same  set  of  figures  from  which  Mr.  De- 
Lacy  drew  his  conclusions  the  following  facts  are 
borne  out: 

1.  Amount  of  premiums  collected  in  1927 $1,573,000 


2.  Amount  of  premiums  expended  in  1927.  ..  1,000,000 

3.  Total  paid  for  medical  aid 300,000 

4.  The  average  cost  for  medical  aid  in  those 

cases  which  had  no  disability  was 7.00 

5.  The  average  cost  for  those  cases  in  which 

there  was  no  compensation  paid  was....  7.00 

6.  Those  cases  in  which  there  was  disability, 

the  average  compensation  paid  was 150.00 

7.  The  same  group,  the  average  medical  ex- 

pense was  22% 42.00 

8.  The  average  cost  for  fractures  and  dislo- 

cations was  about 33.00 

9.  The  average  cost  for  hernias  was  slightly 

more  than  100.00 

10.  Less  than  one  case  in  2000  had  medical 

expense  of  over 100.00 


11.  Nearly  $600,000  was  paid  for  the  under- 

writing of  the  Act,  twice  as  much  was 
paid  for  medical  and  about  an  equal 
amount  paid  in  compensation. 

12.  In  1922  the  average  medical  cost  per  case 


was  14.00 

13.  In  1925  12.00 

14.  In  1926  13.50 

15.  In  1927  15.00 


It  is  important  to  remember  that  medical  expense 
includes,  under  the  Compensation  Act,  not  only  doc- 
tors’ fees  but  also  all  other  expense  connected  with 
the  rehabilitation  of  the  patient,  such  as  hospital 
bills,  x-rays,  medicines,  prostheses,  physiotherapy  and 
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so  forth.  In  the  annual  report  of  the  State  Depart- 
ment of  Labor  no  itemization  of  the  cost  of  these 
various  items  is  made  but  anyone  acquainted  with 
the  care  of  the  sick  or  injured  will  agree  that  at  least 
one-third  of  the  expense  incurred  may  be  properly 
placed  under  the  above  items,  leaving  for  the  physi- 
cians approximately  S200.000  for  the  care  of  about 
20.000  compensation  cases,  or  an  average  of  ten  dol- 
lars each.  The  report  of  the  State  Labor  Department 
also  shows  that  within  the  year  1927  the  medical  ex- 
pense. under  the  Compensation  Act  in  Nebraska, 
dropped  only  a little  less  than  10%  from  the  previous 
year.  Under  the  Iowa  State  Compensation  Law,  which 
is  constantly  referred  to  by  Nebraska  Manufacturers 
as  a model  Act,  within  one  year  the  cost  of  medical 
was  increased  250%  and  though  there  is  a limit  of 
SlOO  on  medical  expense  in  that  State  the  average 
medical  cost  was  approximately  §10  at  the  last  figures 
available  to  me. 

The  greatest  increase  in  medical  expense  took  place 
in  the  years  1919,  1920  and  1921  when  costs  of  all 
kinds  were  rising  rapidly  and  it  is  entirely  unrea- 
sonable to  expect  that  medical  expense  in  connection 
with  the  Compensation  Act  should  not  have  risen 
likewise. 

In  view  of  the  above  cited  undeniable  figures,  the 
charge  that  the  burden  of  cost  of  compensation  in- 
surance in  Nebraska  is  to  be  laid  largely  at  the  door 
of  medical  expense  is  unwarranted.  Anyone  with  a 
fair  knowledge  of  the  workings  of  the  Act  in  Nebras- 
ka will  agree  that  the  high  cost  of  the  insurance  is 
largely,  if  not  entirely,  due  to  the  following  causes: 

1.  Too  liberal  interpretation  of  the  -A.ct  which  makes 
conditions  compensable  which  do  not  properly  come 
under  the  Act  and  which  it  was  not  the  intent  of  the 
Law  to  insure  the  employer  against:  Hernia  (with 
rare  exceptions),  pneumonia,  sun  stroke,  various 
types  of  gangrene  not  due  to  injury,  appendicitis,  per- 
forated ulcer,  hemorrhoids  and  the  various  forms  of 
senescence,  to  mention  only  a few.  These  conditions 
are  brought  under  the  Compensation  Act  usually  on 
the  ground  that  the  occupation  was  contributory  to 
their  development  or  that  the  condition  already  ex- 
isted and  was  aggravated  by  the  employee’s  work. 
About  the  only  conditions  that  seem  to  have  been 
rigidly  excluded  are  acute  tonsillitis  and  ectopic  preg- 
nancy. If  Health  insurance  is  to  be  masqueraded  as 
Compensation  insurance,  the  cost  of  medical  will  in- 
evitably rise. 

2.  Lack  of  safety  devices  and  ordinary  precaution 
against  hazard,  i.  e.:  Slippery  floors,  rickety  steps, 
poorly  lighted  stairs  or  corridors,  unsafe  machines, 
putting  men  at  hazardous  work  who  have  obvious 
physical  defects,  etc. 

I have  personal  knowledge  of  a messenger,  blind  in 
one  eye.  who  drives  a motorcycle  about  the  streets  in 
Omaha  who  has  had  three  accidents  and  who  still 
remains  at  the  same  employment  in  spite  of  warning 
to  his  employer.  These  are  only  a few  of  the  factors 
within  the  employer's  direct  control  that  add 
enormously  to  the  premium  rates. 

3.  Unwillingness  of  employer  to  return  employee  to 
work  when  he  is  able.  All  of  us  know  that  in  the 
majority  of  cases  of  injury  the  final  and  complete 
recovery  from  injury  takes  place  only  when  the  in- 
jured person  has  returned  to  work  and  put  to  ac- 
tive use  the  injured  parts.  Too  often  the  injured 
employee,  when  he  is  directed  to  return  to  work  or 
light  duty  is  met  with  the  statement  by  the  employer 
that  he  is  not  wanted  until  he  is  entirely  well  and 
until  he  is  able  to  do  his  former  work.  He  is  then 
put  back  on  the  street  in  a most  unwholesome  frame 
of  mind  and  one  verj-  favorable  to  the  development  of 
the  neuroses  or  hysteria  so  commonly  seen  in  com- 
pensation cases. 

4.  Collusion  between  employer  and  employee  to 


establish  compensability.  Any  doctor  who  has  had 
experience  in  treating  injuries  under  the  Compensa- 
tion Act  will  recall  instances  of  this  practice.  Stiff 
and  painful  backs  of  senile  or  focal  origin  become 
back  strains  and  varicose  ulcers  are  given  a trau- 
matic origin  when  a delayed  accident  report  is  made 
out  by  the  employer  whose  philanthropy  is  returned 
to  him  in  increased  premiums  for  which  the  medical 
profession  is  held  responsible. 

5.  Unwarranted  litigation  and  support  of  unfair 
claims  by  lawyers  and  doctors. 

Mr.  DeLacy  says,  “A  physician  should  not  lend 
himself  to  make  a compensation  case  where  the  real 
and  true  facts  will  not  make  it  one.”  But,  I belibve 
he  will  agree  with  me  that  in  practically  every  such 
case  the  action  is  initiated  by  an  attorney  who  often 
goes  into  court  in  spite  of  the  advice  of  the  physician 
that  there  is  no  just  ground  for  litigation  and  some- 
times awards  are  made  contrary  to  the  advice  of  the 
physician  who  has  treated  the  injured  party  and  who, 
after  all,  is  best  able  to  judge  whether  or  not  a dis- 
ability is  present.  For  every  compensation  case 
“made”  by  a physician  there  are  countless  ones 
“made’’  by  attorneys.  Litigation  under  the  Act  with 
the  appearance  of  medical  witnesses  before  the  Com- 
missioner naturally  ads  to  the  expense  which  is  in- 
cluded as  part  of  the  cost  of  rehabilitation  of  the  in- 
jured employee. 

The  Commission  for  the  Survey  of  the  Compensa- 
tion .\ct  authorized  by  the  Legislature  of  1927  and 
appointed  by  Governor  McMullen  consisted  of  repre- 
sentatives of  the  Public,  of  Labor  and  of  the  Employ- 
ers. As  might  have  been  expected  one  of  the  groups 
most  vitally  concerned  in  the  proposed  changes, 
namely,  the  medical  profession,  was  not  represented 
on  the  Commission. 

When  the  Legislative  Committee  of  the  Nebraska 
State  Medical  Association  recently  appeared  before 
the  Survey  Commission  the  discussion  developed  that 
at  least  some  of  that  body  had  preconceived  and 
rather  well  defined  opinions  as  to  the  excessive 
charges  -made  by  doctors  in  compensation  cases  and 
cited  different  instances  within  their  personal  knowl- 
edge. General  application  was  made  of  isolated  evi- 
dence of  unreasonable  fees  and  the  profession  as  a 
whole  catechized.  The  members  of  the  profession 
appearing  before  the  Commission  did  not  deny  that 
there  had  been  instances  of  excessive  bills  renedered, 
unnecessary  consultations,  too  prolonged  and  too  fre- 
quent dressings.  They  declared,  however,  this  was 
not  a common,  and  was  indeed,  a rare  practice  and 
that  this  assertion  would  be  borne  out  by  figures  as 
to  the  average  cost  of  medical  care  for  compensation 
cases. 

They  assured  the  Survey  Commission  that  the 
medical  profession  is  anxious  to  see  the  Compensa- 
tion Act  fairly  and  impartially  administered  without 
imposing  a burden  without  industry.  Upon  being 
pressed  for  immediate  recommendations  the  following 
were,  in  a broad  way,  made: 

1.  That  no  absolute  limit,  such  as  requested  by 
manufacturers,  be  placed  upon  medical  expense.  As 
an  undesirable  alternative  to  the  present  non-limit 
provision,  a sum,  approximately  $200,  should  be  set 
beyond  which  expense  could  not  go  except  by  the 
proper  authorization. 

2.  That  a permanent  board  representing  industry, 
labor  and  the  medical  profession  be  set  up  to  pass 
upon  disputed  questions  involving  medical  expense 
and  whether  or  not  a disability  exists  in  specific 
cases  and  if  it  exists,  the  degree,  and  allied  matters. 

3.  That  if  the  Commission  did  not  feel  it  prac- 
ticable to  recommend  the  establishment  of  such  a 
board  that  the  Labor  Commissioner  be  required  to 
be  advised  by  a regularly  appointed  physician  as  to 


Vol.  XIV,  No.  2 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


63 


the  reasonableness  of  disputed  medical  bills  and  of 
disability  claims. 

In  its  report  the  Survey  Commission  recommends, 
“That  the  compensation  commissioner,  with  the  ad- 
vice and  the  assistance  of  such  experts  as  he  may 
deem  necessary,  be  authorized  to  establish  a medical 
and  hospital  fee  schedule,  which  may  be  changed  and 
adjusted  from  time  to  time  as  circumstance  may 
make  it  advisable.’’ 

This  recommendation  apparently  gives  the  com- 
pensation commissioner  additional  power  in  the  ad- 
justment of  bills.  He  will  have  to  pass  on  all  medical 
bills  arising  under  compensation  cases  and  he  will 
have  to  approve  the  same  before  they  can  be  paid. 
This  would  be  acceptable,  we  believe,  in  the  face  of 
the  proposed  alternative  of  an  absolute  limit  upon 
medical. 

The  Survey  Commission  also  recommends,  “That 
physicians,  surgeons,  and  hospitals  be  made  a party 
at  interest,  before  the  courts  and  the  commissioner 
in  order  that  they  may  secure  payment  for  their  serv- 
ices without  relying  upon  the  willingness  of  the  in- 
pured  man  to  bring  the  action.” 

Under  the  present  Act  a physician  cannot  bring 
action  in  court  to  enforce  payment  of  a compensa- 
tion medical  bill.  He  must  rely  upon  the  willingness 
of  the  injured  man  to  bring  the  action,  there  being 
no  other  recourse.  The  above  recommendation  pro- 
vides a remedy  for  this  manifestly  unfair  situation. 

Two  years  ago  a representative  of  the  Manufactur- 
ers’ Association  sponsored  in  the  Legislature  a bill 
which  provided  an  absolute  limit  of  $100  for  medical 
expense.  There  was  a further  provision  that  if  a 
physician  made  a charge  or  attempted  to  collect  an 
amount  in  excess  of  the  fee  schedule  established  under 
this  law  he  thereby  automatically  forfeited  all  right 
to  any  fee.  There  was  some  doubt  as  to  the  consti- 
tutionality of  the  provision  itself  but  little  doubt  of 
the  type  of  mind  that  conceived  it. 

The  medical  profession  had  nothing  to  do  with  the 
drawing  of  the  original  Act  or  the  various  amend- 
ments to  it.  It  had  nothing  to  do  with  the  removal 
of  the  medical  limit  which  was  once  provided  for  in 
the  Act.  It  will  actively  oppose  any  effort  to  reinsert 
a clause  providing  for  an  absolute  limit  or  for  any 
reductions  in  the  fee  schedule  as  now  drawn.  It 
recognizes  that  there  have  been  abuses  of  the  medical 
provisions  of  the  Act.  They  are  not  wide  spread  or 
common  and  the  profession  as  a whole  will  do  what- 
ever it  can  to  help  overcome  them.  It  will  not  ac- 
cept entire  responsibility  for  the  high  cost  of  com- 
pensation insurance  in  Nebraska. 

DR.  ERNEST  KELLEY,  (Omaha):  It  has  been  ex- 
tremely interesting  to  listen  to  Mr.  George  De  Lacy’s 
description  of  the  manner  in  which  the  law  has 
changed  covering  compensation  of  the  working  man, 
from  the  old  German  and  English  laws  down  to  the 
present  day  ones  that  we  have  and  it  strikes  one  that, 
perhaps,  our  present  discussion  is  making  much  ado 
about  very  little,  for  the  reason  that  the  whole  thing 
is  self-regulating,  based  on  the  evolutionary  change 
that  the  sociological  status  of  the  working  man  shows 
as  time  goes  on. 

In  the  ancient  times,  when  the  laborer  was  a mere 
serf,  unprotected  by  law,  he  was  dependent  upon  the 
bounty,  gratuitously  given,  by  those  for  whom  he 
worked.  As  his  position  gradually  rose  in  sociologic 
importance,  laws  were  enacted  to  protect  him  in  keep- 
ing with  his  standing. 

At  present  the  working  man  is  very  well  protected, 
in  fact,  it  would  appear  that  the  present  day  trend 
is  in  the  direction  of  state  medicine. 

While  it  is  impossible  to  stay  the  wheels  of  evolu- 
tion, it  may  not  be  impossible  to  steer  them  away 
from  the  possible  disaster  of  state  medicine,  and  it 


would  be  extremely  interesting  to  us  for  Mr.  DeLacy 
to  give  us  some  of  his  thoughts  about  how  to  prevent 
this  from  happening. 

DR.  ROBERT  SCHROCK,  (Omaha):  The  speaker 
of  the  evening  has  cited  for  us  several  examples  of 
poor  conduct,  both  professional  and  financial,  on  the 
part  of  the  Medical  profession  in  carrying  out  their 
part  of  the  Nebraska  Workman’s  Compensation  Act. 
Considering  the  mass  of  work  to  be  done  and  the 
number  of  doctors  involved,  is  it  not  correct  to  state 
definitely  that  abuse  of  the  law  is  sufficiently  rare 
to  make  those  cases  outstanding.  Unquestionably 
“padding”  of  compensation  accounts  is  done  by  some 
doctors.  This  bad  practice  I believe  to  be  the  result 
of  the  “account  cutting”  tendency  of  the  old  fashioned 
adjusters.  Fortunately  the  present  day  adjuster  is  a 
different  type  of  business  man. 

No  mention  has  been  made  of  the  fact  that  a per- 
sonal injury  case  makes  more  rapid  progress  with 
a doctor  alone,  than  he  does  with  the  combined  at- 
tention of  a doctor  and  lawyer.  Legal  advice  at  many 
hearings  creates  sufficient  atmosphere  to  thoroughly 
cloud  the  real  facts.  Over-emphasis  is  placed  on 
both  the  violence  of  the  injury  and  the  resulting  dis- 
ability. This  legal  attitude  tears  down  in  the  patient 
all  the  morale  that  he  may  have  possessed.  Disabili- 
ties at  a Labor  Commissioner’s  hearing  are  always 
greater  than  during  the  week  preceding  or  following. 
Responsibility  for  this  cannot  be  placed  upn  the  medi- 
cal profession. 

We  are  informed  that  $998,587.00  of  the  premiums 
paid  by  the  employers  is  spent  for  the  injured  em- 
ployee, and  that  amount  covers  charges  for  profes- 
sional services,  hospital  care  and  compensation.  The 
last  element  includes  the  awards  for  permanent  dis- 
abilities both  total  and  partial.  Careful  and  detailed 
analysis  is  made  of  these  various  elements. 

As  a result  of  this  analysis,  the  medical  profession 
is  repeatedly  informed  that  the  costs  of  caring  for  the 
injured  employee  must  be  decreased.  We  are  much 
more  interested  in  decreasing  the  resulting  disabili-*’ 
ties  in  the  employee  and  returning  him  to  a gainful 
occupation.  More  adequate  cooperation  and  encour- 
agement from  the  employer,  with  less  active  adverse 
aid  from  the  “Attorney  for  the  Plaintiff”  will  decrease 
disability  awards. 

No  analysis  is  made  of  the  $587,692.00  of  compensa- 
tion funds  remaining  after  payment  of  costs  of  medi- 
cal care  and  compensation.  It  is  proper  to  distribute 
this  under  three  headings:  Administration  costs,  legal 
services,  and  profit  to  the  insurance  companies.  In 
no  report  do  you  find  an  analysis  of  these  costs. 

In  financial  matters  involving  sums  such  as  $1,573,- 
649.00,  doctors  are  not  experienced.  I would  suggest 
that  in  the  present  consideration,  we  are  being  treated 
with  “juvenile  diplomacy”.  The  attention  of  the  pro- 
fession, the  employers  and  the  law-makers,  is  being 
directed  toward  the  $998,957.00  paid  to  and  expended 
for  the  injured  employee.  The  remaining  $587,692.00 
or  about  30%  of  the  gross  income  is  used  in  distribu- 
tion of  the  benefits  for  which  the  law  was  enacted. 

Administration  costs,  including  legal  fees,  are  sug- 
gested to  you  for  as  careful  an  analysis  as  has  been 
given  to  the  expenditures  for  the  care  of  the  em- 
ployee. 


MEMORY  LESSON 
A good  thing  to  remember — 

A better  thing  to  do: 

Is,  work  with  the  construction  gang 
And  not  the  wrecking  crew! 


— Anon. 


THE  PURPOSE  AND  POLICY  OF  THE  UNIVERSITY  OF  NEBRASKA 

HOSPITAL* 


J.  JAY  KEEGAN,  M.  D., 

Dean,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebr. 


The  primary  and  most  fundamental  purpose 
of  the  University  of  Nebraska  Hospital  at  Oma- 
ha is  to  provide  a teaching  clinic  for  the  College 
of  Medicine,  under  the  direction  of  the  Board 
of  Regents  of  the  University.  This  purpose  must 
be  kept  in  mind  in  formulating  rules  and  regula- 
tions governing  admission  of  patients  and 
conduct  of  the  hospital.  Accordingly  the 
beds  are  divided  into  services  representa- 
tive of  the  clinical  departments  of  the  College, 
and  are  assigned  in  numbers  according  to  each 
department’s  representation  in  medical  education. 


Now  Operating  Full  Capacity 


Internal  Medicine  

39  beds 

60  beds 

Neuro-P.svchiatry  

IG 

30 

Dermatology  

3 “ 

5 

General  Surgery  

34  “ 

50 

Orthopedic  Surgery  

10  “ 

15 

Urology  

8 

10 

Fractures  

5 “ 

5 

Obstetrics  & Gynecology... 

30  " 

40 

I’ediatrics  

30  “ 

20 

Oto-Rhino-Uaryngology  ... 

7 “ 

10 

Ophthalmology  

3 " 

5 

Total 180  “ 250  “ 

The  admission  and  retention  of  chronic  and 
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The  ward  arrangement  of  the  hospital  and  as- 
signment of  wards  to  particular  services  further 
complicates  the  admission  of  patients.  This  dif- 
fers from  the  ordinary  hospital  where  admission 
is  controlled  chiefly  by  empty  beds,  and  is  not 
limited  by  services.  It  would  be  quite  ea.sy  to 
fill  the  L’niversity  Hospital  with  patients  pre- 
senting only  a few  common  conditions,  chiefly 
surgical,  with  loss  of  necessary  teaching  clinics 
in  other  departments.  For  this  reason  sometimes 
surgical  cases  cannot  immediately  be  admitted, 
although  there  may  be  empty  beds  in  other  wards. 
This  applies  particularly  to  the  specialties  of 
surgery,  which  must  be  limited  in  an  undergradu- 
ate College  of  Medicine.  The  following  division 
of  beds  and  services  ( shown  in  the  first  column 
below ) is  now  in  operation  with  a capacity 
of  180  patients.  When  the  second  unit  of 
the  hospital  is  fully  equipped  there  will  be  a 
maximum  capacity  of  250  patients  (classified  as 
shown  in  the  second  column ) : 

•Road  before  the  Tliird  Couneilor  District  Medical  Society  meeting. 
Falls  City,  November  22,  1928. 
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incurahle  cases  into  an  active  hospital  always  is 
a problem.  This  is  even  more  of  a problem  in 
a teaching  hospital,  for  these  are  the  patients 
w'ho  most  need  financial  assistance  and  who  be- 
come a burden  upon  the  family  or  community  on 
account  of  the  duration  of  their  illness.  A limit- 
ed number  of  these  cases  are  valuable  in  medical 
education,  and  the  University  Hospital  is  glad  to 
admit  as  many  as  possible  for  limited  periods  of 
stav,  until  thorough  examination  and  diagnosis 
have  been  made.  If  no  further  service  other  than 
bed  care  can  be  offered,  these  patients  cannot 
be  maintained  for  long  periods  without  defeating 
the  University  Hospital’s  primary  educational 
purpose.  County  hospitals,  orthopedic  hospitals, 
psychopathic  hospitals,  homes  for  the  aged  and  in- 
curahle are  established  primarily  for  county  and 
state  institutional  service.  The  University  Hos- 
pital cannot  undertake  to  replace  these  institu- 
tions. although  it  may  assist  and  relieve  them  to 
some  degree.  The  most  advantageous  working 
relationship  would  be  for  the  I'niversity  Hospital 
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to  undertake  the  hospital  care  of  acute  and  cur- 
able conditions  of  institutional  patients  and  to  he 
able  to  transfer  such  cases  when  institution- 
al care  only  is  needed.  It  is  difficult  and 
uneconomical  to  combine  modern  hospital  care 
with  institutional  care.  The  standards  of  main- 
tenance are  quite  different,  as  illustrated  by  the 
minimum  cost  of  three  dollars  per  day  for  hos- 
pital service  and  one  dollar  per  day  for  institu- 
tional care.  The  quality  of  hospital  service  is 
bound  to  suffer  when  the  major  responsibility  of 
the  institution  is  adjusted  to  the  lower  standard. 

Most  misunderstandings  with  physicians  and 
county  officials  concerning  the  admission  of  pa- 
tients to  the  university  hospital  would  be  remov- 
ed by  an  appreciation  or  clear  understanding  of 
the  necessity  of  selection  and  limitation  of  pa- 
tients in  a teaching  hospital.  County  officials  are 
prone  to  consider  the  University  Hospital  a state 
institution  to  relieve  them  of  the  care  of  the 
chronic  and  incurable.  Many  physicians  seem  to 
hold  a similar  view,  or  feel  that  the  University 
Hospital  is  responsible  for  all  eligible  patients  re- 
gardless of  population  quota  or  excess  of  certain 
common  types.  The  most  desirable  teaching  cases 
are  the  acute  illnesses,  patients  who  can  be  bene- 
fited or  relieved  by  treatment,  or  patients  who 
present  a problem  in  diagnosis.  The  acute  ill- 
nesses are  most  available  from  near-by  territory 
and  particularly  from  the  Dispensary  clinic.  Eli- 
gible outstate  patients,  however,  are  given  prece- 
dence in  admission  when  the  quota  of  the  county 
has  not  been  exceeded. 

The  University  Hospital  should  not  be  increas- 
ed in  size  faster  than  the  needs  of  medical  educa- 
tion, and  should  not  be  burdened  with  an  un- 
necessary load  of  state  institutional  or  state  medi- 
cal service.  This  increases  the  problems  of  ad- 
ministration. Nebraska  now  has  a large  College 
of  Medicine,  measured  by  an  enrollment  of  three 
hundred  and  twenty-two  medical  students  and 
one  hundred  student  nurses.  The  university  has 
an  obligation  in  the  proper  education  of  these 
students  and  the  state  an  obligation  to  provide 
the  necessary  facilities  for  this  education,  to  in- 
sure the  return  of  well-trained  physicians  and 
nurses  to  care  for  the  private  and  public  health 
of  the  state.  Senior  and  Junior  classes  of  sev- 
enty to  eighty  medical  students,  or  a total  of  one 
hundred  and  fifty  students  in  the  clinical  years, 
require  more  than  one  patient  per  student  to 
provide  adequate  modern  bedside  clinical  instruc- 
tion, and  to  protect  patients  from  too  much  ex- 
amination. A two  hundred  and  fifty  bed  hos- 
pital, which  is  the  present  full  working  capacity 
of  the  University  of  Nebraska  Hospital,  and  a 


Dispensary  Clinic  averaging  one  hundred  patients 
per  day,  are  not  unduly  large  for  this  number  of 
students.  These  are  smaller  than  in  most  medi- 
cal schools  of  equal  rank,  but  are  sufficient  if 
properly  managed  and  utilized,  and  supported  by 
the  medical  profession  in  the  recommendation  of 
desirable  instructive  cases.  There  is  one  serious 
deficiency  in  the  present  clinic,  however, — ade- 
quate facilities  for  isolation  of  contagious  cases. 
A twenty-five  bed  isolation  unit  should  be  added 
in  the  near  future,  both  to  care  for  the  infectious 
cases  which  are  bound  to  arise  in  any  hospital, 
and  to  provide  a teaching  clinic  for  this  most 
important  department.  This  should  include  five 
beds  for  tuberculosis,  five  beds  each  for  measles, 
scarlet  fever  and  diphtheria,  and  five  remaining 
beds  for  prevailing  infections  of  other  types. 

Some  people  would  criticize  the  teaching  hos- 
pital as  a place  where  the  welfare  of  the  patient 
is  secondary.  Such  criticism  is  unfounded  in 
fact  or  acquaintance.  A teaching  hospital  must 
be  maintained  according  to  the  highest  standards 
of  hospital  and  medical  practice,  otherwise  it 
would  be  a poor  example  for  medical  students. 
No  mistake  or  omission  can  be  covered  up  in 
such  a hospital.  The  necropsy  percentage  of 
89%  in  the  University  of  Nebraska  Hospital 
speaks  for  itself  in  the  conscientiousness  of  diag- 
nosis and  treatment.  Written  permission  of  rela- 
tives is  obtained  in  all  necropsies.  The  quality 
of  the  practice  of  medicine  in  hospitals  today  is 
measured  more  by  necropsy  percentage  than  by 
any  other  single  factor. 

In  the  actual  care  of  a patient,  his  welfare 
must  always  be  the  primary  objective.  The  pa- 
tient’s reaction  to  a teaching  hospital  is  perhaps 
the  best  guide  to  its  quality  of  personal  service. 
At  a recent  meeting  in  San  Francisco  of  repre- 
sentatives of  teaching  hospitals  this  question  was 
discussed  and  without  exception  it  was  reported 
that  such  criticism  on  the  part  of  patients  was 
not  a problem  and  almost  did  not  exist.  The 
only  criticism  brought  to  attention  is  the  occasion- 
al delay  while  special  tests  are  being  made  or 
clinics  held,  but  the  patient  more  often  appreci- 
ates this  extra  attention.  At  Nebraska  every  pa- 
tient admitted  to  the  University  Hospital  is  as- 
signed to  a medical  student  who  examines  and 
follows  the  progress  and  treatment  at  the 
bedside.  Both  patient  and  student  benefit  from 
the  daily  ward  rounds  and  thorough  study  made 
of  each  case.  In  fact,  the  patient  usually  con- 
siders the  student  his  best  friend  and  ranks  him 
near  the  attending  physician  in  appreciation 
of  his  personal  service. 

The  question  of  financial  eligibility  in  the  ad- 
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mission  of  patients  to  the  University  Hospital  is 
the  source  of  much  trouble,  for  there  is  no  agree- 
ment or  established  standard  which  can  be  fol- 
lowed to  determine  the  eligibility  of  patients  for 
free  medical  care.  This  is  particularly  trouble- 
some when  judgment  is  passed  by  physicians 
without  a thorough  study  of  all  facts  involved, 
and  in  which  criticism  is  made  without  the  op- 
portunity of  presenting  the  facts.  The  hospital 
desires  to  protect  itself  and  the  medical  profes- 
sion from  abuse,  and  is  only  too  willing  to  make 
a careful  investigation  and  report  on  every  case 
of  suspected  hospital  abuse.  The  difficulty,  how- 
ever, is  not  so  much  due  to  inadequate  investiga- 
tion as  it  is  due  to  a difference  of  opinion  con- 
cerning the  eligibility  of  patients,  or  to  the  neces- 
sity of  accepting  a properly  filled  out  applica- 
tion blank.  This  application,  over  the  signatures 
of  a local  physician  and  county  official,  certifies 
that  the  patient  is  unable  to  provide  private  medi- 
cal care  and  is  eligible  for  admission  to  the  Uni- 
versity Hospital.  It  is  difficult  for  the  hospital 
to  dispute  this  certification,  and  why  should  it  be 
held  responsible  if  the  patient  is  improperly 
recommended  by  the  physician  and  county  offi- 
cial? However,  a careful  financial  investigation 
is  made  of  every  patient  on  entrance,  both  by 
questioning  of  the  patient  or  family,  and  often  by 
a letter  of  investigation  to  a local  bank. 

It  perhaps  is  useless  to  try  to  agree  on  stan- 
dards of  financial  eligibility  for  free  medical  care. 
Trained  sociologists  are  unable  to  agree.  Every 
physician  in  his  practice  renders  a great  amount 
of  such  free  service,  both  in  willing  free  work  and 
in  unpaid  accounts.  Surely  the  medical  profes- 
sion is  interested  enough  in  medical  education  to 
be  willing  to  refer  this  class  of  patients  to  the 
University  Hospital  when  possible.  Careful  and 
comprehensive  studies  of  free  clinic  abuse  have 
established  repeatedly  that  the  percentage  of  real 
abuse  is  always  less  than  five  per  cent,  nearer 
one  per  cent.  Surely  this  is  a small  contribution 
which  the  medical  profession  of  the  state  might 
willingly  make  for  medical  education.  The  at- 
tending staff  of  the  hospital  devote  much  more 
in  time  and  service  without  remuneration. 

A common  complaint  is  that  patients  in  the 
University  Hospital  are  known  to  own  a home  or 
other  property.  The  position  rarely  would  be 
taken  by  a physician  that  a man  of  small  means 
and  large  family,  with  disability  or  chronic  ill- 
ness, must  pay  in  full  for  medical  service  until  he 
becomes  destitute.  The  University  Hospital  does 
not  take  this  position  and  feels  justified  in  as- 
sisting deserving  individuals  when  they  are  fac- 
ing financial  ruin  or  inadequate  medical  care 


through  illness.  These  problems  have  been  par- 
ticularly numerous  since  the  war  on  account  of 
the  decrease  in  property  values  and  the  encour- 
agement of  credit  buying.  Many  an  individual, 
both  in  the  city  and  country,  has  found  himself 
in  a situation  where  his  total  indebtedness  ex- 
ceeded the  value  of  his  property  holdings.  It  is 
difficult  to  refuse  free  medical  care  to  such  an 
individual  until  he  has  disposed  of  all  of  his  prop- 
erty, particularly  when  that  property  represents 
his  only  safety  from  homelessness  and  depend- 
ency in  advanced  age.  The  ownership  of  an  au- 
tomobile seems  to  be  the  ine.xcusable  offense 
against  free  medical  care.  Actual  investigation 
discloses  that  this  usually  is  a friend’s  car,  or  that 
it  is  a "flivver”  worth  from  $15.00  to  $75.00, 
which  is  used  for  making  a meager  living  hauling 
rubbish  or  the  like.  Or  it  is  necessary  as  a means 
of  transportation  to  work  from  a $500.00  home 
outside  the  city  limits,  bought  through  high  pres- 
sure real  estate  salesmanship — $10.00  down  and 
$10.00  a month  the  rest  of  his  life — cheaper  than 
renting. 

Another  frequent  complaint  is  that  relatives 
of  a patient  in  the  University  Hospital  are  well- 
to-do  and  capable  of  caring  for  him.  This  may 
be  true,  but  is  not  often  a legal  responsibility. 
When  such  relatives  do  not  choose  to  provide 
needed  care,  it  is  difficult  to  make  them  pay  and 
the  University  Hospital  cannot  well  refuse  the  pa- 
tient admission  when  properly  recommended  by 
a physician  and  county  official. 

Xo  private  patients  are  admitted  to  the  Uni- 
versity of  Nebraska  Hospital,  except  emergency 
cases.  There  is  only  one  single  room  and  one 
double  room  adjacent  to  each  sixteen-bed  ward, 
in  some  cases  less,  and  these  are  insufficient  for 
isolation  of  seriously  ill  or  infectious  cases  from 
the  wards.  A private  wing  to  the  University  Hos- 
pital is  not  desired.  However,  a nearby  affiliat- 
ed private  hospital  would  offer  advantages  to 
both  staff  and  patients  in  convenience  and  utiliza- 
tion of  the  college  laboratories. 

The  medical  profession  very  properly  is  dis- 
turbed by  whatever  appears  to  be  an  advance 
towards  state  medicine.  A university  hospital 
which  is  maintained  primarily  and  strictly  for 
medical  education  is  not  an  advance  towards  state 
medicine,  even  though  patients  who  are  able  to 
pay  occasionally  obtain  entrance.  A Class  A medi- 
cal college  is  an  asset  to  the  medical  profession 
of  the  state,  both  in  its  stimulation  for  better 
medicine,  and  in  its  training  of  well  qualified 
physicians  to  practice  in  the  state.  The  real 
danger  of  state  medicine  will  rest  in  the  failure 
of  the  medical  profession  to  meet  the  demands 
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of  the  public  for  adequate  medical  care. 
We  have  always  had  with  us  certain  kinds 
of  state  medicine,  as  in  our  insane,  orthopedic, 
and  county  hospitals,  and  in  lesser  degree  in  our 
institutions  for  the  aged,  and  the  feeble-minded. 
State  medicine  is  hard  to  define  or  delimit.  The 
problem  is  complicated  in  recent  years  by  the 
increased  education  of  the  public  in  modern  medi- 
cal diagnosis  and  treatment  and  by  the  increased 
cost  of  obtaining  adequate  medical  care.  The 
demand  of  the  public  for  better  service  is  leading 
to  readjustment  in  medical  practice.  Many  small 
medical  centers  are  being  developed,  and  special- 
ization is  increasing.  Good  roads  and  the  auto- 
mobile enable  the  people  and  the  doctors  to  travel 
greater  distances  to  and  from  these  medical  cen- 
ters in  county  seat  or  smaller  towns.  The  small- 
est towns,  however,  are  suffering  from  this  exo- 
dus of  both  doctors  and  pay  patients  to  the  medi- 
cal centers,  and  many  are  without  physicians. 
This  is  not  the  fault  of  the  medical  college,  but 
is  due  to  progress  in  medicine,  education  of  the 
public,  and  world-wide  economic  factors.  The 
need  of  minor  and  emergency  medical  service  at 
moderate  cost  in  the  smaller  communities  is  in- 
creasing and  if  it  is  not  met  by  the  medical  pro- 
fession, may  lead  to  undesirable  substitutes. 

In  the  larger  cities  the  real  danger  and  en- 
croachment on  private  medical  practice  is  not  the 
teaching  hospital,  but  is  industrial  and  insurance 
medicine.  Yet  most  physicians  who  criticize  the 
University  Hospital  as  a trend  towards  State 
Medicine  would  not  hesitate  to  accept  re- 
munerative positions  in  these  fields,  or  take 
out  sick  benefit  insurance  for  their  own  personal 
safety.  Perhaps  this  is  entirely  proper,  but  nev- 


ertheless it  should  be  recognized  as  a form  of 
group  protection  in  medicine  which  reduces  the 
private  practice  of  physicians.  Not  all  individuals 
of  small  means  can  belong  to  such  organizations 
and  receive  this  protection,  and  must  face  de- 
pendency or  inadequate  medical  care  in  case  of 
serious  or  chronic  illness.  This  is  the  medical 
profession’s  problem,  if  they  are  to  maintain 
leadership  and  safety  in  private  practice.  The 
Medical  College  Hospital  is  assisting  in  the  sup- 
plying of  competent  physicians.  Its  limitation  in 
size  and  location  will  prevent  it  from  ever  be- 
coming a menace  in  state  medicine.  Its  mainten- 
ance as  a strictly  educational  institution,  as  the 
University  of  Nebraska  Hospital,  merits  the  sup- 
port of  the  medical  profession,  both  for  the  ad- 
vancement of  medicine  in  the  state  and  for  the 
maintenance  of  a creditable  medical  institution. 
The  medical  profession  has  been  given  the  re- 
sponsibility of  recommendation  of  patients  to  the 
University  Hospital.  No  patient  is  admitted  with- 
out the  signature  of  a local  physician  of  good 
standing.  The  service  the  hospital  offers  to  pa- 
tients is  excellent.  Its  teaching  clinics  must  be 
maintained.  There  should  be  more  interest  and 
reference  of  eligible  patients  to  the  hospital  by 
outstate  physicians.  The  hospital  authorities  de- 
sire and  always  have  tried  to  work  through  the 
physicians  and  not  directly  with  patients  or  lay 
organizations  in  admission.  This  policy  is  still 
being  maintained,  but  with  a two  hundred  and 
fifty  bed  hospital,  necessary  for  the  proper  clini- 
cal instruction  of  over  three  hundred  medical 
students,  increased  interest  and  support  is  need- 
ed. not  to  increase  the  free  care  of  patients,  but 
to  provide  an  adequate  clinic  for  medical  educa- 
tion. 


ANTERIOR  POLIOMYELITIS* 

B.  F.  WILLIAMS,  M.  D. 

Lincoln,  Nebr. 


Anterior  Poliomyelitis  ( Polioencephalomyelit- 
is)  is  an  inflammation  of  the  central  nervous  sys- 
tem and  the  symptoms  are  the  result  of  a defense 
reaction  of  the  tissue  involved,  against  the  intoxi- 
cation. The  syptoms,  therefore,  depend  upon  the 
localization  of  the  inflammatory  process. 

Wickman’s  classification  of  poliomyelitis  is 
based  upon  the  defense  reaction  of  the  tissues 
involved  and  one  can  but  conclude  by  the  variety 
of  reactions  that  the  disease  is  more  than  an  in- 
fection of  the  central  nervous  system — it  is  in 
fact  a general  infection. 

•Read  before  the  Lancaster  County  Medical  Society,  October  1.  1928. 


The  French  observers  (a)  have  isolated  an  ul- 
tramicroscopic  filtrable  virus  with  variable  viru- 
lence and  existing,  first,  in  a form  bound  to  the 
epithelial  cells  of  the  mouth  and  attenuated  in 
the  saliva ; second,  a more  virulent  form  in  the 
vesicles  of  herpes ; third,  a virulent  form  in  the 
carriers  of  encephalitis  and  fourth,  in  the  central 
nervous  system  of  active  cases  of  encephalitis 
lethargica. 

The  organism,  it  is  believed,  acquires  an  ex- 
aggeration of  virulency  and  thereby  also  acquires 
an  affinity  for  nerve  cells  and  as  a result  cere- 
bral tissue  becomes  involved  as  in  the  case  of 
encephalitis. 
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The  salivary  virus ; the  virus  of  herpes ; and 
the  virus  of  encephalitis  are,  it  is  believed,  only 
variants  showing  different  degrees  of  pathogen- 
icity all  from  the  same  organism  in  origin. 

A comparison  of  the  properties  of  the  virus 
of  the  encephalitis  group  with  the  virus  of  rab- 
ies, of  poliomyelitis  and  the  virus  of  vaccination, 
show  characteristics  in  common  in  the  labora- 
tory and  in  common  show  an  elective  affinity  for 
the  ectoderm. 

“Thus,  the  organism  of  vaccinia  (b)  shows  a 
constant  and  obligatory  affinity  for  the  skin  and 
cornea ; the  encephalitis  virus,  as  already  stat- 
ed, attacks  either  the  skin  or  nerve  tissue,  accord- 
ing to  its  virulence ; the  rabies  virus  behaves  in 
the  same  way,  except  that  it  causes  no  local  le- 
sions and  only  profits  by  its  affinity  for  epithel- 
ial structure  whilst  traveling  up  the  nerves  to 
the  cerebral  centers ; the  virus  of  poliomyelitis 
shows  no  affinity  except  for  the  gray  matter 
of  the  spinal  cord.  For  these  reasons  Levaditi 
suggests  that  the  disease  caused  by  this  group 
should  be  designated  “The  Ectodermoses”. 

The  anxiety  of  a community  places  a double 
burden  of  responsibility  upon  the  physician 
when,  no  matter  how  observing  his  clinical  study 
of  his  patient,  in  the  presence  of  an  epidemic  he 
still  feels  a lingering  doubt  when  he  is  called  up- 
on to  discriminate  between  a mere  febrile  disor- 
der and  a pre-paralytic  stage  of  poliomyelitis. 

A resume  of  the  clinical  evidence  of  the  disease 
may  serve  to  place  the  physician  on  his  guard  at 
this  seasonable  period  of  the  year. 

The  usual  epidemic  type  of  infantile  paralysis 
begins  abruptly ; the  temperature  seldom  reach- 
ing above  101^  ; and  the  pulse  rate  is  out  of 
harmony  with  this  temperature,  ranging  from 
10  to  140. 

There  are  three  rather  constant  features  due 
to  inter-cranial  disturbance,  namely,  the  head- 
ache ; the  lassitude  and  the  pain  in  the  extremi- 
ties. 

Lassitude  is  hardly  the  proper  descriptive 
term.  The  patient’s  situation  amounts  to  a pros- 
tration and  again  this  prostration  is  out  of  har- 
mony with  the  temperature  reaction,  a point  of 
clinical  interest  and  of  diagnostic  value. 

The  fact  that  poliomyelitis  is  a general  disease, 
invading  all  the  tissues  of  the  body  but  showing 
a selective  action  for  a certain  path  in  the  ner- 
vous tissue,  prepares  us  to  anticipate  a situation 
which  is  uniformly  encountered,  namely,  the 
meningeal  symptoms.  The  meningeal  symptoms 
may  be  seen  as  rigiditv  of  the  spine  and  neck 


muscles  and  an  occasional  tendency  to  head  re- 
traction. The  tendency  to  keep  the  spine  rigid 
and  a disinclination  to  bear  weight  on  the  spine 
is  very  noticeable  in  children  who  are  old 
enough  to  sit  upright.  This  inclination  to  rigid- 
ity of  the  neck  is  observed  as  the  child  makes 
only  a feeble  gesture  to  comply  with  the  phy- 
sician’s request  to  bend  the  head  forward.  The 
pain  is  deep  seated,  not  in  the  joints  but  located 
in  the  back,  the  arms,  and  the  legs  and  is  fairly 
constant. 

One  of  the  characterizing  features  of  the  dis- 
ease is  the  tendency  to  a fever  remission,  after  a 
period  of  from  two  to  six  days,  a normal  tem- 
perature period,  which  again  is  followed  by  a 
rise  simultaneous  with  the  appearance  of  the 
paralysis. 

There  is  a muscular  phenomena  of  tremor  on 
exertion  more  marked  in  certain  extremities  and 
appearing  early  in  the  disease.  This  symptom 
is  well  worth  searching  for  and  is  observed  in  the 
limb  or  limbs  that  are  afterward  paralyzed.  This 
may  be  regarded  as  a focalizing  symptom  and  of 
importance  in  early  diagnosis. 

The  general  statement  that  reflexes  are  much 
more  increased  during  the  febrile  and  early  para- 
lytic stage  and  entirely  lost  later  in  the  affceted 
parts  is  a casual  summary  of  the  neuro-muscular 
picture.  Marked  hyperesthesia  is  present  in  90% 
of  all  cases,  whenever  the  slightest  effort  is  made 
to  move  limbs  or  when  pressure  is  made  on 
nerve  trunks  or  the  faintest  irritation  is  applied 
to  the  skin.  The  patients  are  extremely  anxious 
and  fearful.  In  this  they  resemble  the  early 
stage  of  meningitis  showing  often  times  quite 
as  marked  photophobia  and  hyperacusis. 

The  infiltration  in  the  cord  may  disturb  the 
sensory  mechanism  producing  paresthesia  or 
anesthesia.  The  older  teachings  that  sensory 
disturbance  is  uniformly  absent  cannot  be  main- 
tained. From  the  early  hyperesthesia  to  hypos- 
thenia  or  even  loss  of  sensation  is  not  uncommon 
and  may  involve  both  pain  and  thermal  sensibil- 
ity. 

The  neurological  picture  varies,  however,  with 
the  type  of  the  disorder  and  Wickman  has  de- 
scribed eight  distinct  groups.  This  distinction 
however,  being  more  upon  general  tendency  than 
a hard  and  fast  difference. 

The  types  described  are  (c)  : First,  spinal;  sec- 
ond, acute  ascending  (Landrys)  ; third,  bulbar 
or  pontine ; fourth,  encephilitic ; fifth,  cerebellar ; 
sixth,  meningitic ; seventh,  neuritic;  eighth,  veg- 
etative type,  and  the  abortive.  The  abortive  re- 
lating only  to  the  sudden  arrest  of  the  disorder. 
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In  recent  epidemics  patients  have  shown  char- 
acteristic s}nnptoms  of  poliomyelitis  and  then 
gone  to  recovery  without  palsy.  In  others  a 
mild  palsy  with  hypertonia  developed  and  recov- 
ery followed  in  a short  time.  These  are  the  pa- 
tients whom  Wickman  groups  in  the  abortive 
types.  He  has  also  made  the  observation  that 
the  most  frequent  forms  in  which  the  disease 
terminates  as  above  described  are:  (d)  “First, 
the  mild  meningitic  types ; second,  those  that 
show  the  general  infection  symptoms  prom- 
inently ; third,  those  that  have  a marked  influ- 
enza trend  ; fourth,  the  case  with  marked  gastro- 
intestinal signs.  Wickman  believes  that  15  per 
cent  of  all  cases  are  of  this  group  while  Mueller 
believes  that  there  are  more  of  the  abortive  cases 
than  of  the  usual  type.”  If  this  be  true  it  is  of 
great  significance  in  the  matter  of  epidemology. 

The  spinal  fluid  is  usually  taken  for  diagnostic 
reasons  although  some  have  faith  in  its  thera- 
peutic value  which  is  not  entirely  impossible  in 
that  spinal  fluid  pressure  is  uniformly  elevated. 
The  fluid  is  clear  or  opalescent.  The  cells  are 
increased  and  the  globulin  is  positive,  and  of 
diagnostic  importance  is  the  fact  that  leukocytes 
predominate  during  the  first  24  hours  of  the  dis- 
ease after  which  time  the  lymphocytes  predom- 
inate. 

The  physician's  problem  is,  therefore,  to  recog- 
nize the  disorder  in  a child  before  paralysis  has 
developed.  Upon  this  rests  the  future  of  the 
child  in  his  ability  to  withstand  the  attack  with 
the  smallest  degree  of  residual  paralysis. 

In  the  matter  of  treatment  it  is  unnecessary 
to  emphasize  the  importance  of  masterly  inactiv- 
ity in  local  treatment  such  as  massage,  electrical 
currents  or  therapy  procedures  during  the  feb- 
rile and  early  paralytic  stage.  The  time  for  these 
treatments  if  advisable  is  in  the  later  stages  when 
the  acute  disorder  has  subsided. 

In  considering  treatment  it  is  well  to  divide 
the  subject  into  the  consideration  of  prophylaxis 
and  the  treatment  of  the  acute  stage  and  the 
treatment  of  the  chronic  stage.  Under  prophy- 
laxis while  there  is  little  difficulty  in  controlling 
the  typical  case  the  abortive  cases,  however,  are 
rarely  properly  regulated. 

The  virus  in  the  monkey  polio  seems  to  be 
found  in  the  nasal  mucuous  membranes  and  in 
the  feces.  It  seems  that  hydrogen  peroxide  1% 
sol.  is  effective  in  the  treatment  of  nasal  mem- 
branes while  formaldehyde  and  carbolic  acid  is 
effective  in  treating  the  feces. 

In  the  acute  stage  a treatment  has  been  sug- 
gested which  I believe  worthy  of  mention.  I 


refer  to  the  irradition  of  the  entire  vertebral  col- 
umn by  the  roentgen  ray.  Just  as  someone  dis- 
covered, by  sheer  accident,  the  value  of  subdural 
air  injection  in  meningitis,  someone  bas,  with 
equal  awkwardness,  stumbled  onto  the  use  of 
x-ray  in  polio.  Reference  was  made  in  Tasso’s 
year  book  for  192(!  to  a group  so  treated  and 
reported  from  the  clinic  of  the  Brooklvn  General 
Hospital. 

From  Basso’s  year  book  (e)  of  1927  we  read 
that  “H.  Bordier  began  to  use  the  roentgen  ray 
on  the  affected  region  of  the  spine  in  1911  and  has 
made  a previous  report  on  his  results.  He  be- 
lieves that  the  roentgen  ray  causes  a diminution 
of  the  inflammation  and  edema  of  the  cord  and 
tends  to  prevent  the  formation  of  scar  tissue. 
He  maintains  that  it  has  been  proven  experiment- 
ally and  clinically  that  such  exposure  is  devoid 
of  danger.  He  gives  detailed  directions  as  to  the 
dosage  of  the  rays,  which  should  be  directed  per- 
pendicularly to  the  laminae  in  the  affected  re- 
gion. He  advocates  also  the  use  of  diathermy 
and  galvanism  on  the  affected  extremities.  The 
author  gives  no  information  as  to  the  number 
of  cases  treated  or  the  degree  of  his  own  suc- 
cess, but  he  quotes  briefly  figures  given  by  oth- 
ers who  have  treated  sixty-five  cases  in  This 
manner.” 

The  Vienna  schools  have  employed  x-ray  ir- 
radition during  the  past  two  years  and  Professor 
Papenhime  referred  to  it  in  the  clinic  as  a most 
satisfactory  treatment  of  poliomyelitis.  He  cred- 
os its  results  to  mechanical  influence  in  the  fil- 
tration processes  of  the  anterior  horn. 

Marburg’s  ( f ) lecturing  on  neurojihathology 
refers  to  the  treatment  and  suggests  that  the  re- 
sults may  be  due  to  a change  in  filtration  of  the 
anterior  horn  by  reason  of  the  stimulation  by 
x-ray.  In  harmony  with  the  theory  that  the  dis- 
ease involves  all  parts  of  the  nervous  tissue  and 
its  lasting  effects  are  exerted  on  the  anterior  horn 
solely  by  reason  of  the  lower  filtration  capacity 
in  that  portion  of  the  cord. 

The  treatment  of  the  chronic  stage  involves  a 
careful  invoice  of  the  damage  to  muscle  groups 
as  well  as  the  degree  of  damage  as  revealed  by 
electrical  excitability.  Here  comes  the  import- 
ance of  the  deep  continuous  neutral  tub  as  a help 
to  the  motions  of  the  limb  to  the  straightening 
out  of  contraction  and  the  promotion  of  the  spe- 
cial e.xercise  under  the  support  offered  by  the 
pressure  of  water.  The  application  of  casts  to 
correct  distortion  and  muscle  transplantation  is 
however,  outside  the  scope  of  this  paper. 

The  medical  supervision  of  the  disease  is  bas- 
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ed  upon  the  observation  that  one  attack  of  in- 
fantile paralysis  usually  insures  immunity  in 
either  man  or  animal  for  all  time.  With  this 
in  view,  Rosenau  (g)  has  suggested  the  use  of 
blood  serum  from  convalescent  patients.  In  large 
clinics  this  process  can  be  carried  out  and  is  car- 
ried out  at  the  present  time.  However,  in  more  re- 
mote districts  and  points  removed  from  large 
clinics  such  a program  can  only  be  carried  out 
when  preliminary  organizations  makes  it  possi- 
ble for  the  physician  to  draw  upon  known  donors 
who  stand  ready  at  any  time  to  give  up  quanti- 
ties of  blood  for  this  work. 

Rosenau  (h)  calls  attention  to  the  fact  that  "a 
monkey  having  recovered  from  polio,  no  matter 
how  much  of  the  virus  be  injected  into  the  brain, 
the  circulation  or  the  periteneum  it  is  impossible 
to  give  the  animal  the  disease  the  second  time. 
He  believes  that  a clear  cut  lasting  immunity 
therefore  exists  and  suggests  that  laboratory  re- 
sults justify  the  conclusion  that  definite  anti- 
bodies exist  in  the  blood  of  such  an  animal  for 
all  time”.  He  further  obser^^es  that  the  convales- 
cent blood  of  a patient  mixed  with  active  virus 
renders  the  virus  incapable  of  producing  the  dis- 
ease in  monkeys  whereas  the  same  virus  has  pro- 
duced the  disease  when  not  mixed  with  convales- 
cent blood.  The  administration,  as  with  the  diph- 
theria antitoxin,  is  of  service  only  when  given 
early  in  the  disease  at  a time  before  destruction 
of  the  cells  of  the  anterior  horn  have  occurred. 
(He  recommends  the  removal  of  15  cc  of  spinal 
fluid,  if  that  amount  will  flow  from  lumbar  punc- 
ture, and  replacing  this  with  15  cc  of  serum. 
Simultaneously  administering  30  cc  of  serum  in- 
travenously and  24  hours  later  he  repeats  the  in- 
traspinous  injection.! 


To  quote  from  his  reports  he  says:  “Results 
have  been  encouraging  but  no  one  should  carry 
the  impression  that  we  have  a cure  or  a positive 
preventive  in  this  treatment.” 

The  use  of  the  antistreptococcic  horse  serum 
prepared  by  the  various  biological  products  com- 
panies after  the  plan  of  Rosenau  is  too  well 
known  to  require  review.  Comparative  results 
would  suggest  that  the  control  group  of  278 
cases  against  the  1113  cases  treated  with  immun- 
ized horse  serum  would  justify  Rosenau,  (I) 
who  reported  these  cases,  in  concluding  that  the 
reduction  in  mortality  and  the  residual  paralysis 
in  the  serum-treated  group  was  due  to  the  influ- 
ence of  the  treatment. 

My  only  justification  for  this  paper  is  to  call 
attention  to  treatments  which  may  be  employed 
as  an  adjunct  to  the  serum.  In  the  light  of  our 
present  knowledge  the  disease  so  insiduous  and 
devastating  one  which  brings  terror  to  the  com- 
munity. Whatever  limitation  to  paralysis  secured 
by  any  treatment  in  the  febrile  period  is  that 
much  advanced  in  our  battle  against  this  dread 
malady. 

The  question  as  to  the  method  by  which  re- 
sult is  accomplished  is  entirely  secondary  to  the 
one  question,  “will  it  or  will  it  not  limit  the  res- 
idual paralysis?” 
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MEDICAL  LEGISLATION* 

F.  B.  YOUNG,  M.  D.. 
Gering.  Nebr. 


Legislation  pertaining  to  the  practice  of  medi- 
cine falls  naturally  into  three  general  subdivi- 
sions. 

First — Those  laws  directly  governing  the  prac- 
tice of  medicine. 

Second — Those  concerned  with  public  health 
and  the  control  of  diseases. 

Third — Those  concerned  with  vital  statistics. 

Many  states  have  tried  man}’  different  laws 
to  direct  and  control  the  practice  of  medicine  and 
so  far  none  has  been  found  that  is  satisfactory 
to  all  persons. 

•Read  before  the  Xebraska  Public  Health  Association,  I<incoln,  Xe- 
braska.  September  5th.  192S. 


Because  of  the  fact  that  practicing  physicians 
and  medical  organizations  have  been  leaders  in 
promoting  medical  legislation,  it  has  been  thought 
by  many  of  both  the  profession  and  the  laity  that 
medical  legislation  has  as  its  primary  object  the 
protection  of  the  medical  profession.  Nothing 
could  be  further  from  the  truth.  The  primary 
object  of  all  legislation  on  medical  matters  is  to 
protect  the  whole  people.  Any  other  object  would 
be  subversive  of  the  principles  of  American  gov- 
ernment. Not  that  many  of  these  principles  have 
not  been  subverted  by  legislation  and  court  rul- 
ings, but  we  are  glad  to  say  that  medical  legisla- 
tion, as  proposed  by  medical  organizations,  has 
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always  been  clear  of  such  a charge.  Let  us  then 
consider  all  phases  of  this  matter  from  the  stand- 
point that  the  good  of  the  whole  people  is  at 
stake.  The  fact  is  that  some  parts  of  valuable 
medical  legislation  are  burdensome  to  the  pract- 
icing physician,  a matter  that  will  be  referred  to 
later. 

The  medical  profession,  as  individuals  and 
through  its  organizations,  has  carried  the  burden 
of  promoting  progressive  medical  legislation  for 
the  simple  reason  that  they,  more  than  any  oth- 
er element  of  the  population,  have  realized  the 
necessity  for  such  legislation.  It  is  my  opinion 
that  the  time  has  now  come  for  this  condition  to 
be  changed.  It  has  served  its  day  and  served  it 
well ; but  with  the  diffusion  of  information 
through  all  strata  of  society,  it  seems  that  other 
elements  of  the  population  should  take  an  active 
part  in  this  work. 

This  presentation  of  the  subject  is  made  in 
the  effort  to  cause  the  members  of  this  organiza- 
tion to  realize  the  necessity  and  equity  of  reason- 
able legislation  along  these  lines  and  to  influence 
them  to  think  and  then  to  work  for  the  main- 
tenance and  enforcement  of  suitable  laws  in  re- 
gard to  public  and  individual  health. 

The  first  subdivision  of  this  subject — Laws 
governing  the  practice  of  medicine.  The  ob- 
ject of  all  such  laws  should  be  to  assure  the  pub- 
lic that  those  who  legally  qualify  to  treat  the  sick 
and  to  advise  in  matters  of  health  have  sufficient 
intelligence  and  adequate  information  to  do  so 
correctly.  In  other  words  that  they  know  what 
they  are  doing.  It  has  been  but  a few  years 
since  this  type  of  legislation  has  developed  in 
the  United  States.  Even  at  the  time  that  I grad- 
uated in  medicine  the  registration  of  a diploma 
from  a “reputable  medical  college”  was  suffi- 
cient to  secure  the  right  to  practice  medicine  in 
most  states.  The  county  clerk  or  some  other 
lay  official  usually  was  the  arbiter  as  to  the  re- 
putability of  a school.  It  will  thus  be  seen  that 
the  term  “Reputable  Medical  College”  meant 
nothing.  Some  states  had  examinations  of  one 
kind  or  another  to  which  men  with  little  or  no 
medical  education  were  admitted.  One  of  my 
most  prized  possessions  is  a license  granted  me 
by  a county  examining  board  before  I graduated. 

About  thirty  years  ago  well  informed  medical 
men  realized  that  such  a condition  had  become 
unbearable  and  started  a movement  for  reform. 
The  result  of  this  movement  is  that  all  the  states 
have  better  medical  practice  acts  than  they  had 
at  that  time,  but  in  nearly  all  states  much  is  yet 
to  be  desired  along  these  lines.  This  state  now 
has  the  basis  of  a good  working  law,  one  which 


should  prove  satisfactory  in  keeping  the  pro- 
fession at  a high  standard  and  protecting  the 
people  against  incompetent  practitioners.  The 
medical  practice  law  of  Nebraska  requires  that 
one  desiring  to  practice  medicine  in  this  state 
shall  have  a working  knowledge  of  the  basic 
sciences.  After  he  demonstrates  his  familiarity 
with  these  he  is  privileged  to  practice  any  system 
of  therapeutics  he  may  wish.  No  law  could  be 
more  just  to  all  parties  concerned,  that  is,  the 
practitioners  of  the  healing  arts  and  their  pa- 
tients. It  is  but  just  that  one  who  professes  to 
treat  diseases  of  the  human  body  should  have 
adequate  knowledge  of  its  development,  its  struc- 
ture, its  functions,  its  disorders,  and  its  reac- 
tions to  various  influences. 

The  second  division  of  laws  pertaining  to  med- 
icine is  that  concerning  public  health  and  the  con- 
trol of  infectious  diseases.  These  laws  require 
that  medical  practitioners  report  all  cases  of  in- 
fectious and  communicable  diseases  promptly  to 
the  proper  health  authorities.  In  each  county  the 
sheriff,  the  county  superintendent  of  schools,  and 
an  appointed  physician,  constitute  the  county 
board  of  health.  In  the  smaller  cities  and  the  in- 
corporated towns,  the  mayor,  the  chief  of  police, 
and  an  appointed  physician,  make  up  the  city 
board  of  health.  The  State  Bureau  of  Health  is 
a part  of  the  Department  of  Public  Welfare  and 
its  work  is  subdivided  into  vanous  sub-depart- 
ments. 

It  is  not  within  the  scope  of  this  paper  to  dis- 
cuss the  work  of  the  state  bureau  of  health  ex- 
cept to  say  that  throughout  the  time  of  my 
acquaintance  with  it,  it  has  been  well  managed 
and  its  officials  have  always  been  anxious  to  co- 
operate with  the  local  health  departments,  the 
medical  profession,  and  any  other  persons  who 
may  bring  matters  of  interest  to  its  attention.  Its 
personnel  has  always  been  competent,  courteous, 
and  energetic. 

It  is  to  the  local  boards  that  I wish  to  refer 
somewhat  more  at  length,  the  city  and  county 
boards.  These  organizations  are  more  closely 
in  touch  with  local  conditions  and  are  of  more 
direct  importance  to  the  average  laymen  and 
physician,  and  are  more  under  the  influence  of 
local  conditions.  It  is  true  that  they  get  their 
authority  and  their  rules  of  conduct  from  the 
state  board  of  health  and  from  the  laws  govern- 
ing matters  of  health,  but  in  execution  of  these 
rules  and  regulations  their  actions  and  judgment 
are  effective.  Nebraska  is  an  almost  purely  agri- 
cultural state  and  in  much  of  the  state  the  counties 
are  large  and  many  are  sparsely  populated.  A 
considerable  element  of  unassimilated  foreigners 
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exists  in  many  communities.  The  towns  are 
often  small,  far  apart,  and  in  some  localities  doc- 
tors are  few.  These  factors  lead  to  many  rather 
difficult  situations  in  the  administration  of  pub- 
lic health  matters. 

Sometimes  there  is  direliction  or  delay  in  the 
reporting  of  contagious  diseases,  and  when  these 
diseases  have  been  reported  there  is  delay  upon 
the  part  of  the  authorities  in  acting  upon  the  re- 
port. The  foreign  element  frequently  conceals  a 
contagious  disease  because  of  their  dislike  of 
quarantine  and  other  restrictions.  I have  known  a 
severe  epidemic  of  scarlet  fever  to  be  spread  be- 
cause of  concealment  of  a mild  case.  In  fact, 
the  concealment  of  such  diseases  as  scarlet  fever, 
smallpox,  measles,  and  diphtheria,  is  not  uncom- 
mon. All  of  us  are  familiar  with  such  instances, 
and  it  is  not  always  the  ignorant  or  un-Ameri- 
canized  foreigner  who  is  the  offending  party.  It 
is  a well  known  fact  that  the  most  virulent  and 
fatal  attack  of  any  infectious  disease  may  arise 
from  contact  with  a verv  mild  case.  It  is.  there- 
fore. necessary  that  all  cases  be  promptly  report- 
ed and  put  under  control. 

In  some  communities  the  physicians  have  been 
neglectful,  while  in  others  the  laity  have  been  the 
offenders.  Let  me  say  to  you.  that  the  physician 
who  wilfully  or  carelessly  fails  to  promptly  re- 
port all  cases  of  infectious  disease  is  not  worthy 
of  your  confidence,  is  a source  of  real  danger  to 
his  community,  is  a disgrace  to  his  profession, 
and  public  sentiment  should  force  him  to  change 
his  tactics.  Fortunately  there  are  but  few  such 
men  in  the  practice  of  medicine. 

Let  us  then  cooperate  to  the  utmost  with  our 
local  boards  of  health,  and  try  to  make  them 
more  active  and  efficient.  Where  the  local 
boards  are  unorganized  or  inefficient,  let  us  in- 
sist upon  proper  action  to  secure  their  sendees. 
Let  us  recognize  the  advisability  and  necessity 
for  their  rules  and  regulations  even  though  these 
may  cause  us.  as  individuals,  some  annoyance. 
Let  us  inform  all  and  sundry  of  the  correctness 
of  public  health  regulations  and  the  protection 
afforded  to  the  people  by  them.  Let  us  use  our 
influence  as  an  organization  and  as  individuals 
to  strengthen  the  laws  and  their  administration. 
Let  each  person  present  go  forth  as  a missionary 
to  his  home  surroundings  to  earn*-  the  gospel  of 
good  health. 

Many  of  the  communicable  diseases  have  been 
much  lessened  in  frequency,  and  some  almost 
completely  abolished,  by  the  action  of  public 
health  officials  in  conjunction  with  the  medical 
profession.  It  is  not  too  much  to  say  that  small- 
po.x.  yellow  fever,  malaria.  t}*phoid  fever,  tuber- 


culosis, measles,  mumps,  whooping  cough,  scar- 
let fever,  diphtheria,  and  all  other  infectious 
diseases  can  be  wholly  abolished.  We  should 
hasten  this  day  by  causing  proper  laws  to  be 
passed  and  by  upholding  the  actions  of  those 
who  have  charge  of  the  enforcement  of  these 
laws. 

Public  health  problems  are  no  longer  problems 
of  the  medical  profession  alone.  They  are  prob- 
lems of  the  whole  citizenry,  and  it  is  only  bv 
recognition  of  this  fact  that  much  more  progress 
in  the  control  of  disease  may  be  accomplished. 
This  is  largely  an  economic  and  political  problem 
and  should  be  dealt  with  as  such.  Public  health 
is  to  a large  extent  as  purchasable  a problem  as 
are  good  roads,  a fact  that  should  be  more  com- 
pletely recoguized. 

Another  factor  in  public  health  work  is  the 
control  of  proper  food,  milk,  and  water  supplies. 
These  properly  should  fall  under  the  direction  of 
our  public  health  officials,  but  do  not  in  this 
state.  Too  often  it  is  the  case  that  local  influ- 
ences or  limitations  will  cause  a certain  amount 
of  neglect  of  these  factors.  Food,  milk,  and 
water  inspection  is  vital  under  our  modern  con- 
ditions of  civilization  and  it  should  be  the  ideal 
of  every  person  interested  in  production  and  dis- 
tribution of  food  supplies  of  all  kinds  to  make 
sure  that  they  are  pure  and  wholesome  and  safe 
for  consumption. 

I will  not  go  into  a prolonged  discussion  of 
the  third  subdivision  of  legislation,  vital  statis- 
tics. Suffice  it  to  say  that  the  system  of  vital 
statistics  is  simply  bookkeeping  on  humanity. 
Properly  completed  vital  statistics  will  give  a bal- 
ance sheet  on  the  population.  They  will  show 
the  ratio  of  births  to  deaths,  will  give  correct 
information  as  to  the  causes  of  death,  will  call 
attention  to  the  necessity  for  public  and  personal 
prophyla.xis,  and  will  bring  to  light  other  matters 
of  interest  in  living  conditions. 

There  are  certain  laws  that  place  a burden 
upon  the  medical  profession,  but  these  laws  are 
deferred  to  by  the  profession  with  good  grace 
and  these  burdens  willingly  borne  as  they  are 
mostly  for  the  good  of  the  people.  The  reports 
of  contagious  diseases,  and  of  vital  statistics  are 
at  times  rather  burdensome,  though  necessary. 
The  Harrison  Narcotic  Act  is  a burden,  but 
when  it  is  well  enforced  it  is  a law  of  wonderful 
value.  The  man  who  was  in  practice  in  1915 
when  this  Act  became  a law  was  bound  to  realize 
its  timeliness.  Certain  interpretations  of  this 
law  and  certain  acts  of  enforcement  officers  have 
placed  an  undue  burden  upon  the  profession,  but 
we  know  that  these  burdens  must  be  borne  for 


Vol.  XIV,  Xo.  2 


THE  NEBRASKA  STATE  MEDICAL  JOURNAI. 


73 


the  good  of  humanity,  and  that  the  problems  of 
regulations  and  enforcement  will  ultimately  be 
satisfactorily  solved.  The  Prohioition  laws,  both 
state  and  national,  fall  into  the  same  category. 

The  medical  j)rofession  as  individuals  or  as 
organizations  are  not  empowered  to  enforce 
medical  laws  of  any  kind,  though  the  laity  seems 
to  be  under  the  impression  that  they  are.  Not 
long  ago  an  article  appeared  in  our  state  news- 
papers stating  that  a district  attorney  had  writ- 
ten the  officers  of  the  Nebraska  State  Medical 
Association  and  the  American  ^Medical  Associa- 
tion asking  that  they  take  steps  for  the  control  of 
a certain  irregular  practitioner.  This  attorney 
was  laboring  under  a mis-apprehension ; the 
medical  profession  is  under  no  more  obligations 
to  secure  punishment  of  violations  of  the  medical 
laws  than  it  is  to  act  in  violations  of  any  other 
laws.  These  come  within  the  duties  of  the  law 
enforcement  officers  and  to  secure  enforcement 
of  any  law  it  is  merely  necessary  to  arouse  pub- 
lic sentiment.  Nor  can  any  medical  practitioner 
legally  quarantine  or  isolate  any  person  : he  can 
merely  report  the  necessity  for  such  action  to  the 
properly  authorized  officers,  who  are  legally  em- 
powered to  act  on  such  notification. 

A word  as  to  the  attitude  of  the  medical  pro- 
fession and  the  laity  in  matters  of  medical  legis- 
lation. Attention  was  called  to  the  fact  that  the 
medical  profession  had  heretofore  been  the  ac- 
tive factor  in  securing  suitable  and  progressive 
medical  legislation.  This,  because  of  the  fact 
that  the  profession  has  been  in  a position  to  un- 
derstand the  necessity  for  such  legislation  better 
than  other  elements  of  the  population.  The  gen- 
eral public  is  now  in  a position  to  obtain  knowl- 
edge of  these  facts,  and  this  knowledge  should 
lift  the  burden  of  this  work  from  the  profession. 
It  is  true  that  this  knowledge  has  not  been  dis- 
seminated as  rapidly  as  has  been  possible,  but 
it  is  my  opinion  that  it  will  be  in  the  future. 
Certainly  the  organized  medical  profession  will 
soon  take  active  steps  to  put  all  possible  knowl- 
edge of  medical  advance  at  the  disposal  of  all 


interested  parties.  There  is  some  difference  of 
opinion  as  to  how  this  should  be  done,  but  surely 
the  old  haphazard,  individual  method  of  dissem- 
inating such  information  will  soon  be  abandoned, 
and  when  it  is  both  the  profession  and  the  pub- 
lic will  be  the  great  gainers. 

Another  reason  that  the  publi*'  should  take  an 
active  interest  in  medical  legislation  is  that  they 
are  the  ones  who  profit  thereby.  As  has  been 
shown,  properly  enforced  medical  laws  and  regu- 
lations lessen  the  amount  of  sickness  and  to  that 
extent  limit  the  amount  of  work  a doctor  has  to 
do.  Any  man  who  has  been  actively  in  the  prac- 
tice of  medicine  for  the  past  twenty-five  years 
can  tell  you  that  his  practice  is  wholly  different 
now  from  what  it  was  at  that  time.  No  more  do 
we  have  the  extensive  epidemics  of  contagious 
and  infectious  disea.ses  that  furnished  the  bulk  of 
our  practice  then.  Serious  epidemics  of  typhoid 
fever,  dvsenterv,  the  summer  complaints  of  chil- 
dren. diphtheria,  scarlet  fever,  and  other  infec- 
tions, are  no  longer  common  in  progressive  com- 
munities. When  such  diseases  occur  they  are  put 
under  immediate  control  in  such  a manner  that 
the  doctor  no  longer  derives  much  income  from 
them.  Even  tuberculosis  is  less  than  fifty  per 
cent  as  common  as  it  was  a generation  ago. 

Tn  view  of  these  facts  it  is  but  just  that  the 
public  assume  the  burden  of  enactment  and  en- 
forcement of  medical  laws  for  their  own  defense. 
There  is  no  danger  that  the  profession  will  lose 
interest  in  this  work,  but  it  would  be  well  that 
thev  should  be  permitted  to  drop  the  leading  role 
in  it.  This  conference  should  appoint  a commit- 
tee to  take  an  active  part  in  such  legislation  as 
will  be  introduced  in  the  next  legislature.  I am 
not  empowered  to  speak  for  any  individual  or 
anv  organization,  but  I feel  sure  that  the  Com- 
mittee on  Medical  Legislation  of  the  Nebraska 
State  Medical  Association  would  welcome  such 
a committee  to  cooperate  with  it  and  I also  feel 
sure  that  such  a committee  could  accomplish 
much  in  value  in  both  a legislative  and  educa- 
tional way. 


NASAL  SINUS  AND  EAR  INEECTIONS  IN  CHILDREN  AND  INEANTS* 

.T.  B.  NAFTZGER,  M.  D.. 

Sioux  City,  Iowa. 


The  development  of  the  nasal  accessory  sinuses 
and  the  mastoid  and  the  types  of  infection  which 
may  involve  these  structures  during  the  growing 
period  of  the  child  play  a much  more  important 
part  in  the  future  health  and  happiness  of  that 

•Read  before  the  Wayne,  Dixon,  Dakota,  Thurston  and  Cedar  Counties 
Medical  Society.  September,  1928. 


child  than  is  generally  recognized.  Some  of  the 
nasal  sinuses  and  the  middle  ear  and  mastoid  an- 
trum are  subject  to  infection  at  almost  any  age 
and  these  infections  may  produce  both  local  and 
constitutional  symptoms. 

The  maxillary  sinuses  or  antra  of  Highmore 
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are  present  at  birth  though  small  and  are  placed 
more  internal  to.  than  below,  the  orbit.  The 
ethmoid  is  but  a faint  depression  in  the  bone  at 
birth  but  begins  to  develop  by  the  fourth  month 
and  is  fully  developed  by  the  sixteenth  year.  The 
frontal  sinuses  are  not  found  at  birth  but  begin 
to  develop  between  the  first  and  second  year  and 
up  to  the  sixth  or  seventh  year  are  not  much 
larger  than  a pea  so  that  frontal  sinus  infection 
before  the  seventh  year  would  be  rare. 

The  mastoid  cells  are  not  developed  at  birth 
but  develop  during  the  growth  of  the  child  and 
are  not  supposed  to  be  fully  developed  until 
puberty.  The  mastoid  antrum,  however,  is  well 
developed  at  birth  and  easily  infected  from  the 
middle  ear. 

For  some  years  medical  men  have  recognized 
the  importance  of  head  infection,  i.  e.,  teeth,  ton- 
sils. nasal  sinuses  and  ear,  in  the  production  of 
general  infections.  Among  the  most  common 
constitutional  disturbances  traced  to  foci  in  the 
head  are  rheumatism  in  its  various  forms,  ar- 
thritis, kidney,  heart  and  chest  lesions.  It  was 
only  in  more  recent  years,  however,  that  similar- 
general  infections  were  connected  with  head  in- 
fections in  children  and  infants.  Naturally,  pedi- 
atricians were  prominent  in  developing  this  work 
and  they  found  it  necessary  to  work  hand  in  hand 
with  the  ear,  nose  and  throat  specialists.  It  is 
interesting  to  note  that  middle  western  men  were 
the  most  prominent  in  developing  this  research 
work  and  notably  among  these  in  pediatrics  were 
Bifield,  then  at  Iowa  City,  and  Marriott  and 
Jeans  of  St.  Louis.  In  otolaryngologv’.  Dean  of 
Iowa  City  and.  Lyman  and  Alden  of  St.  Louis 
were  prominent  although  many  others  have  con- 
tributed extensively.  Dean  and  Bifield  empha- 
sized that  there  was  a direct  connection  between 
nasal  sinus  infection  and  arthritis  in  children  and 
also  chronic  bronchitis  and  asthma  in  children. 
About  three  years  ago  Marriott  brought  out  the 
relationship  between  middle  ear  and  mastoid  in- 
fections and  the  acute  gastro-intestinal  disturb- 
ance of  children  known  as  cholera  infantum. 
Jeans,  at  Iowa  Citv  at  the  same  time,  called  at- 
tention to  a similar  relationship  between  nasal 
sinus  infections  and  acute  gastro-intestinal  dis- 
turbances. Both  investigators  established  this  re- 
lationship through  necropsies.  In  deaths  from 
cholera  infantum  the  only  pathology  found  post 
mortem  was  pus  in  the  middle  ear  or  sinuses. 
This  led  to  a more  careful  investigation  of  the 
ear  and  sinuses  in  acute  gastro-intestinal  disturb- 
ances. and  the  early  drainage  of  pus  when  found 
led  to  rapid  improvement  in  the  general  condi- 
tions. The  general  symptoms  in  cholera  infan- 


tum are  fever,  diarrhea,  dehydration,  rapid  loss 
of  weight  and  appearance  of  intoxication.  Usual- 
ly there  are  from  eight  to  twenty  foul  smelling 
stools  per  day,  rapid  loss  of  weight  and  emacia- 
tion. Fluids  are  not  retained  well  and  if  retained 
cause  more  stools.  Change  of  diet  does  no  good. 
In  many  of  these  cases  where  pus  was  found  in 
the  mastoids  and  drainage  established  there  was 
almost  immediate  improvement  in  the  above 
symptoms. 

In  looking  for  foci  of  infection  in  children  and 
infants  the  tonsils  and  adenoids  are  not  to  be 
disregarded  but  must  be  considered  as  one  of 
the  number  of  possible  causes.  We  will  not  touch 
upon  the  tonsils  here  as  I know  you  are  all 
familiar  with  this  subject.  It  is  a well  known 
fact,  however,  that  many  children  will  develop 
very  acute  pharyngitis  with  symptoms  of  ton- 
sillitis after  the  tonsils  have  been  removed.  These 
cases  may  develop  rheumatism  and  other  consti- 
tutional disturbances.  In  our  experience  these 
cases  of  recurrent  attacks  of  acute  pharyngitis 
are,  as  a rule,  due  to  a post-nasal  discharge  which 
is  a symptom  of  nasal  sinus  infection.  I believe 
that  the  specialists  have  been  too  prone  to  take 
out  tonsils  and  adenoids  without  a careful  nasal 
and  ear  examination  and  careful  history  of  the 
complaint. 

Symptoiiis  of  Sinus  and  Middle  Ear  Infections 
In  children  and  infants  both  the  local  and  con- 
stitutional symptoms  may  differ  from  similar 
infections  in  adults. 

The  usual  symptoms  of  mastoid  and  middle 
ear  infections  are  pain  either  in  the  ear  or  over 
the  mastoid  area,  a red  and  bulging  drum  or  a 
drum  which  sags  and . is  not  red ; the  child  is 
usually  very  restless,  moves  the  head  constantly 
and  puts  the  hand  up  to  the  ear.  All  of  these 
symptoms  may  be  wanting  in  cases  of  masked 
mastoiditis.  M e and  other  observers  have  found 
pus  in  the  middle  ear  when  there  was  apparently 
no  bulging  or  redness  of  the  drum  and  pus  has 
been  found  in  the  mastoid  when  there  were  no 
local  mastoid  or  drum  findings.  In  these  cases 
the  ear  drum  or  mastoid  was  opened  because  of 
lack  of  other  evidence  in  grave  cases  of  cholera 
infantum.  In  these  cases  I suppose  the  mastoid 
svmptoms  could  be  said  to  be  entirely  constitu- 
tional. 

In  nasal  sinus  infections  there  is  usually  a 
nasal  discharge,  headache,  post  nasal  discharge 
and  frequently  a chronic  cough  which  in  my  ex- 
perience is  usually  a hacking,  unproductive  cough. 
The  constitutional  symptoms  of  nasal  sinus  infec- 
tion may  be  chronic  or  acute ; the  chronic  would 
include  chronic  bronchitis  and  asthma,  arthritis. 
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etc.  The  acute  symptoms  or  complications  would 
include  the  gastro-intestinal  disturbances  referred 
to  before. 

Diagnosis : Middle  ear  involvement  is  usually 
aiagnosed  by  a bulging  or  sagging,  red  drum. 
Mastoid  infections  would  include  these  symptoms 
and  further  there  would  probably  be  tenderness 
and  swelling  over  the  mastoid  and  an  increase 
in  the  white  blood  count.  X-rays  are  taken  if 
possible.  In  the  masked  mastoiditis  the  diag- 
nosis must  be  made  by  elimination,  remembering 
that  a large  number  of  cholera  infantum  cases 
have  been  found  due  to  middle  ear  and  mastoid 
infection.  In  nasal  sinus  cases  a diagnosis  can 
be  made  from  the  history  of  discharge  from  the 
nose  over  a long  period  of  time ; headaches  and 
recurrent  colds.  The  x-ray  is  very  valuable  in 
.sinus  cases.  Differential  diagnosis  must  be  kept 
in  mind  in  sinus  infection.  A few  days  ago  we 
removed  a pearl  button  from  the  right  nostril  of 
a child  of  four  years.  He  came  in  for  a nasal 
sinus  operation.  The  tonsils  and  adenoids  had 
been  removed  to  stop  a chronic  cold.  However 
the  history  was  quite  clear,  a one-sided  foul 
smelling  discharge  which  persisted  for  the  past 
two  years.  The  removal  of  the  button  will  un- 
doubtedly clear  up  this  sinus  trouble. 

Treatment:  In  frank  middle  ear  Involvement 
a paracentesis  of  the  drum  is  indicated  early  and 
in  grave  gastro-intestinal  cases  which  do  not  im- 
prove after  a paracentesis  the  mastoid  should  be 
opened.  In  my  opinion  in  critical  cases  of  chol- 
era infantum  if  there  is  no  improvement  in  24 
hours  after  the  drum  is  opened  the  mastoid 
should  be  opened.  This  can  be  done  very  quickly 
with  no  anesthetic  if  indicated  and  with  practical- 
ly no  shock  to  the  child.  In  sinus  infection  in 
children  the  treatment  is  always  conservative  if 
possible.  In  the  chronic  cases  general  treatment, 
sunshine,  diet,  codliver  oil  and  iron  are  very  bene- 
ficial. If  the  x-ray  showed  a blurred  antrum,  ir- 
rigation is  simple  and  a few  irrigations  may  clear 
up  the  condition.  If  it  does  not  clear  up,  a con- 


servative intra-nasal  operation  may  be  necessary 
even  in  young  children.  We  have  had  some  very 
striking  results  in  these  cases. 

There  is  some  ground  to  the  popular  belief 
that  sinus  cases  do  not  get  well  following  oper- 
ation. Many  of  these  cases  do  have  a chronic 
discharge  with  frequent  colds  and  recurrences 
due  to  a thickening  of  the  mucous  membrane 
lining  these  sinus  cavities.  It  is  very  hard  to 
restore  this  membrane  to  normal  with  a normal 
functioning  ciliated  epithelium  following  a pro- 
longed infection.  The  conservative  treatment  is 
particularly  efficacious  in  acute  cases.  Ephe- 
drine  used  either  as  a spray  or  dropped  in  the 
nose  every  few  hours  will  keep  the  membranes 
shrunk  down  and  allow  drainage  from  the  sin- 
uses. This  carl  be  followed  with  5%  lunosol 
solution.  Steam  inhalations  are  of  value  in  in- 
fants and  we  think  probably  compound  tincture 
of  benzoin,  one  dram  to  the  pint  of  water,  used 
as  inhalation  is  as  good  as  anything. 

Conclusion : In  conclusion  we  have  hoped  to 
emphasize  the  fact  that  (1st)  nasal  sinus  and 
middle  ear  infections  in  children  may  cause  grave 
constitutional  disturbances  both  of  a chronic  and 
acute  form ; that  there  is  definite  proven  con- 
nection between  these  infections  and  the  acute 
gastrointestinal  disturbances  known  as  cholera 
infantum  and  that  many  of  these  cases  improve 
rapidly  after  drainage  of  the  pus.  ( 2 ) That  the 
middle  ear  and  mastoid  infections  in  these  cases 
of  cholera  infantum  are  often  masked  and  the 
diagnosis  must  be  made  by  elimination.  Autop- 
sies and  clinical  findings  however  have  proven 
the  connection  between  these  infections.  (3) 
That  children  and  infants  do  develop  nasal  sinus 
infections  and  that  persistent  nasal  discharge, 
particularly  a discharge  lasting  during  the  sum- 
mer often  accompanied  by  a hacking  cough  or 
chronic  bronchitis,  is  as  a rule  due  to  nasal  sinus 
infection.  (4)  That  the  local  symptoms  and  gen- 
eral condition  of  these  little  patients  as  a rule  im- 
proves greatly  following  treatment  of  the  sinuses. 


ROENTGEN  RAY  X-RAY  EXAMINATION,  GASTRO-INTESTINAL  TRACT=*- 

ROY  W.  POUTS,  M.  D., 

Omaha,  Nebr. 


In  presenting  a paper  upon  the  x-ray  examina- 
tion of  the  gastro-intestinal  tract,  it  is  not  with 
the  idea  of  presenting  anything  new  in  the  way 
of  method  or  technic,  but  to  stress  certain  known 
points  in  connection  with  the  examination,  and 
to  indicate  what  may  reasonably  be  expected  in 

•Read  before  the  Third  Councilor  District  Medical  Society  meeting. 
Falls  City.  November  22,  1928. 


a diagnostic  way  from  a procedure  of  this  sort, 
if  proper  technic  is  observed  and  followed 
throughout. 

Most  roentgenologist,  like  other  people,  are 
prone  to  fall  into  the  habit  of  doing  things  the 
easiest  way  possible,  and  particularly  the  busy 
roentgenologist  finding  himself  pressed  fails  to 
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take  time  for  the  proper  preparation  of  the  pa- 
tient, or  to  spend  the  time  in  the  fluoroscopic 
room  to  allow  for  the  proper  accommodation  of 
the  eyes  and  a thorough  fluoroscopic  examina- 
tion. or  neglect  the  fluoroscopic  examination  in  a 
great  measure,  relying  upon  films  for  their  ex- 
amination and  diagnosis. 

The  referring  doctor  is  to  be  blamed  many 
times  for  the  hurried  and  oftentimes  incomplete 
examination,  because  of  his  limited  knowledge 
of  what  an  x-ray  examination  of  the  gastro-in- 
testina!  tract  presupposes,  and  of  the  time  re- 
quired to  properly  conduct  the  examination.  It 
is  not  unusual  to  have  some  physician  call  at 
eleven,  twelve,  or  one  o’clock  and  say  he  has  a 
patient  in  his  ofice  he  would  like  to  send  right 
over  for  a G.  I.  and  as  the  patient  cannot  be 
away  from  his  office  or  home  or  for  some  other 
reason,  will  we  rush  him  right  through  and  get 
the  report  back  as  quickly  as  possible.  The  ro- 
entgenologist desiring  to  be  accommodating,  and 
perhaps  needing  the  business,  reluctantly  ac- 
quiesces and  starts  the  hurried  quasi-examination. 
Many  times  it  is  necessary  to  recheck  and  to 
refill  or  to  observe  the  patient  for  two,  three  or 
four  days  following  the  administration  of  an 
opaque  meal  before  complete  conclusions  may  be 
made.  No  examination  should  be  hurried.  Any 
thing  that  is  worth  doing  is  worth  doing  well. 
And  with  this  idea  in  mind  we  would  like  to  de- 
tail what  to  our  mind  is  a worth  while  procedure 
in  the  preparation  of  the  patient  and  the  conduct- 
ing of  a roentgenological  gastro-intestinal  exam- 
ination. 

Given  a patient  for  a gastro-intestinal  examin- 
ation. if  before  ten  o’clock  and  he  has  had  little 
or  no  breakfast,  the  preparation  and  examination 
may  proceed  at  once.  If  later  than  ten-thirty  or 
eleven  a.  m.  he  had  best  be  instructed  to  take  an 
enema  that  evening  if  the  bowels  have  not  moved 
during  the  day  and  return  the  next  morning.  No 
laxative  is  given  before  the  examination  or  until 
it  is  completed.  If  given  before,  it  has  a tend- 
ency to  load  the  bowel  with  gas.  If  given  during 
the  time  of  the  examination  it  produces  a hyper- 
peristalsis and  would  speed  up  the  travel  of  the 
meal  and  perhaps  completely  empty  the  colon  for 
the  twenty-four  hour  observation. 

In  the  laboratory  the  patient  is  given  a plain 
enema,  which  is  given  slowly  so  as  to  completely 
fill  the  colon.  At  its  completion  he  is  given  one 
cc  pituitrin  hypodermically  and  instructed  to  re- 
tain the  enema  as  long  as  possible  which  as  a 
rule  is  not  very  long  on  account  of  the  pituitrin 
given.  The  necessity  of  an  adjacent  toilet  is 
many  times  quite  obvious  where  this  procedure  is 


followed.  This  unloads  the  colon  not  only  of 
fecal  material  but  of  gas  which  is  quite  essential, 
particularly  in  the  hepatic  flexure  or  region  of 
the  gallbladder. 

Gallbladder  examination  should  be  a part  of 
the  routine.  Three  pictures  of  different  density 
are  now  taken  of  this  organ.  The  reason  for  the 
different  density  is  that  findings  may  show  on 
the  light  film,  that  would  not  appear  on  the  dark- 
er one,  or  vice  versa. 

The  fluoroscopic  examination  follows,  and  in 
the  hands  of  many,  I believe,  this  is  a much 
neglected  part  of  the  procedure,  due  to  the  fact 
that  men  dislike  to  expose  themselves  to  the 
x-rays  as  needs  must  be  in  this  part  of  the  ex- 
amination. Yet  from  the  standpoint  of  informa- 
tion obtained  from  this  as  compared  with  films 
alone,  the  fluoroscopic  examination  is  worth 
about  h0%  and  films  about  10%. 

Plenty  of  time  must  be  given  for  the  eyes  to 
accommodate ; ten  to  fifteen  minutes  on  dark 
days  and  fifteen  to  twenty  minutes  on  light  days. 
This  time  can  be  cut  in  half  by  the  wearing  of 
dark  glasses  for  a time  before  going  into  the  flu- 
oroscopic room.  If  this  point  is  observed,  much 
less  exposure  of  the  patient  as  well  as  the  oper- 
ator will  be  required.  Actual  exposure  time  should 
seldom  require  more  than  one  and  certainly  not 
more  than  two  minutes. 

The  patient  stands  facing  the  operator  and  a 
preliminary  fluoroscopic  examination  of  the  chest 
is  made.  He  is  then  turned  slightly  to  the  left 
and  is  given  the  meal  to  drink.  It  is  observed 
passing  down  the  esophagus  to  the  stomach.  Any 
irregJilarities  or  constriction  of  the  esophagus 
may  be  noted.  A slight  depression  due  to  pres- 
sure of  the  arch  of  the  aorta  is  normal ; likewise 
there  is  a narrowing  at  its  entrance  into  the 
cardiac  end  of  the  stomach.  A second  observa- 
tion is  made  of  the  entire  esophagus  toward  the 
conclusion  of  this  examination  to  observe  wheth- 
er there  might  be  any  retention  suggestive  of  a 
diverticulum.  As  the  stomach  fills  the  size,  shape 
and  position  is  noted.  Its  borders  are  scanned 
for  any  niches  or  irregailarities.  Should  any  ap- 
pear, and  they  do  in  most  cases,  attempts  by 
pressure  and  change  of  position  of  the  patient, 
are  made  to  make  these  irregularities  fill  out. 
This  is  the  valuable  part  of  the  fluoroscopic  ex- 
amination for  what  would  appear  to  be  a filling 
defect  on  a film  can  be  seen  to  be  made  to  fill 
by  proper  manipulation.  The  tonicity,  hyperton- 
icity or  atony  of  the  stomach  is  noted.  The  peri- 
staltic action  may  be  indicated  as  1 -2-3-4  or  5 
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plus  depending  upon  the  number  of  peristalic 
waves  noted  at  any  single  observation. 

If  the  temperature  of  the  meal  is  low  a tem- 
porary pylorospasm  may  be  produced  and  the 
stomach  will  not  empty  readily ; or  if  there  is  a 
ptosis  or  atonic  stomach,  manipulation  may  be 
required  to  force  the  meal  into  the  duodenum. 

Any  filling  defects  or  deformity  of  the  stomach 
or  pylorospasm  being  noted,  we  pass  to  the  first 
portion  of  the  duodenum  commonly  called  the 
cap,  and  it  is  here  difficulty  is  many  times  en- 
countered in  obtaining  a normal  cap  even  though 
no  pathology  exists. 

This  is  where  the  fluoroscopic  examination  is 
of  value  as  the  duodenal  cap  remains  filled  only  a 
short  time.  It  is  true  that  serial  films,  if  suf- 
ficient number  are  taken,  may  disclose  a cap  nor- 
mal in  outline,  but  most  of  them  will  be  only 
partially  filled,  or  present  what  may  appear  to 
be  a filling  defect,  where  if  during  the  fluoroscop- 
ic examination  pressure  is  made  over  the  second 
portion  of  the  duodenum  and  upward  and  out- 
ward over  the  stomach  at  the  same  time  a nor- 
mal cap  may  be  obtained,  when  it  might  be 
missed  on  the  films  without  the  proper  position- 
ing or  pressure  being  made  at  the  time  of  ex- 
posure. If  serial  films  are  obtained  it  must  be 
borne  in  mind  that  one  film  showing  a normal 
cap  will  negative  any  number  of  films  showing 
a deformity. 

If  a deformity  is  observed,  note  should  be  made 
as  to  its  location,  size,  and  character  of  the  de- 
formity or  point  of  tenderness,  all  of  which  will 
assist  in  determining  whether  the  same  is  due  to 
an  ulcer,  external  pressure  or  new  growth. 

Following  this  fluoroscopic  examination  two  or 
four  films  are  made  more  as  a matter  of  record, 
and  having  something  to  show  the  referring  phy- 
sician, rather  than  gaining  much  additional  in- 
formation. The  patient  is  instructed  to  eat  a 
light  lunch  within  the  next  hour  and  report  for 
further  observation  in  six  hours. 

The  purpose  of  the  six  hours  is  to  observe  the 
emptying  time  of  the  stomach  ; for  while  normal 
stomachs  will  empty  in  three  to  four  hours  it  is 
not  regarded  as  pathological  unless  there  is  an 
appreciable  residue  at  the  end  of  six  hours.  The 
progress  of  the  meal  is  noted  at  this  time,  and 
is  usually  found  in  the  ascending  or  transverse 
colon.  If  there  is  much  variation  from  this  note 
is  made  it  being  an  indication  of  either  a hyper- 
peristalsis or  atonic  condition  as  the  case  may 
be.  Some  time  the  head  of  the  meal  is  found 
at  the  ileo-cecal  valve,  suggestive  of  a kink  or  an 
obstruction  at  this  point. 


Following  this  the  patient  is  instructed  to  eat 
the  usual  evening  meal  and  breakfast  the  next 
morning  unless  we  desire  to  refill  and  recheck 
the  stomach. 

The  twenty-four  hour  examination  should  find 
the  meal  distributed  throughout  the  colon,  sig- 
moid and  rectum.  Occasionally  the  large  bowel 
is  filled  fairly  well  but  usually  this  is  not  the 
case. 

If  it  is  filled,  note  is  made  of  the  position, 
whether  it  appears  spastic,  or  atonic,  or  if  the 
haustra  are  normal.  By  making  pressure  on 
the  different  parts  its  mobility  and  the  presence 
or  absence  of  adhesions  is  determined. 

The  cecum  should  be  fairly  movable  and  if  the 
appendi.x  is  patent  it  should  be  filled.  The  ap- 
pendix is  not  always  visualized  even  though  it 
be  filled.  It  may  be  post-cecal  and  be  attached 
by  a short  mesentery,  making  it  impossible  to 
float  it  out  where  it  can  be  seen.  If  observed 
note  is  made  of  its  size,  shape,  mobility,  evidence 
of  adhesions  and  point  of  tenderness.  Here  again 
the  fluoroscope  is  of  inestamible  value  and  com- 
plete accommodation  of  the  eyes  must  be  had  be- 
fore attempting  the  examination. 

The  presence  or  absence  of  any  irregidarities 
of  the  cecum  or  ascending  colon  is  noted.  If 
marked  angulation  at  the  hepatic  flexure  is  ob- 
served the  presence  or  absence  of  adhesions  is 
determined.  In  most  cases  there  is  some  ptosis 
of  the  colon  and  the  stomach  as  well,  but  we  are 
not  so  much  concerned  about  their  location  as  we 
are  as  to  whether  they  function.  If  they  empty 
on  time,  their  motility  is  regarded  as  normal, 
irrespective  of  their  location.  If  there  is  suspi- 
cion of  diverticula,  subsequent  examinations  are 
made  after  the  colon  has  time  to  empty. 

Rarely  does  one  find  a colon  filled  sufficiently 
to  justify  a positive  conclusion  and  the  opaque 
enema  must  be  resorted  to.  This  is  given  under 
the  fluoroscopic  screen  and  in  the  absence  of  ob- 
struction the  colon  fills  throughout  in  two  or 
three  minutes  and  then  can  be  studied  in  its  en- 
tirety. 

I believe  the  opaque  enema  offers  the  only 
method  of  comprehensive  study  of  this  organ 
from  a roentgenological  standpoint ; the  dilated 
cecum  and  ascending  colon  as  a result  of  angula- 
tion at  the  hepatic  flexure,  or  the  latter  part  of 
the  transverse  colon  due  to  acute  angidation  of 
the  splenic  flexure.  Also  redundant  dilated  sig- 
moid spasticity  or  atonicity  as  well  as  partial 
obstructions  due  to  adhesions  or  new  growths, 
are  best  studied  in  this  manner. 
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In  summing  up  the  case  the  gallbladder  films 
are  studied.  With  present  day  technique  about 
85%  of  gallstones  are  visualized.  The  gallblad- 
der dye  affords  much  additional  information  rela- 
tive to  this  organ.  Strict  attention  must  be  paid 
to  the  preparation  of  the  patient  in  order  to  do 
satisfactory  gallbladder  radiography. 

In  rendering  the  report  to  the  clinician  the 
findings  as  detailed  above  are  given  together 
with  the  conclusions  as  gleaned  from  the  roent- 
genologic examination. 

Xo  detailed  history  is  taken,  unless  requested, 
as  it  is  presumed  the  clinician  has  done  this  and 
has  already  arrived  at  whatever  conclusion  a his- 
tory might  afford,  and  now  seeking  an  opinion 
based  upon  roentgenologic  findings.  I realize 
that  wrong  conclusions  might  sometimes  be 
avoided  if  a complete  history,  together  with  blood, 
urinary  and  other  laboratory  findings  accom- 
panied the  patient  to  the  x-ray  laboratory,  but  on 
the  other  hand  T believe  an  opinion  based  solely 
on  x-ray  findings  is  of  more  value  to  the  clinician 
than  one  that  might  be  biased  by  a history,  etc. 
After  the  completion  of  the  case  and  receipt  of 


the  report  by  the  referring  physician  a confer- 
ence by  telephone  or  otherwise  is  always  in  order 
and  of  value  to  both  the  referring  physician  and 
the  roentgenologist  and  patient  as  well. 

To  summarize : 

1.  Proper  preparation  of  the  patient  is  of  vital 
importance. 

2.  Hurried  or  incomplete  examination  should 
not  be  attempted.  Better  do  it  right  or  leave  it 
undone.  Slip  shod  examinations  are  unfair  to 
the  patient  and  in  time  cause  the  referring  physi- 
cian to  lose  respect  for  and  doubt  the  value  of 
the  x-ray  as  a diagnostic  aid  in  these  cases. 

3.  Fluoroscopic  examination  is  all  important 
in  gastrointestinal  examinations  and  sufficient 
time  should  be  allowed  for  proper  accommoda- 
tion of  the  eyes.  A preliminary  examination  of 
the  chest  should  be  made. 

4.  Opaque  enemas  are  necessary  for  a com- 
plete study  of  the  colon  and  should  be  routine. 

5.  A discussion  of  the  x-ray  findings  and  their 
interpretation  with  the  clinician  will  be  of  value 
to  all  concerned. 


AN  OUTLINE  OF  THE  DIAGNOSIS  AND  TREATMENT  OF  TOXIC  GOITER 

LEE  W.  RORK,  M.  D., 

Hastings,  Nebr. 


The  syndrome  which  is  called  toxic  goiter,  hy- 
perthyroidism, Basedo’s  disease.  Graves’  disease, 
exophthalmic  goiter  when  all  the  characteristic 
manifestations  are  present,  offers  a picture  which 
is  unmistakable. 

The  diagnostician  cannot  well  go  wrong  when 
he  views  a subject  affected  with  tachycardia, 
tremor,  protusion  of  the  eyes,  profuse  sweating, 
sleeplessness,  weakness,  air  hunger,  rapid  loss  of 
weight  associated  with  a tremendous  appetite, 
gastro-intestinal  disturbance,  general  riialaise  and 
more  or  less  enlargement  of  the  neck. 

But  the  picture  is  not  always  complete,  many 
of  the  manifestations  are  shown  in  other  condi- 
tions. The  clinician  not  infrequently  treats  in- 
dividuals for  tuberculosis,  diabetes,  various  heart 
lesions,  gastro-intestinal  and  pelvic  disturbance, 
nervous  breakdown,  when  the  illness  is  caused  by 
excessive  secretion  of  the  thyroid  gland.  It  has 
been  demonstrated  that  hyperactivity  of  the  thy- 
roid will  produce  these  symptoms,  the  factor  or 
combination  of  factors  which  stimulate  the  thy- 
roid to  discharge  its  stored  iodine  have  not  been 
isolated. 

It  has  been  observed  that  shock,  a serious  ill- 


ness, a profound  mental  disturbance,  focal  infec- 
tion and  residence  within  what  is  termed  a goi- 
ter district,  appear  to  be  contributing  causes  in 
some  individuals  to  produce  what  one  writer  has 
called  diarrhoea  of  the  thyoid. 

The  condition  is  more  common  in  women  than 
men.  It  is  thought  that  the  disturbance  of  the 
endocrine  balance  at  puberty,  during  pregnancy 
and  the  menopause  favors  the  increased  percent- 
age in  the  female. 

N^o  age  period  is  immune  but  the  condition  is 
more  common  during  adolescence  and  late  matur- 
ity. 

The  associated  tumor  may  be  cystic  or  in  the 
form  of  an  adenoma  or.  more  commonly,  a uni- 
form hypertrophy  due  to  increased  cell  formation 
incident  to  the  abnormal  demand  placed  upon  the 
gland. 

The  condition  may  be  insidious ; it  is  not  in- 
frequent to  see  an  individual  in  whom  the  con- 
dition may  be  traced  back  over  a period  of  many 
years  or  it  may  be  acute  and  a period  of  a few 
weeks  may  bridge  the  time  between  good  health 
and  total  invalidism. 
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During  and  since  the  war  observers  have  noted 
a manifestation  which  has  been  called  thyroid 
neuraesthenia  or  pseudo-hyperthyroidism.  It  has 
been  too  frequently  diagnosed  as  toxic  goiter. 
Many  of  these  individuals  have  gone  through  the 
operating  room,  have  been  treated  with  the  roent- 
gen ray  and  radium  and  have  taken  quantities  of 
iodine  to  relieve  their  disability.  These  have 
furnished  the  surgeon  with  a reduction  in  his 
mortality  rate,  the  radiologist  with  an  increased 
percentage  in  his  improved  list  and  have  encour- 
aged the  physician  in  the  efficacy  of  rest  and 
medicinal  measures. 

Pseudo-hyperthyroidism  has  a fluctuating 
metabolic  rate,  rarely  high  at  any  time.  They 
may  have  tachycardia,  tremor,  weakness  and  air 
hunger  with  loss  of  weight,  occasionally  with 
some  enlargement  of  the  neck,  which  may  tem- 
porarily confuse  the  clinician  but  observation  and 
the  metabolic  inde.x  will  clear  up  the  diagnosis. 

Since  the  taking  of  the  metabolic  index  has 
come  into  general  use  and  its  accuracy  established 
as  an  office  measure  as  well  as  after  hospitaliza- 
tion the  diagnosis  and  differential  diagnosis  have 
been  greatly  simplified  both  as  to  the  presence 
or  absence  and  as  to  the  intensity  of  the  disorder 
as  well. 

W’e  who  reside  in  a district  in  which  toxic 
thyroid  is  what  might  be  termed  semi-endemic 
should  be  doubly  on  the  alert  to  recognize  the 
condition  as  it  is  rather  unusual  to  see  it  in  the 
highly  developed  form  so  common  in  the  districts 
around  the  Great  Lakes.  It  is  uncommon  to  see 
a case  with  an  index  of  over  plus  seventy  but 
the  borderline  cases  and  those  registering  a some- 
what lower  index  are  comparatively  numerous. 

In  these  cases  the  index  is  constant,  increasing 
with  the  severity  of  the  symptoms  and  decreasing 
with  their  improvement. 

The  psychological  element  is  of  extreme  im- 
portance to  all  who  are  interested  in  the  study 
and  care  of  those  suffering  from  thyroid  un- 
balance. Irritability  and  apprehension,  also  a 
morbid  view  of  their  invironment,  are  among  the 
early  mental  symptoms  seen  in  these  patients. 
Recognition  is  essential  to  the  diagnostician  and 
vital  to  the  therapist.  In  short,  mental  rest  and 
confidence  should  be  early  established  and  main- 
tained as  far  as  possible  throughout  the  course  of 
the  illness. 

The  rigorous  eradication  of  all  foci  of  infec- 
tion is  of  great  value  regardless  of  the  method  of 
therapy  contemplated.  One  cannot  say  that  focal 
infection  is  a direct  cause  of  the  trouble  but  it 
certainly  retards  recovery. 


The  direct  treatment  of  toxic  thyroid  is  em- 
pirical. Until  the  definite  etiology  is  established 
the  focus  of  the  attack  is  the  reduction  of  thy- 
roid secretion.  It  naturally  follows  that  the  word 
cure,  when  used  in  this  treatment,  should  mean  a 
permanent  interruption  and  relief  from  the  train 
of  symptoms  caused  by  the  e.xcessive  secretion  of 
the  gland.  The  time  element  of  relief  becomes 
the  true  basis  of  the  cure  of  the  condition.  Should 
a patient  remain  free  from  symptoms  with  a 
metabolic  rate  within  normal  limits  for  a period 
of  one  year  they  are  usually  considered  cured. 

Three  broad  lines  of  treatment  are  recognized 
as  accomplishing  the  results  desired,  medical, 
surgical  and  radiological.  They  should  be  recog- 
nized as  supplimentary  rather  than  competitive, 
as  none  can  lay  claims  to  one  hundred  per  cent 
result.  The  good  of  the  individual  patient  is  the 
primary  consideration  and  not  the  glorification  of 
the  method  used. 

In  many,  two  of  the  methods  are  used,  in  some, 
all  three,  either  medical,  radiological  and  surgical 
or  medical,  surgical  and  radiological. 

The  medical  treatment  consists  in  giving  the 
patient  mental  and  physiological  rest.  The  iodine 
treatment  has  been  found  to  be  only  a temporary 
reducer  of  the  rate  and  should  not  be  administer- 
ed over  any  considerable  time.  It  is  pretty  gen- 
erally accepted  that  patients  having  a plus  thirty 
or  under,  do  well  and  recover  under  this  rational 
treatment.  However,  it  is  difficult  to  evaluate*’ 
the  treatment  on  account  of  the  dearth  of  per- 
centage records  of  cure. 

The  surgical  method  seeks  to  restrict  the  ex- 
cessive secretion  by  removal  of  an  estimated 
amount  of  the  gland.  Many  operations  have  been 
devised  in  the  past  twenty  years  for  producing 
the  result  but  in  the  last  few  years  most  have 
been  discarded  in  favor  of  the  subtotal  operation. 
Great  skill  and  experience  are  required  to  esti- 
mate the  amount  to  remove  to  produce  permanent 
relief  and  not  secure  the  development  of  myxe- 
dema. The  records  of  three  large  goiter  clinics 
show  cure  and  improvement  between  seventy  and 
eighty  per  cent  of  cases  operated,  with  a mortal- 
ity rate  of  about  one  per  cent.  In  the  surgical 
treatment  outside  these  highly  skilled  and  spe- 
cialized centers  the  percentage  of  cures  is  hard  to 
secure  but  the  mortality  rate  is  estimated  between 
ten  and  twenty  per  cent.  Toxic  adenomas  of 
large  size  where  pressure  symptoms  are  marked 
are  considered  surgical.  The  patient  secures  in 
addition  to  his  relief,  the  removal  of  an  unsightly 
tumor. 

The  roentgen  therapy  has  only  prominently 
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come  into  use  in  the  past  ten  years.  It  offers  a 
control  of  the  hyperactivity  of  the  gland  through 
the  production  of  atrophy.  By  its  use  the  oper- 
ator may  graduate  its  application  to  the  manifes- 
tations in  each  case  and  thereby  permitting  the 
general  organism  to  adjust  itself  to  the  change 
without  shock  or  other  unpleasant  accidents.  Dur- 
ing the  treatment,  in  a large  percentage  of  cases, 
the  patient’s  usual  activities  are  only  .slightly  cur- 
tailed as  they  progress  from  a condition  of  in- 
validism to  useful  members  of  their  communities. 
The  results  of  this  treatment  at  the  present  writ- 
ing, as  computed  by  a neutral  observer  as  to  cure, 
improvement  and  absence  of  relapse,  at  least 
equal  those  presented  by  any  other  method. 

The  cour.se  of  treatment  as  applied  under  the 
present  standardized  technique  usually  covers  a 
period  of  three  to  six  months  or  from  six  to 
twelve  applications.  In  the  average  case  a mark- 
eil  diminution  in  the  pulse  rate,  a gain  in  body 
weight  is  observed  at  the  end  of  six  weeks.  Pro- 
gressively the  manifestations  of  the  condition  sub- 
side until  the  metabolic  rate  drops  to  within  nor- 
mal limits.  In  the  year  following  the  end  of  the 
treatment  the  patient  is  advised  to  have  several 
rates  run  as  in  other  forms  of  treatment.  In 
those  cases  having  a hypertrophy  of  the  gland 
from  hyperplasia  a reduction  to  normal  is  the 
rule.  In  cases  of  toxic  adenoma  or  where  the 
tumor  was  present  previous  to  the  development 
of  the  toxicosis,  little  change  is  noted  as  to  size. 
In  cases  of  exophthalmus  the  reduction  of  the 
eye  manifestation  is  last  to  disappear.  In  wom- 
en near  the  menopause  where  the  condition  is 
resistant,  a few  applications  over  the  pelvis  often 
is  of  assistance.  Treatments  over  the  suprarenal 
bodies  is  reported  to  assist  in  otherwise  stubborn 
cases. 

It  has  not  been  seven  years  since  I treated  my 
first  case  of  toxic  goiter.  At  that  time  and  for 
some  time  afterward  no  metabolic  instrument  was 
available.  It  was  necessary  to  judge  the  condi- 
tion and  results  purely  from  the  clinical  stand- 
point. Fortunately  it  has  been  possible  to  secure 
follow  up  data  on  most  of  them.  In  a.ssembling 
the  records  of  cases  treated,  those  treated  during 
the  present  year  are  not  included.  The  percent- 
age cured  is  seventy-five  per  cent,  improved  ten 
per  cent,  no  follow  up  record  ten  per  cent,  dis- 
continuing treatment  five  per  cent.  Of  these  one 
man  discontinued  treatment  after  the  third  ap- 
plication, was  o])erated  and  at  the  end  of  six 
months  developed  a relapse.  One  case,  a man 
who  was  a poor  surgical  risk,  after  six  applica- 
tions discontinued  treatment  although  he  had 
shown  considerable  improvement,  later  secured 


an  operation  and  died.  Ten  per  cent  of  cases 
cured  had  been  previously  operated  and  develop- 
ed recur  ranee. 

Reports  of  cure  in  this  condition  as  a result  of 
the  use  of  the  roentgen  ray  range  from  sixty-five 
to  eighty  per  cent.  The  percentage  of  cure  as 
reported  by  radiologists  is  affected  adversely 
from  the  reason  that  the  inoperable  cases  are  re- 
ferred to  them  for  treatment. 

W hen  a physician  refers  a patient  to  the  radi- 
ologist for  treatment  in  this  condition  it  should 
not  be  considered  that  his  care  and  responsibility 
is  terminated.  It  is  imperative  that  the  radiolo- 
gist insists  on  the  patient  keeping  in  close  touch 
with  his  physician  during  the  interval  between 
treatments  as  well  as  in  the  follow  up  period, 
after  the  treatments  have  been  discontinued.  By 
this  procedure  a healthful  cooperation  is  estab- 
lished between  the  radiologist  and  the  referring 
physician  and  develops  a state  of  confidence  in 
the  patient  which  is  of  tremendous  importance 
during  his  convalescence. 

In  conclusion  I would  like  to  impress  the  fact 
that  there  are  too  many  patients  registered  in  the 
improved  and  not  improved  lists  regardless  of 
the  method  used. 

That  the  spirit  of  competition  does  not  pro- 
mote a state  of  mind  which  works  out  to  the  best 
interests  of  the  patient. 

Every  physician  knows  the  type  of  cases  which 
respond  best  to  the  medicinal  treatment. 

Every  surgeon,  if  he  analyzes  his  cases,  knows 
the  type  of  the  condition  in  which  his  highest 
percentage  of  operative  success  rests,  as  well  as 
the  type  in  which  the  greatest  mortality  occurs. 

Every  radiologist  knows  the  form  of  the  dis- 
turbance which  responds  best  to  his  treatment, 
as  well  as  the  form  in  which  he  has  the  highest 
percentage  of  failures. 

This  being  true,  it  would  only  follow  that  ra- 
tional and  intelligent  cooperation  would  produce 
a material  increase  in  the  permanently  cured, 
with  a corresponding  reduction  in  the  mortality 
rate. 

It  would  appear  from  the  results  of  the  various 
conferences,  or  I might  better  say  controversies, 
between  surgeons  and  radiologists,  that  for  the 
present,  the  diagnosis  and  segregations  of  the 
various  forms  of  the  disturbance  must  rest  large- 
ly in  the  hands  of  the  general  practitioners. 

Father:  “I  just  paid  the  doctor  another  ten 
dollars  on  his  bill.” 

Mother  : “Oh,  goodie  ; two  more  payments  and 
tlie  baby’s  ours.” 


WHAT  CAN  THE  GENERAL  PRACTITIONER  DO  FOR  RECTAL 

EMERGENCIES?* 

HAI^  SMITH,  M.  D„ 

Franklin,  Nebr. 


It  will  be  my  earnest  endeavor  to  give  a few 
useful  points  in  treating  the  more  common  ano- 
rectal ailments. 

First,  let  us  take  up  the  proper  method  of  giv- 
ing enemas.  Since  the  darkest  ages  of  antiquity 
man  has  employed  all  sorts  of  irrigating  solu- 
tions, even  in  the  animal  world  long  necked  birds 
have  often  been  observed  dislodging  impactions, 
by  forcing  water  into  the  rectum  through  the 
beak.  There  are  so  many  fields  of  usefulness 
for  properly  administered  enemas,  that  it  seems 
a pity  the  over-enthusiasm  on  the  part  of  some 
physicians,  has  carried  the  flushing  of  the  lower 
bowel  to  a ridiculous  extreme.  I think  most 
general  practitioners  at  least  will  bear  me  out 
in  the  fact  that  the  experience  with  different 
nurses  from  various  hospitals,  when  assuming  a 
case,  is  that  she  will  usually  say,  “Doctor,  have 
you  a long^ colon  tube?”  And  when  you  ask  her 
what  she  wants  with  it  she  will  usually  look  very 
much  amazed  and  say : “Why,  I want  to  give  a 
high  enema’’.  When  you  ask  about  how  high, 
she  will  reply,  “Oh,  way  up  into  the  colon”. 
After  as  much  has  been  written  and  said  on  high 
and  low  enemas,  especially  after  hundreds  of 
skiagrams  have  been  taken  with  a barium  filled 
colon  with  tube  inserted  presumably  into  the 
colon,  to  find  it  innocently  coiled  up  in  the  am- 
pulla of  the  rectum,  with  the  distal  end  trving 
vainly  to  gain  its  exit,  one  would  think  all  medical 
men  and  all  nurses  understood.  And  yet,  with 
very  few  exceptions  the  nurse  will  say,  “Why, 
Dr.  So  and  So,  a famous  surgeon  in  such  and 
such  a renowned  hospital,  told  me  so”. 

One  would  think  that  these  questions  had  been 
settled,  w'hen  radiographic  studies  have  proven 
conclusively  that  a pint  of  opaque  enemas  will 
pass  from  the  rectum  to  the  cecum  in  one  min- 
ute. and  this  is  certainly  as  high  as  one  usually 
desires.  It  is  not  your  colon  tube  that  goes  into 
the  colon,  it  is  the  fluid  and  no  one  has  ever 
been  able  to  pass  a colon  tube  past  the  sigmoid 
flexure,  without  the  aid  of  a sigmoidoscope  or 
proctoscope  and  then  it  is  exceedingly  difficult. 
The  average  colon  tube  has  an  aperture  at  the 
distal  end,  whose  rim,  even  though  of  rubber,  is 
sufficient  to  impinge  on  diseased  and  ulcerated 
tissue  and  further  traumatise  the  anal  canal.  All 
this  can  be  avoided  by  using  an  ordinary  cathe- 
ter 20  to  25  French  which  has  a conical  tip  with 

*Read  before  the  Republican  Valley  and  Fourth  Councilor  District 
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the  aperture  on  the  side  and  is  soft  and  flexible 
and  conforms  readily  to  the  curvature  of  the 
anal  canal,  its  outer  end  connecting  readily  with 
the  tip  of  any  ordinary  hot  water  bottle.  One 
cannot  be  too  emphatic  in  deprecating  the  use 
of  hard  rubber  and  glass  tips  as  well  as  the  rec- 
tal tube,  for  I have  seen  case  after  case  both  in 
children  and  adults  where  there  were  lacerations 
followed  by  ulceration  and  infection  and  very 
frequently  the  cause  of  one  of  the  most  painful 
ailments  of  the  rectum,  a fissure. 

And  frequently  the  rubber  or  glass  tip  breaks 
off  and  becomes  lodged  in  the  rectum,  sometimes 
requiring  an  operation  to  remove. 

About  three  of  the  most  common  ingredients 
used  in  enemas  and  above  all  the  ones  that  should 
not  be  used,  especially  when  you  have  any  rea- 
son to  suspect  an  irritation  or  raw  surface  in  the 
rectum,  are  soap,  glycerin  and  turpentine.  Just 
remember  the  anal  canal  is  lined  with  mucous 
membrane,  the  same  as  the  eye,  nose.  etc.  Who 
would  think  of  putting  any  of  these  agents  in  an 
eye  ? I have  made  numerous  experiments  procto- 
scopically,  following  an  enema  of  the  time  honor- 
ed soap  suds,  and  it  ahvays  presents  an  angry 
red  appearance,  and  many  patients  have  had  a 
diagnosis  of  proctitis  after  the  same  has  been 
given. 

Try  it  yourself  and  see  the  difference,  giving 
a I % solution  of  sodium  bicarbonate  at  about  65 
to  70  degrees  Fahr.  and  then  give  an  enema 
of  soap  suds ; in  the  former  the  mucous  membrane 
will  retain  its  pearly  pink  hue,  while  the  latter 
will  present  an  angry  red. 

The  Sims’  position  is  best  for  giving  enemas 
ordinarily,  as  well  as  for  examination  and  treat- 
ment. In  the  lithotomv  position  there  is  too 
much  tendency  to  strain  and  force  back  the  fluid. 

In  cases  of  fecal  impaction,  instead  of  using 
oils,  glycerin  and  ox  gall,  use  one  part  of  per- 
oxide of  hydrogen  to  two  or  three  parts  of  tepid 
water ; it  is  far  more  efficacious  and  will  disinte- 
grate practically  any  impaction. 

Instead  of  using  turpentine  to  expel  flatus,  you 
will  get  far  better  results,  from  the  gentle,  astrin- 
gent effect  of  a 6%  solution  of  powdered  alum. 

It  has  become  a fad  in  some  localities  to  have 
the  patients  come  month  after  month  and  year 
after  year  to  have,  as  it  were,  their  colons  laun- 
dered. I have  heard  many  physicians  say,  “Why, 
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I use  gallons  of  water  and  I get  enormous  quan- 
tities of  mucous  every  day” — which  is  only  an 
evidence  of  nature’s  protest  against  an  intestinal 
insult.  Evidently  they  are  ignorant  of  the  fact 
that  they  are  continually  producing  a hyperemia 
and  removing  all  the  mucous,  which  is  nature’s 
normal  intestinal  lubricant. 

Remember,  a nose  will  drip,  and  an  eye  will 
run  when  irritated,  just  as  will  the  most  im- 
portant canal  in  the  world,  (not  as  one  of  my 
old  lady  patients  called  it,  the  parliamentary 
canal),  but  the  alimentary. 

There  is  a legitimate  field  for  enemas  in  the 
treatment  of  bacterial  and  parasitic  conditions, 
as  the  infusion  of  quassia  chips,  in  the  com- 
mon malady  of  seat  or  thread  worms,  also  ulcer- 
ative colitis,  amoebic  dysentery  and  proctitis,  the 
latter  with  a solution  of  a drachm  of  F.  E.  Kram- 
eria  to  a pint  and  a half  of  water.  Astringent 
enemas  in  hemorrhage,  such  as  tannic  acid  or  a 
1 % solution  of  ichthyol,  and  in  some  cases  of 
polyposis  a 6%  enema  of  salicylic  acid,  has  pro- 
duced a tanning  effect  on  the  pedicles  of  small 
polyps  causing  them  to  atrophy  and  be  expelled. 

Often,  in  postoperative  cases,  the  time  honored 
Murphy  drip,  saline,  alkaline,  or  dextrose  enemas 
are  of  great  value  in  treating  acidosis.  Also  the 
Bismuth  or  Barium  opaque  enemas  for  colonic 
diagnosis ; but  I can  see  no  good  therapeutic  rea- 
son for  dumping  all  the  kitchen  necessities,  such 
as  milk,  molasses  and  soap  into  the  external  op- 
ening of  this  defenseless  canal. 

\'ery  few  patients  ever  consult  a physician  for 
rectal  trouble  until  the  pain  becomes  unbearable, 
also  very  few  physicians  ever  look  at  or  examine 
a rectum ; if  he  can  occupy  the  patient’s  time  by 
looking  down  his  throat,  why  I do  not  know. 
Doesn’t  it  look  as  plausible  that  you  could  have 
an  infected  crypt,  just  as  easy  as  an  infected  ton- 
sil? Or  an  ulcerative  proctitis  just  as  easy  as  a 
peri-apical  abscess?  Or  a perirectal  infection  of 
any  sort  just  as  much  as  an  infected  gallbladder 
or  appendix? 

Usually  the  examination  is  very  perfunctory, 
merely  inserting  an  unanointed  finger.  Xo  one 
can  diagnose  piles,  with  a finger ; anyone  so  stat- 
ing is  not  telling  the  truth.  You  can  only  diag- 
nose these  through  an  anoscope  or  proctoscope. 

Tlie  case  most  frequently  consulting  a physi- 
cian is  for  a prolapsed  thrombosed  hemorrhoid. 
This  is  very  painful,  so  do  not  traumatize  by 
trying  to  return  it. 

iMerely  inject  1%  solution  of  novocain  and 
cut  if  off ; you  need  not  tie  it  as  it  is  unnecessary. 


To  keep  in  step  with  our  eye,  ear,  nose  and 
throat  brothers  at  the  other  end  of  this  famous 
canal,  we,  too.  insist  in  taking  them  out  in  their 
capsule. 

Be  very  careful  of  the  patient  past  middle  life 
coming  to  you  stating,  “Doctor,  I have  piles,  with 
bleeding  at  stool”.  It  is  only  too  often  an  ade- 
noma or  an  adeno-carcinoma — this  is  one  malady 
that  can  usually  be  diagnosed  with  the  finger, 
usually  in  the  lower  first  or  second  inch  and  rare- 
ly above  three  inches,  frequently  at  the  first  or 
second  Huston  valve,  by  having  the  patient  stand 
and  strain,  you  will  almost  invariably  detect  it 
with  a well  lubricated  finger.  Of  course,  after 
these  cases  become  advanced,  they  practically  fill 
the  rectum,  and  anyone  can  feel  them. 

The  most  frequent  cause  of  hemorrhage  is 
either  an  internal  pile  or  a fissure.  The  latter 
occurs  in  the  posterior  commissure  in  about  75% 
of  the  cases,  rarely  in  the  anterior  commissure, 
the  latter  more  common  in  the  female  than  the 
male. 

Remember  a fissure  is  the  most  painful  ail- 
ment of  the  rectum  and  NE\’ER  try  to  force 
even  a digital  examination,  let  alone  an  instru- 
mental one,  as  the  pain  is  so  excruciating  that 
the  patient  may  leave  the  office  never  to  return 
and  you  cannot  blame  him  ; also  remember  in  pre- 
paring these  patients  for  an  operation  never  give 
a saline,  but  give  an  oil,  as  the  former  increases 
the  pain. 

These  can  either  be  incised  or  excised,  but 
whatever  method,  unless  the  cut  is  carried  well 
out  for  a half  inch  or  more  in  the  perianal  skin, 
to  institute  drainage,  they  will  recur. 

Likewise,  never  use  a bivalve  speculum  or  any 
other  instrument  to  dilate,  merely  use  the  thumbs, 
then  you  can  feel  your  way  and  go  slowly  and 
not  tear  and  mutilate  the  sphincters,  as  there  are 
numerous  cases  of  incontinence  produced  by  for- 
cible instrumental  dilatation. 

A hemorrhage  of  the  rectum  is  very  awkward 
to  get  at  postoperative  or  otherwise ; if  you  are 
unable  to  find  and  clamp  the  offending  vessel, 
use  a strip  of  gauze  with  a double  string  at- 
tached to  the  center,  the  same  as  making  a tam- 
pon, insert  this  crossways  in  the  lower  ampulla 
of  the  rectum  leaving  the  strings  outside,  where 
you  can  lay  another  pad  parallel  with  this  and 
tie  the  cords  around  and  give  it  whatever  degree 
of  tightness  you  desire. 

In  country  practice  we  frequently  have  cases 
of  impalement ; throwing  the  pitchfork  down  the 
side  of  the  stack  and  then  sliding  down  thought- 
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lessly  and  becoming  impaled  on  the  handle  there- 
of. These  accidents  frequently  puncture  the  blad- 
der, or  peritoneal  cavity  and  are  very  often  fatal. 
The  examination  of  these  must  be  very  carefully 
done  with  a sigmoidoscope  -or  a proctoscope. 

The  treatments  of  hemorrhoids  are  legion — 
there  are  so  many  methods,  used  successfully  by 
so  many  men,  that  it  would  be  impossible  to  say 
which  is  the  latest  and  best,  for  most  any  method 
handled  by  men  who  become  expert  in  this  line 
of  work,  usually  terminates  in  recovery. 

Gant,  Hirschamn  and  the  late  J.  Rawson  Pen- 
nington preferred  the  needle  or  ligature  method, 
others  get  good  results  with  the  clamp  and  cau- 
tery. I have  here  a set  of  clamps  perfected  by 
Dr.  W.  H.  Miles  of  London,  whose  clinics  I had 
the  pleasure  of  attending  last  year,  and  who,  with- 
out doubt,  today,  is  conceded  to  be  the  most  out- 
standing proctologist  in  the  world.  His  method 
is  to  evert  the  pile  area,  pick  up  all  the  pile  mass 
with  these  clamps  in  three  sections,  instead  of 


dividing  it  into  quadrants,  cutting  the  skin  ex- 
ternally up  to  the  pectinate  line,  and  then  tying 
the  pile  mass  with  a number  17  plaited  ligature, 
snugly,  leaving  the  mass  to  slough  off.  He  has 
used  this  method  for  over  thirty  years  with  per- 
fect results.  One  of  the  main  features  is  it 
leaves  no  skin  tabs,  but  a smooth  perianal  surface 
once  healed. 

P.  Lockhart  Mummery  at  St.  Marks  and  many 
others  prefer  the  needle  and  ligature. 

Morely  of  London  has  treated  over  .5,000 
cases  by  the  ambulatory  method,  using  a 20  to 
22%  solution  of  carbolic  acid,  in  the  last  two 
years  switching  to  a 5 to  10%  solution  of  car- 
bolic acid,  as  in  the  former  he  had  about  2%  of 
sloughs  sufficiently  grave  enough  to  produce  se- 
vere hemorrhage. 

Terrel,  of  Richmond,  Virginia,  has  treated 
over  5,000  cases  in  the  last  12  or  15  years  with 
the  injection  of  a 5 to  10%  solution  of  quinine 
and  urea,  with  perfect  results. 


INTESTINAL  OBSTRUCTION  DUE  TO  PIN  WORMS  (OXYURIS 
VERMICULARIS^— WITH  CASE  REPORT* 

A.  C.  Stokes,  M.  D., 

Omaha,  Nebr. 


On  January  9th,  1928,  I was  called  I'n  the  middle 
ol  the  night  to  see  a man  who  was  suffering  with 
an  acute  abdomen.  I found  the  patient  lying  in  bed, 
his  abdomen  greatly  distended  and  very  hard,  with 
a history  of  some  vomiting.  The  physician  had  given 
him  cathartics  and  enemas  with  no  results.  The 
patient  suffered  with  considerable  abdominal  pain 
and  seemed  to  localize  it  in  the  left  side  in  the  region 
of  the  splenic  flexure.  There  was  so  much  distension 
and  rigidity  that  it  was  impossible  to  localize  any 
lesion  whatsoever.  We  decided,  therefore,  to  open 
the  abdomen,  took  him  to  a hospital  and  at  four 
o’clock  in  the  morning  made  a median  line  incision 
above  the  umbilicus.  Within  the  abdomen  we  found 
a very  greatly  distended  transverse  colon  that  came 
out  of  the  wound  like  a balloon.  There  was  no  fluid 
in  the  abdomen.  There  was  no  indication  of  the  pres- 
ence of  a perforation  of  a hollow  viscus.  The  small 
intestines  were  much  distended  as  was  the  colon. 

Examination:  Both  gallbladder  and  appendix  were 
normal  to  touch.  No  gastric  perforation  could  be 
located.  Passing  the  hand  over  to  the  left  hypo- 
condrium  I came  upon  a mass  in  the  splenic  flexure. 
It  was  dough-like  and  the  growth  was  within  the 
intestine,  and  from  what  information  I could  get 
by  the  sense  of  touch  alone,  I decided  the  growth 
was  probably  an  annular  soft  carcinoma  of  the  splenic 
flexure.  Not  seeing  much  hope  for  the  man  I made 
a colostomy  in  the  transverse  portion  of  the  colon, 
which,  of  course,  is  against  all  rules  of  surgical  pro- 
cedure. I felt  so  sure  that  the  mass  was  a carcinoma 
that  I told  the  people  it  was  probably  a cancer  of 
the  colon  and  did  not  think  he  would  recover.  The 
case  was  some  distance  from  Omaha  and  I did  not 
see  him  again  until  seven  days  later,  namely,  on  the 
fifteenth  of  January,  1928,  at  which  time  he  was  in 
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very  good  shape,  his  bowels  were  moving  normally 
and  he  was  discharging  a certain  amount  of  feces 
from  the  colostomy.  All  signs  of  resistance  and  dis- 
tension in  the  abdomen  had  disappeared,  the  mass  in 
the  left  iliac  fossa  was  gone  and  the  patient  seemed 
entirely  recovered  from  whatever  was  the  obstructing 
cause.  His  physician  informed  me  that  he  had  a 
rather  stormy  convalescence  for  about  two  days  fol- 
lowing the  operation,  when  on  the  second  morning 
after  the  operation  the  nurse  called  his  attention  to 
the  fact  that  the  dressing  was  covered  with  worms, 
and  that  while  he  had  no  definite  way  of  estimating 
the  quantity  of  these  animals,  yet  he  said  that  he 
judged  there  were  as  many  as  two  handsful  of  pin- 
worms  on  the  dressing  that  morning  when  he  ex- 
amined it.  When  I saw  the  patient  seven  days  after- 
wards, all  the  dressings  were  then  alive  with  pin- 
worms  and  the  dressing  had  been  changed  within  a 
few  hours.  After  the  evacuation  of  the  large  quantity 
of  worms,  gas  began  to  travel  through  the  intestines 
in  the  normal  way,  and  then  a careful  study  of  the 
feces  showed  large  quantities  of  pin-worms  being  ex- 
creted with  some  blood.  His  physician  injected  large 
quantities  of  thymol  into  the  colon,  through  the 
colostomy,  and  another  large  mass  of  dead  pin-worms 
was  evacuated,  and  a cathartic  brought  out  a lot 
more  per  anus.  I use  the  term  “a  lot  more”  for  the 
want  of  a more  definite  expression  of  quantity.  There 
were  more  worms  evacuated  every  few  hours  than 
I ever  imagined  could  live  in  one  person’s  intestines 
at  one  time.  The  quantity  was  unbelievable.  After 
three  weeks  in  bed  and  constant  anthelmintic  treat- 
ment the  worms  disappeared.  The  patient  returned 
home  and  we  afterwards  let  down  the  colostomy,  and 
he  is  at  the  present  time  in  fine  shape, 

I have  searched  the  literature  carefully  and 
have  so  far  been  able  to  find  only  one  similar 


84 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


February,  1929 


case  to  this.  Ccntralblatt  fur  Chinirgie,  \'ol.  53, 
192G:  Dimtrieff  reports  a case  of  intestinal  ob- 
struction as  a result  of  oxyuris.  He  has  found 
no  similar  case  in  literature.  Laboratory  findings 
showed  a large  partly  perforated  ulcerous  area 
in  the  colon  infected  hy  o.xyurids.  The  ulcer  was 
excised.  The  excised  tissue  contained  a bloody 
mass  filled  with  oxyurids.  The  mucous  mem- 
brane of  ulcerous  tissue  was  scarcely  changed. 
The  appendix  was  normal  but  filled  with  o.xy- 
urids. The  ileus  was  spastic  in  nature. 

There  are  cases  of  obstruction  due  to  ascaris 
lumbarcoides  and  also  from  strongyloides  ster- 
coralis  pretty  definitely  recorded.  Pin-worms 
generally  occupy  the  areas  of  the  colon  or  the 
ileocecal  valve  or  the  rectum.  Wagner  Archives 
for  Pathology  and  Physiology  for  1905,  page  145, 
las  shown  that  these  pin-worms  also  enter  Peyar's 
patches  and  produce  tubercles  between  the  mu- 
cous membrane  and  the  muscularis.  He  found  in 
one  case  several  hundred  of  these  tubercules  in 
the  small  intestine.  They  do  not  seem  to  per- 
forate the  mucous  membrane  as  frequently  in  the 
large  intestine  but  Dimtrieff 's  case  indicates  that 
the}'  do  perforate  the  mucous  membrane  of  the 
large  intestine  and  produce  ulceration  beneath 
the  mucosa.  Dimtrieff’s  case  of  obstruction  was 
undoubtedly  spastic  but  there  are  no  microscopic 
records  showing  that  these  pin-worms  produce 
any  particular  congestion  or  hemorrhage  into  the 
mucosa  of  the  intestine.  They  do,  however,  pro- 
duce a certain  irritability  and  spasticity  that  has 
been  well  demonstrated.  In  our  case  evidently 
the  cecum  was  filled  with  worms  and  most  of 
the  colon  the  quantity  was  so  great  that  they 
produced  first  a spastic  paralysis  of  the  intestine 
and  second,  what  we  think  was  a mechanical 
obstruction  at  the  splenic  flexure.  It  might  be 
of  interest  in  passing  to  note  that  the  entire  fam- 
ily which  consisted  of  nine  children  and  a wife 
were  infected  with  this  pin-worm.  This  infec- 


tion in  this  country  is  quite  widely  spread,  and 
found  most  commonly  in  children. 

The  embryos  escape  from  the  eggs  in  the 
stomach  or  small  intestine  and  then  wander  to 
the  colon,  rapidly  reaching  se.xual  maturity.  The 
fertilized  female  migrates  to  the  rectum  where 
she  lays  her  eggs  and  deposits  them  in  and  around 
the  anus,  and  the  eggs  again  in  turn  find  them- 
selves in  the  mouth  of  the  host,  and  in  about  five 
weeks  the  entire  batch  is  re-hatched  again  in  the 
colon.  It  is  a well  reported  fact  that  heavy  in- 
fections cause  considerable  gastro-intestinal  de- 
rangement. Cases  are  definitely  recorded  where 
these  worms  have  migrated  into  the  bladder,  in- 
to the  vagina,  into  the  uterus  and  even  into  the 
peritoneal  cavity.  It  is  not  rare  to  find  them 
filling  an  appendix  and  no  douht  in  some  cases 
they  are  responsible  for  appendicitis. 

CONCLUSIONS 

1.  The  case  above  recorded  is  not  absolutely 
conclusive  that  the  pin-worms  were  the  cause 
of  the  obstruction.  It  is  possible  that  it  could 
have  been  a fecolith,  an  accumulation  of  feces  or 
some  other  intestinal  food  block. 

2.  It  may  have  been  an  e.xtreme  degree  of  in- 
testinal stasis  due  to  the  toxemia  of  the  worms 
and  the  injuries  by  them  to  the  mucous  mem- 
brane. 

3.  Or.  which  we  really  believe  it  was  a me- 
chanical stop  at  the  splenic  flexure  due  to  the 
migration  of  such  a vast  number  of  the  female 
worms  toward  the  rectum.  It  is  needless  to  say 
that  this  family  was  careless  about  their  personal 
hygiene,  living  on  a farm  and  had  probably  in- 
fected each  other  from  some  one  host  in  the 
family.  By  a little  careful  treatment  their  pin- 
worms  have  all  disappeared  and  they  are  now  a 
more  healthy  and  better  nourished  family  than 
previous  to  the  eradication  of  the  worms. 


SOME  PHASES  OF  MEDICAL  JURISPRUDENCE=*= 

PRANK  S.  HOWELL. 

Formerly  Judge  of  the  Supreme  Court,  State  of  Nebraska. 
Omaha,  Nebr. 


I am  the  one  who  feels  honored  on  this  occasion 
and  it  is  for  me  to  express  that  feeling.  I am  very 
much  disposed  to  put  myself  in  the  place  of  the 
Indian  chief  who  was  being  proselyted  by  a mission- 
ary in  the  most  earnest  manner,  without  let  up,  or 
without  giving  the  old  Indian  any  peace  whatsoever 
and  after  a certain  number  of  weeks  had  transpired 
the  Indian  asked  the  proselyter  if  he  would  loan  him 
his  cane.  They  were  standing  in  a sandy  spot  and 
he  took  the  cane  and  drew  a very  small  circle  in  the 

•GiTen  before  the  Omaha-Douglas  County  Medical  Society,  Tuesday, 
October  9,  1928. 


sand  and  said:  “See  that  circle;  that  is  what  Indian 
knows.”  He  then  drew  a larger  circle  and  said: 
“See  that  circle;  that  is  what  white  man  knows,  and 
all  outside  that,  is  what  God  knows.”  I stand  wdthin 
the  diminutive  circle,  while  the  one  which  represents 
your  learning  and  talent  is  of  very  much  greater 
dimension. 

I was  impressed  with  one  passage  of  the  letter 
w'hich  your  secretary  sent  out  to  the  members  of  this 
association.  It  speaks  my  sentiments  and  affords  me 
an'  excuse  for  limiting  the  discussion  of  the  subject 
assigned  me,  “Medical  Jurisprudence”,  to  a phase  with 
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which  I have  a modicum  of  familiarity.  That  para- 
graph reads;  “The  subject  of  medical  jurisprudence 
is  one  in  which  the  legal  and  medical  professions  are 
jointly  interested,  and  regarding  which  there  should 
be  a better  understanding  between  them."  I did  not 
get  a copy  of  that  letter  until  after  I had  prepared 
what  I have  to  say  but  I deem  it  so  appropriate,  I 
beg  to  change  my  subject  to  the  one  suggested  by 
your  secretary  and  thereby  get  credit  for  an  ex- 
temporaneous speech  which  1 have  already  prepared. 

The  field  covering  medical  jurisprudence  is  so  vast 
that  I cannot  hope  to  do  more  than  draw  a tangent 
touching  a small  segment  of  the  great  circle.  La- 
conically defined  it  may  be  said  to  be  “the  applica- 
tion of  medical  knowledge  to  legal  purposes"  or  “the 
medicine  of  the  forum.’’  I get  that  from  one  of  your 
greatest  writers.  Neither  in  law  nor  in  medicine 
have  we  progressed  far  enough  to  generally  invite 
specialists  into  a forum  in  which  a living  can  be 
made. 

I will  not  undertake  to  trace  the  science  of  medi- 
cine— I could  not  do  so  if  I so  desired — nor  will  I 
attempt  to  estimate  the  remoteness  of  time  when 
physicians,  as  such,  were  called  upon  to  give  testi- 
mony as  to  facts  now  recognized  as  susceptible  of 
proof  only  by  experts.  In  former  times  the  unlearned 
and  the  first  to  reach  the  injured  party,  or  the  dead 
body,  was  permitted  to  express  his  opinion  freely. 
Everybody  had  an  opinion. 

I will  confine  myself,  superficially,  to  expert  wit- 
nesses. Medical  testimony  was  first  legally  accepted 
early  in  the  sixteenth  century  by  Germany.  The 
earliest  medico-legal  writing  appears  to  have  been 
produced  in  about  the  year  1575.  FYom  that  time 
until  now  there  has  been  continued  want  of  com- 
plete harmony  and  understanding  between  physi- 
cians on  the  one  hand  and  the  legal  profession  and 
the  courts  on  the  other,  particularly  as  to  crimes  in- 
volving mental  responsibility. 

The  precise  line  dividing  the  non-expert  witness 
from  the  expert  or  scientific  witness  is  not  always 
clearly  visible.  Like  all  other  problems  found  to  de- 
pend upon  nicety  of  distinctions,  human  equasions, 
and  proneness  to  err,  we  are  led  into  conflicts  and  dif- 
ferent conclusions.  The  one  is  permitted  to  relate 
facts  alone  which  he  has  observed;  the  other  gives 
his  conclusions  or  deductions  from  facts  he  has  ob- 
served, or  from  facts  narrated  by  others,  which  are 
assumed  to  be  true,  or  from  both.  Physicians  of  ex- 
perience know  it  is  not  safe  to  treat  disease  but  he 
should  always  treat  the  patient.  As  I gather,  from  a 
great  writer  on  this  subject,  a human  body  is  not 
like  a test  tube,  which  is  always  the  same  if  properly 
looked  after.  The  human  body  has  complications 
while  the  test  tube  interferes  in  no  respect.  There- 
fore, when  you  assail  disease  in  the  human  body,  in 
my  opinion,  you  must  treat  the  person,  the  body,  the 
patient.  Deductions,  we  all  know,  are  precarious,  yet 
in  this  country  all  that  a medical  expert  needs,  in 
order  to  qualify,  is  to  show  a license  to  practice  his 
profession.  He  needs  no  experience;  he  needs  no  real 
practical  education;  the  weight  that  is  to  be  given 
to  his  testimony  is  left  to  a jury  of  twelve  untrained 
minds,  with  the  result,  too  often,  of  defeating  justice. 

In  mal-practice  cases  it  frequently  happens  that 
the  only  evidence  of  any  consequence  comes  from  ex- 
perts, and  under  present  conditions,  grave  suspicion  is 
cast  upon  the  noble  profession  of  medicine  that  “birds 
of  a feather  will  flock  together"  for  mutual  protection 
— those  who  are  in  present  need  of  help  looking  to 
those  who  are  guarding  against  a future  day.  I do 
not  say  that  is  true,  but  I do  say  that  it  is  common 
suspicion. 

In  some  countries  medico-legal  questions  are  sub- 
mitted to  experts  who  become  officers  of  the  court, 
stripping  their  testimony  of  mercenary  consideration. 


In  such  cases  two  evils  are  removed:  First,  the  temp- 
tation that  accompanies  large  fees,  to  tell  the  truth 
and  hide  the  facts.  It  is  rare  indeed  that  the  lawyer 
in  the  case  is  possessed  of  sufficient  learning  to  cope 
with  a biased,  partisan,  or  corrupt  man  of  medicine 
who  is  free  to  fashion  his  answers  loaded  with  eva- 
sions, conditions,  generalities,  not-necessarilies,  or- 
dinarilies,  and  scores  of  ifs;  second,  it  will  prevent 
miscarriages  of  justice  based  upon  only  a part  of  the 
whole  truth. 

Self-interest  is  not  an  attribute  exclusive  to  men 
in  the  medical  profession;  it  is  inherent  in  mankind; 
it  is  one  of  the  things  that  accompanies  humanity  with 
its  faults  in  order  that  it  may  be  distinguished  from 
Divinity  and  acknowledges  the  Divine  plan  which 
incorporates  all  things  in  their  proper  places. 

Doctors  have  quite  a little  advantage  over  the  legal 
profession  in  the  way  of  education.  Under  the  laws 
of  our  state  you  have  to  go  to  some  reputable  school 
before  you  can  practice  medicine.  I attribute  that 
to  the  fact  that  lawyers,  who  really  know  a good 
thing  when  they  see  it,  have  had  greater  influence 
upon  the  legislation  of  the  state  than  the  doctors. 
The  lawyers,  as  a profession,  recognize  the  necessity 
of  high  education,  but  that  speck  of  selfishness  has 
kept  us  from  raising  our  own  standards.  Let  us  hope 
that  in  the  future  legislatures  we  will  find  more 
doctors  to  lay  a foundation  for  higher  education  and 
more  correct  standards  for  the  admission  of  the 
lawyer  to  the  bar. 

The  established  practice  of  privately  emidoying  ex- 
perts to  testify  in  litigation,  results,  innumerable 
times,  in  farce,  and  has  elicited  rebukes  from  eminent 
jurists,  such  as  Lord  Kenyon  and  others,  in  the  fol- 
lowing and  similar  words:  “Skilled  witnesses  come 
with  such  bias  on  their  minds  to  support  the  cause 
in  which  they  are  embarked  that  hardly  any  weight 
should  be  given  to  their  evidence.” 

A Maine  judge  has  said:  “If  there  is  any  kind  of 
testimony  that  is  of  no  value,  but  even  worse  than 
that,  it  is  in  my  judgment,  that  of  medical  experts.” 
I do  not  say  that  for  the  purpose  of  indulging  in 
humor.  Such  remarks  are  not  aimed  at  the  individuals 
who  compose  the  great  body  of  medical  men  but  at 
medical  experts  who  hire  out  their  talents  as  wit- 
nesses to  help  the  lawyer  in  winning  “our"  case. 
That  is  the  application  I hope  you  will  get  and  ap- 
preciate, and  I know  when  I look  at  the  intelligent 
faces  in  front  of  me  that  you  will  appreciate  that  I 
am  not  making  any  distinctions  between  your  profes- 
sion and  mine.  We  are  both  bitten  by  the  same 
snake,  to  a certain  extent.  We  have  all  kinds  of  men 
in  our  respective  professions  but  as  a whole  I can- 
not speak  too  many  and  too  flattering  words  of  en- 
comium for  your  profession.  I believe  you  are  above 
us  in  ethics,  a fact  I deplore,  and  bow  my  head  before 
you  as  low  as  you  think  my  shame  should  take  it. 
To  be  learned  in  any  profession,  art  or  science  tends 
toward  the  development  of  correct  standards,  better 
citizenship  and  purer  ethics. 

The  difference  between  the  medical  expert  witness 
and  the  lawyer  engagd  to  win  their  client’s  case,  in 
their  standing  before  courts,  is  to  be  found  in  the 
fact  that  the  lawyer’s  sworn  statement  of  what  he 
deems  the  law  of  the  forum  to  be  is  never  accepted 
by  courts,  while  that  of  the  expert  witness  is.  In  the 
case  of  the  lawyer,  he  speaks  the  language  of  the 
trial  judge  who  understands  the  meaning  of  what  he 
says.  Usually  the  judge  himself  is  learned  in  the  law 
while,  as  a universal  rule,  the  expert  medical  witness 
uses  language  almost  as  meaningless  to  the  judge 
and  jury  as  the  dead  languages  themselves.  Taylor 
reports  a case  where  a medical  witness  informed  the 
court  “that  on  examining  the  prosecutor  he  found 
him  suffering  from  a severe  contusion  of  the  integu- 
ment under  the  left  orbit,  with  great  extravasation 
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of  blood  and  ecchymosis  in  the  surrounding  cellular 
tissue,  which  was  in  a tumefied  state.  There  was 
also  considerable  abrasion  of  the  cuticle.”  The  judge 
said:  “You  mean,  I suppose,  that  the  man  had  a 

black  eye?"  “Yes”,  said  the  witness. 

It  is  certain  that  on  questions  of  insanity  the  law 
and  medicine  are  hopelessly  divided  in  the  matter  of 
responsibility  for  crimes. 

Another  marked  difference  between  the  ordinary 
and  expert  witness  is  degree  of  accuracy.  Observa- 
tion is  rarely  accurate,  and  accurate  thinking  is  even 
more  rare.  I have  observed  so-called  expert  witnesses 
bury  reason  under  an  avalanche  of  theories,  to  every 
one  except  the  trained  thinker  of  his  own  profession. 

tYhat  is  the  remedy? 

The  two  great  professions  represented  by  these 
great  organizations  should  go  to  the  next  legislature. 
You  know  it  is  awful  hai'd  for  a politician  to  give  you 
a remedy.  I am  not  a politician,  therefore,  I can 
give  you  a remedy,  and  it  is  this.  The  legislature  is 
available  and  the  two  great  profession  in  this  state 
are  directly  involved  and  interested  and  possess  the 
intelligence  to  impress  the  law  maker.  The  best  plan 
should  be  worked  out  by  the  doctors  and  the  lawyers. 
tVhether  the  remedy  lies  in  appointing  a medical 
referee  or  a committee  of  learned  physicians  of  in- 
tegrity for  each  case,  or  some  other  plan,  is  still 
mooted. 

The  hypothetical  question  is  said  to  be  misused  by 
the  clumsy  and  abused  by  the  clever.  That  expres- 
sion is  full  of  meat.  As  a matter  of  fact,  the  ignorant 
lawyer,  and  I plead  guilty  of  being  one  of  those  in 
this  line  at  least,  rarely  knows  what  his  hypothetical 
question  means.  He  loads  it  down,  and  sometimes 
he  will  have  more  grass  in  the  field  than  corn,  and 
the  doctor  looks  at  him  sometimes,  if  he  is  a gen- 
erous gentleman,  with  compassion,  otherwise  with 
disgust,  and  he  shines  before  the  jury  as  a great, 
learned  medico-legal  light;  and  justice  has  suffered. 

I know  you  will  pardon  me  if  I draw  on  my  own 
experiences,  not  for  the  purpose  of  proving  I was 
correct  on  the  occasion  but  to  prove  my  point  on  this 
(luestion  of  expert  testimony.  I could  mention  num- 
erous cases  but  I have  selected  only  a few. 

A railroad  grading  contractor  was  constructing  a 
line  of  railroad.  It  was  -January.  There  were  tents 
for  the  men  to  live  in  and  eat  their  meals  in.  At 
noon,  when  the  weather  was  just  at  the  point  of 
thawing,  men  were  sitting  in  the  mess  tent.  .lust 
outside  were  boxes  of  dynamite  in  which  were  ex- 
ploders or  caps.  Coal  stoves  were  used  in  the  tents. 
The  day  was  windy.  One  man  got  a shovel  full  of 
ashes  and  threw  them  into  the  air;  the  wind  carried 
them  towards  and  over  the  dynamite.  The  theory 
was  that  some  small  bits  struck  the  dynamite  and 
caused  it  to  explode,  injuring  two  men  who  were 
sitting  in  the  mess  tent.  As  one  of  the  attorneys  for 
the  men,  I learned  that  the  defense  would  have  an 
expert  on  dynamics  to  testify.  Taking  time  by  the 
forelock  I went  to  the  professor  of  dynamics  of  the 
University  of  Minnesota  and  asked  him  for  informa- 
tion. I was  told  that  the  expert  would  testify  that 
the  point  of  temperature  at  which  dynamite  will 
most  easily  explode  is  276  degrees  Fahrenheit — (this 
may  not  be  accurate) — and  the  further  away  you  get 
from  276  degrees  the  safer  the  dynamite  will  be.  The 
professor  said  to  me:  “That  is  true  to  a certain  ex- 
tent, but  there  is  another  temperature  when  dynamite 
is  equally  susceptible  to  explosion,  and  that  is  at 
the  point  of  thawing.  You  get  after  this  man  when 
he  testifies  and  ask  him  what  are  the  susceptible 
points.”  The  witness  testified  wonderfully  and  to 
the  satisfaction  of  opposing  counsel  who  looked  the 
question:  “Now  what  are  you  going  to  do?"  1 said. 


“Doctor,  what  other  point  is  there,  if  there  be  one, 
at  which  dynamite  is  equally  susceptible  to  explo- 
sion?” Then  he  got  off  his  neverthelesses  and  ifs, 
and  therefores  on  me,  but  he  didn’t  answer.  Un- 
abashed, I repeated  the  question.  He  evaded  it  again 
and  again  and  again.  Finally  I said:  “Doctor,  you 
know  this  trial  doesn’t  end  until  the  testimony  is  in 
and  the  testimony  will  not  be  in  until  you  answer 
my  question,  I’lease  answer.”  But  he  didn’t  answer 
until  I said,  “Doctor,  isn’t  it  true  that  at  the  point 
of  thawing  its  susceptibility  is  a little  bit  greater 
than  at  the  point  of  freezing.  He  said,  “Yes”.  I 
said,  “That  is  all”,  and  the  law  suit  was  won. 

I was  called  to  La  Crosse,  Wisconsin,  to  try  a per- 
sonal injury  case  growing  out  of  the  use  of  machin- 
ery at  a coal  loading  chute.  The  defendant  had  an 
eminent  and  learned  lawyer.  Their  defense  was  that 
plaintiff  lost  his  foot  because  of  gonorrheal  tubei- 
culosis — that  was  the  defense.  After  we  had  drawn 
the  jury,  the  defendant’s  lawyer  said:  “I  ask  now 
that  plaintiff  be  examined  by  a committee  of  the 
company’s  physicians.”  Under  federal  law  he  had 
no  such  right,  ’out  he  had  me  in  an  embarrassing 
position.  I said,  “I  will  permit  his  Honor  to  appoint 
three  well  known,  able  physicians  to  be  officers  of 
this  court  to  examine  plaintiff;  they  shall  select  a 
chairman  and  let  him  come  back  into  court  and  state 
for  the  committee  their  findings,  without  any  ques- 
tions from  the  lawyers.”  They  reported  that  they 
found  cocci  indicating  that  the  loss  had  been  caused 
by  cocci,  etc.  On  cross  examination  the  attorney  for 
the  railroad  company  said,  “Doctor,  this  cocci  you 
found  there,  was  that  the  cocci  you  expect  to  find 
in  cases  of  gonorrhea?”  He  said,  “Yes”.  “That’s 
all,”  said  the  attorney.  I said,  “Doctor,  suppose  this 
man  never  had  gonorrhea  but  did  have  erysipelas 
and  you  knew  that  to  be  a fact,  what  kind  of  a bug 
would  you  say  it  was  then?”  “Why,  it  was  strepto- 
coccus.” “Would  you  expect  to  find  that  bug  in 
erysipelas.  Doctor?”  “Yes.”  I called  them  bugs.  The 
minute  I said  bugs  the  jury  sat  up  and  showed  intel- 
ligence. Plaintiff  had  contracted  erysipelas  in  the 
hospital  of  the  railroad  company.  The  law  suit  was 
won,  but  I would  have  lost  both  cases  had  I not  been 
able  to  “mooch”  the  truth  from  another  doctor. 

Some  years  ago,  a friend  of  mine  was  convicted  of 
stealing  registered  mail  in  Shawnee,  Oklahoma.  He 
was  convicted  on  the  testimony  of  an  expert  who 
became  famous  in  the  Molineaux  trial  in  New  York — 
a handwriting  expert.  On  rehearing  we  were  able 
to  show  that  the  expert  was  paid  one  hundred  dol- 
lars a day  to  go  out  there  and  testify.  We  had  the 
post  office  inspector  write  us  samples;  then  we  mixed 
these  all  up,  covered  the  exhibit  marks  and  asked 
him  to  pick  out  the  forged  paper.  He  picked  out 
every  one  except  the  forged  one.  The  law  suit  was 
won. 

But,  in  all  my  experience,  the  greatest  and  the  most 
potential  He  was  concocted  in  Washington  county  by 
a medical  man;  yet  it  was  the  truth. 

A will  was  being  contested.  The  woman  made  the 
will  and  died  within  a few  hours  after  she  signed  it; 
she  was  perfectly  conscious  but  the  doctor  testified 
he  saw  her  at  midnight  before  she  died  and  she  was 
unconscious;  that  he  returned  the  following  morning 
a little  before  eight  and  she  was  unconscious  then. 
The  will  was  signed  at  eight  o’clock  in  his  presence 
and  witnessed  by  him.  The  brothers  and  sisters  who 
were  working  with  this  doctor  to  break  the  will,  one 
by  one,  said  the  woman  was  totally  unconscious  for 
eight  hours  immediately  before  signing  the  will.  Well, 
of  course,  I had  just  one  poor  old  man,  the  widower 
of  the  deceased  woman,  to  testify.  He  said:  “I  can’t 
understand  it;  they  are  all  lying.”  Then  I ceased 
to  be  a lawyer  and  become  a bull  in  a china  shop.  I 
asked  questions  with  no  sense  to  them,  of  the  lay 
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witness:  “Did  the  doctor  give  her  any  medicine?” 

“Was  it  powder?”  Was  it  liquid” — well,  to  make  a 
long  story  short  I finally  said;  “What  was  it  the  doc- 
tor give  her?”  Answer,  “Morphine.”  “Then  what 
happened?”  “She  went  to  sleep.”  “How  long  did 
she  sleep?”  “Until  eight  o’clock.”  The  testimony 
which  that  doctor  gave  was  the  most  damnable  lie  I 
ever  heard  in  a court  house,  and  yet  the  woman  was 
unconscious  when  she  was  asleep.  That’s  telling  the 
truth  but  concealing  the  facts.  We  brought  the  op- 
posing witnesses  back  one  by  one  and  my  client  won. 
I had  ceased  to  be  a lawyer  and  stumbled  over  the 
dead  into  a post  mortem  and  found  the  truth.  That 
doctor  was  of  an  honored  profession.  The  lawyer 
laughed  at  me  and  said:  “I  almost  got  away  with 
it.”  My  answer  was:  “You  ought  to  be  disbarred: 
you  are  a crook  and  you  dishonor  the  profession  of 
law”,  and  I meant  it. 

I want  to  give  you  one  more  illustration  of  petti- 
fogging. This  lawyer  was  one  of  the  greatest  crim- 
inal lawyers  in  the  city  of  Chicago.  A man  was  being 
tried  for  murder.  An  expert  for  the  state  was  on 
the  stand.  He  had  written  books  and  had  become 
renowned.  He  found  expert  testimony  remunerative: 
he  got  large  fees.  This  defendant’s  lawyer  said: 
“Doctor,  you  are  regarded  as  one  of  the  great  medi- 
cal experts  on  certain  medical  questions?”  “I  would- 
n't want  to  claim  that  state  of  superiority.”  “Well”, 
he  said.  “I  know,  but  you  admit  you  have  written 
books  and  your  books  are  accepted  as  authority.” 
“Oh,  well,  I suppose  that  is  true.”  “Doctor,  you  have 
been  an  expert  witness  in  many  cases?”  “Yes,  I 
have.”  “Marshall  Field  was  your  patient?”  “Yes.” 
“Where  is  he?”  “Dead”.  “Armour  was  one  of  your 
patients?”  “Yes”.  “Where  is  he?”  “Dead”.  “Mc- 
Kinley was  one  of  your  patients?”  “Yes”.  “Where 
is  he?”  “He  is  dead”.  “All  of  your  patients  are  dead, 
are  they.  Doctor?”  “That’s  all”.  That  was  petti- 
fogging but  the  humor  of  it  acquitted  the  defendant. 

There  are  too  many  times  when  both  lawyers  and 
doctors  reduce  themselves  to  the  level  of  cheap  ad- 
vertisers and  I want  to  say  to  you  that  you  are  bet- 
ter than  lawyers  when  it  come  to  that,  too.  You  do 
less  advertising  than  we  do.  It  is  true  this  is  more 
often  found  in  both  professions  among  the  new  mem- 
bers. The  young,  I am  afraid,  are  getting  away  from 
ethics:  I am  afraid  that  our  great  professions  are 
not  going  to  be  looked  up  to  in  years  to  come  as 
they  should  be.  The  legal  profession  is  now  threat- 
ened. 

There  is  a saying  that  words  piled  on  top  of 
words  is  a trick  to  conceal  thought.  We  are  both 
guilty  of  that,  too.  The  expert  should  avoid  jargon 
lest  he  finally  convict  himself  in  the  presence  of  his 
brothers  of  ignorance  or  what  is  still  worse,  of  in- 
famy. You  no  doubt  have  heard  a person  say. — 
maybe  w'e  have  said  this  ourselves, — “I  know  what 
that  is,  I know  all  about  it  but  I can't  tell  it.”  I con- 
tend when  a man  is  full  of  his  subject  and  knows,  he 
can  tell  about  it.  We  both  camouflage. 

Now,  I have  kept  you  too  long  already.  I see  some 
women  here.  What  I have  said  doesn’t  apply  to 
them. 

Now.  finally,  what  are  we  going  to  do,  you  and 
me,  your  profession  and  my  profession?  Are  we 
going  to  allow  a faulty  condition  of  affairs  to  exist 
in  medical  jurisprudence  which  we  can  remedy?  We 
have  the  intelligence:  we  have  the  ethics:  we  have 
the  desire:  we  have  the  influence.  If  we  will  just 
lock  arms,  get  together  and  draw  a bill,  some  expert 
witness  bill,  submit  it  to  this  man  and  that  man 
and  the  other,  make  it  steam  tight,  then  go  to  the 
legislature  which  sits  next  .January  we  can  remedy 
a bad  condition.  Will  we  do  it?  I have  put  it  up 
to  j'ou  before  I have  to  the  lawyers.  I hope  soon  to 


have  a chance  to  address  the  lawyers  and  then  I am 
going  to  give  them  that  thing  that  resulted  in  a 
black  eye. 

I don’t  want  you  to  feel  that  I come  as  a critic  to- 
night but  in  the  role  of  a constructor.  I feel  deeply 
on  the  subject.  I thank  you  for  the  opportunity  to 
present  my  views. 


EFFECTIVE  RANGE  OF  IODINE  DOSAGE 
IN  EXOPHTHALAIIC  GOITER: 
PRELIMINARY  REPORT 
An  attempt  has  been  made  by  Allen  G.  Brailey 
and  Phebe  K.  Thompson,  Boston  (Jotinial  A.  M. 
A.,  Dec.  1,  1928),  to  determine  the  effective  range 
of  iodine  dosage  in  e.xophthalmic  goiter.  In 
twelve  out  of  thirteen  patients  at  rest  in  bed  in  a 
hospital,  as  great  a reduction  in  basal  metabolism 
was  obtained  with  I drop  of  compound  solution 
of  iodine  (about  6 mg.  of  iodine)  daily  as  with 
much  larger  doses.  In  eight  out  of  twelve  pa- 
tients more  recently  studied  under  the  same  con- 
ditions, half  a drop  of  compound  solution  of  io- 
dine (about  3 mg.  of  iodine)  daily  was  as  effec- 
tive as  were  larger  doses.  Three  patients  showed 
no  response  to  any  dose,  and  one  showed  a slight- 
ly lower  metabolic  level  during'  the  administra- 
tion of  30  drops  daily.  The  minimum  dose  that 
will  produce  a maximum  reduction  in  basal  meta- 
bolic rate  has  not  yet  been  definitely  determined. 
It  appears  in  most  cases,  however,  to  be  between 
about  one-fifth  drop  of  compound  solution  of 
iodine  ( 1.3  mg.  of  iodine ) and  about  1 drop  ( 6.3 
mg.  of  iodine ) daily.  There  are  observations 
which  suggest,  but  do  not  prove  conclusively, 
that  the  minimum  dose  is  perhaps  a little  less 
when  a patient  is  at  rest  in  bed  in  a hospital  than 
when  the  same  patient  is  at  home  occupied  with 
her  daily  routine. 


Shortly  after  2 o’clock  one  morning  a doctor 
drove  four  miles  in  answer  to  a telephone  call. 
On  his  arrival  the  man  who  had  summoned  him 
said;  “Doctor,  I’m  not  in  great  pain,  but  some- 
how I have  a feeling  that  the  end  is  nigh.’’ 

The  doctor  felt  his  pulse  and  listened  to  his 
heart.  “Have  you  made  your  will?”  he  asked  at 
last. 

The  man  turned  pale.  “Oh,  doctor,  it  can’t  be 
that !”  he  gasped. 

“You  had  better  telephone  to  a clergyman  and 
wire  for  your  people,”  continued  the  doctor. 

“Oh,  doctor,  how  long  do  you  give  me?’’ 
groaned  the  man. 

“Well,  there  is  nothing  wrong  with  you,  but  I 
hate  to  think  that  I’m  the  only  man  you’ve  made 
a fool  of,”  e.xplained  the  medical  man. — Weekly 
Scotsman. 
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JOURNAL  ADVERTISERS  ENTITLED  TO 
CONSIDERATION 

The  advertiser  makes  this  Journal  possible  by 
paying  between  five  and  six  thousand  dollars 
for  advertising  space,  annually.  Since  the  ad- 
vertising is  censored  and  nothing  shady  is  allowed 
to  appear  in  the  advertising  pages,  the  ad- 
vertiser is  entitled  to  our  respectful  considera- 
tion. Some  advertisers  say  that  they  do  not  get 
results  from  advertising  in  the  state  journals 
that  they  think  they  should.  They  sometimes  say 
the  readers  of  state  journals  are  irresponsive  to 
advertisements  in  their  own  journals,  but  will 
answer  advertisement  in  national  journals.  This 
does  not  look  good  for  state  journals  as  mediums 
for  advertising.  The  point  is  that  the  reader 
must  interest  himself  in  the  ads  to  the  extent 
of  asking  for  samples,  literature,  or  making  in- 
quiries about  the  product  advertised. 

Every  member  of  the  State  Medical  Associa- 
tion is  a joint  owner  in  The  Nebraska  State 
Medical  Journal,  and  its  success  depends  in  part, 
on  every  individual  member.  Every  member 
should  look  over  all  the  ads  every  month  the 
same  as  he  looks  over  all  the  reading  pages.  If 
he  sees  something  to  interest  him  he  should  send 
a request  to  that  advertiser  for  samples  or  litera- 
ture or  both  as  the  case  may  be.  He  may  get 
much  that  is  worthwhile.  The  advertiser  checks 
up  on  the  value  of  his  advertising  medium  by  the 
requests  he  gets  for  samples  or  literature. 

Will  you  not,  dear  reader-member,  take  this 
seriously  and  address  inquiries  to  our  advertisers  ? 


"WATER,  EDE^MA  AND  THE  WEATHER” 

In  an  editorial  under  the  above  title  in  the 
Journal  A.  M.  A.,  of  December  29,  1928,  occurs 
the  following,  which  is  interesting  reading  and 
may  be  correct : 

A less  drastic  form  of  water  retention  seems  to 
be  brought  about  as  a result  of  lowered  baro- 
metric pressures.  This  is,  of  course,  a phenom- 
enon more  nearly  within  the  range  of  ordinary 
physiologic  adjustments  to  our  atmospheric  en- 
vironment. Smith,  of  the  University  of  Chicago 
Physiological  Laboratory  has  reported  that  there 
is  water  retention  in  the  bodies  of  dogs  and  rats 
when  the  barometric  pressure  is  lowered  from 
2.6  to  9.8  cm.  of  mercury  during  a period  of 
from  twelve  to  forty-eight  hours.  This  disturb- 
ance of  the  water  balance  of  the  body  is  accom- 
panied by  restlessness.  Smith  points  out  some 
implications  from  these  experiments.  The  rest- 
lessness of  various  animals  that  is  so  often  noted 
before  a storm  might  be  accounted  for  by  the 
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low  barometric  pressure  and  the  consequent  water 
retention.  With  an  animal  that  is  particularly 
sensitive  to  this  condition  there  is  thus  given  a 
foreknowledge  of  approaching  bad  weather,  so 
that  migratory  birds  are  away  before  there  is  any 
sign  in  the  sky  of  a weather  change.  Hogs  usu- 
ally bed  themselves  down  and  cattle  on  the  range 
become  restless  and  seek  shelter  hours  before 
there  is  any  evidence  of  impending  change  in 
rection  that  will  impress  the  senses  of  man.  The 
Chicago  physiologist  emphasizes  also  that  people 
who  suffer  with  rheumatism  or  any  one  of  sev- 
eral other  disorders  that  make  the  nerves  particu- 
larly sensitive  claim  that  they  can  tell  of  the  ap- 
proach of  bad  weather  because  of  increased  pain 
or  that  they  “feel  it  in  their  bones."  Perhaps 
weather  and  water  are  interrelated  in  more  ways 
than  have  been  suspected. 


THE  C.\PITAL  INVESTMENT  IN 
^lEDICINE 

.V  very  important  group,  composed  of  econ- 
omists. publicists,  physicians  and  others,  has  un- 
dertaken to  make  an  investigation  of  the  cost  of 
medical  care,  the  results  of  which  will  be  of 
great  importance  to  the  medical  profession.  The 
American  iMedical  Association  has  undertaken 
to  collect  information  pertaining  to  the  capital 
investment  in  medicine  and  the  income  from 
medical  practice. 

As  a part  of  the  work  of  the  above-mentioned 
group,  known  as  The  Committee  on  the  Cost  of 
Medical  Care,  the  American  Medical  Association 
is  to  request  more  than  25,000  physicians,  select- 
ed at  random,  to  furnish  certain  data  pertaining 
to  the  invested  capital  involved  in  physicians’ 
education,  intern  training,  post-graduate  courses, 
office  and  traveling  equipment,  office  mainten- 
ance, medical  society  affiliations,  library  mainten- 
ance and  medical  licensure  fees. 

This,  as  you  will  realize,  is  a survey  of  the  pro- 
fession. by  the  profession,  and  for  the  benefit  of 
the  profession.  The  questionnaire  is  to  be 
anonymous  and,  therefore,  there  need  be  no  fear 
of  any  embarrassing  or  undesirable  results  from 
the  information  returned. 

serious  and  thoughful  consideration  of  this 
matter  by  the  readers  of  this  Journal  is  requested 
to  the  end  that  complete  and  reliable  data  will 
be  given  on  the  several  items. 

The  importance  of  this  survey  cannot  be  over- 
estimated and  universal  participation  by  those 
who  receive  the  questionnaire  is  neccessary  to 
the  fullest  fruition  of  the  effort  being  made. 


ANNUAL  DUES 

Members  who  have  not  paid  their  dues  before 
this  date  are  now  delinquent.  Send  $8.00,  plus 
your  county  society  dues,  to  the  secretary  of  your 
county  society  at  once. 


CALL  EOR  PAPERS 

Members  who  wish  to  read  papers  at  the  an- 
nual meeting  in  IMay  should  send  thier  name 
and  the  title  of  their  papers  to  R.  B.  Adams,, 
secretary-trea.surer.  Centre  McKinley  Building, 
Lincoln,  Nebraska. 


THE  APPROACH  OP  STATE  MEDICINE 

When  “State  Medicine”  is  mentioned  nowa- 
days in  a medical  society  meeting  or  among  a 
group  of  physicians,  jeers  and  scathing  remarks 
are  in  order.  However,  in  spite  of  the  sarcasm 
of  some  of  my  colleagues.  I think  it  is  coming. 
Exactly  what  is  coming,  I do  not  know,  but  some 
form  of  community  administration  of  medical 
affairs  is  on  the  way.  Even  though  nothing  else 
said  this,  the  inadequacy  of  the  present  system 
of  applying  scientific  medical  knowledge  to  popu- 
lar needs  and  the  rapidity  with  which  it  is  get- 
ting worse,  say  it  very  loudly. 

The  science  of  medicine  has  become  so  com- 
plex that  it  is  too  unwieldy  to  be  conducted  by 
an  individual.  My  word  “individual”  includes* 
an  organized  group  of  a few  physicians.  The 
prctctice  of  medicine  is  in  a chaotic  state,  as  a re- 
sult. In  no  other  profession  today  ( except  pos- 
sibly that  of  law)  is  the  individual  practitioner  so 
confused  as  to  the  best  thing  to  do  and  the  best 
way  of  doing  it.  Here  is  our  state  of  affairs, 
as  a result  of  the  privileges  in  a free  country,  of 
every  patient  to  go  to  any  sort  of  healer  he 
chooses,  and  of  every  medical  man  to  practice 
medicine  according  to  his  own  ideas. 

1.  iMedical  science  is  able  to  accomplish  such 
wonders  as  the  following: 

To  prevent  all  but  a very  small  percentage  of  in- 
fectious di:?ease,  deformity,  insanity,  mental  de- 
ficiency, premature  death,  mortality  in  general; 

To  cure  all  manner  of  diseases  and  relieve  most  of 
the  world’s  suffering  and  inefficiency. 

2.  Yet,  in  spite  of  the  fact  that  medical  science 
can  do  these  things,  we  find  such  things  as  the 
following : 

70.000  cases  of  small-pox  per  year, 

300.000  cases  of  malaria  every  year, 

11.000  deaths  from  diphtheria  every  year,  and  so- 
forth  with  infectious  diseases. 

30.000  babies  born  every  year  without  a doctor  in 
attendance. 
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Unaccounted  thousands  of  school  children  deformed 
and  handicapped  because  they  need  tonsils  and  ade- 
noids removed. 

An  average  length  of  life  of  42  or  43  years,  when 
it  could  easily  be  60  or  TO. 

Inefficiency  and  handicaps  among  laboring  and 
business  men  due  to  remediable  defects,  which  are 
not  being  remedied. 

Medical  science  is  not  being  used  for  the  benefit  of 
humanity  in  general;  it  is  merely  being  thrown  about 
a bit  at  haphazard. 

3.  iledical  service  is  beginning  to  be  so  expensive 
that  it  is  a burden  to  people  of  moderate  means. 
Among  people  of  average  means,  disease  with  its 
hundreds  of  dollars  for  medical,  nursing,  and  hospital 
fees,  is  as  much  dreaded  as  it  was  in  the  middle  ages 
when  fees  were  low  but  effectiveness  was  nil.  For 
people  belonging  to  the  “poor”  class,  up-to-date  medi- 
cal services  are  out  of  question.  They  cannot  afford 
them,  and  they  do  without  them,  unless  they  are  of 
the  favored  few  that  live  near  free  clinics. 

4.  Yet,  with  all  the  high  cost  of  medical  services, 
and  considering  the  cost  of  preparation  for  his  work 
and  the  relative  value  of  his  services  to  the  commun- 
ity as  compared  with  the  services  of  men  in  other 
lines  of  work,  the  average  doctor  is  very  poorly  paid. 
The  yearly  income  of  the  medical  man  in  this  country 
averages  not  far  from  .$1,000.  (There  are  a few  large 
incomes;  but  for  every  physician  who  makes  $10,000 
per  year,  there  are  ten  who  make  less  than  $1,000). 

It  couldn't  be  worse,  could  it?  The  system 
doesn't  accomplish  much  ; it  is  too  expensive  to 
the  patient,  and  yet  it  doesn't  pay  the  doctor 
much. 

Suppose  the  fire-department  were  a private 
enterprise,  and  charged  fees.  The  bigger  your 
fire,  the  more  you  have  to  pay  for  the  service. 
If  you  can't  afford  to  call  them  in,  let  it  burn, 
and  never  mind  what  happens  to  the  neighbors. 
Medical  service  is  certainly  as  important  to  the 
community  as  fire-fighting. 

Of  comparable  importance  to  the  community, 
is  education.  Suppose  each  teacher  invested  pri- 
vate capital  in  equipping  a school,  and  organized 
himself  a little  "practice"  of  his  own,  and  charged 
fees  to  his  jiupils?  The  service  that  pupils  would 
get  under  such  a system,  especially  if  figured 
in  terms  of  the  fees  paid  for  it,  would  be  insig- 
nificant comjiared  with  the  existing  method. 

Medical  care  of  the  community  is  as -much  of 
a community  ])roI)lem  as  is  education  of  children. 
I'ncared-for  personal  health  is  as  much  of  a puli- 
lic  problem  and  a public  responsibility  as  is  an 
individual,  ])rivately-owned  house  afire,  or  an 
individual  uneducated  child. 

It  is  inconceivable  that  such  glaring  inade- 
(juacies  and  inconsistencies  will  be  permitted  to 
continue.  Some  remedy  will  be  found  for  them. 
W hat  it  will  be  is  mere  conjecture.  Most  of 
us  consider  that  the  political  machinery  can  never 
handle  the  situation.  Political  machinery  has 


evolved  two  mechanisms  of  indubitable  efficiency  : 
the  fire-department  and  the  post-office.  Perhaps 
the  United  States  Public  Health  Service  can  also 
be  classed  with  them. 

On  the  other  hand,  the  service  of  education, 
which  is  fairly  comparable  to  medical  service, 
has  had  to  be  kept  separated  from  the  political 
forms  of  government  as  far  as  possible.  Only  in 
a nominal  way  does  it  come  into  contact  with  or 
depend  upon  what  we  know  as  "government". 
The  school  district  is  a fairly  independent  and 
free-acting  organization,  submitting  only  to  uni- 
versally recognized  standards.  On  the  basis  of 
what  we  know  at  present,  “state  Medicine"  will 
probably  be  administered  by  methods  and  under 
standardization  quite  analogous  to  that  of  the 
school  district. 

— Miles  .1.  Breuer. 

COORDINATION  OF  RESEARCTI 

Editor  Hammond  in  the  Peiiusyli’auia  Medical 
Journal  (January,  1929),  discusses  coordination 
of  medical  research  through  a central  agency  to 
eliminate  the  amount  of  individual  research  now 
being  conducted  with  without  fruition.  A cen- 
tral correlating  agency  is  suggested  and  the  pro- 
posed National  Health  Institute  under  the  con- 
trol of  the  Surgeon  General  of  the  Public  Health 
Service  is  favored,  and  proceeds — 

"There  is  no  organization  with  potential  re- 
sources quite  so  comprehensive  as  those  enjoyed 
by  the  system  of  medical  societies  which  forms  a 
network  covering  the  entire  United  States  and 
its  ])ossessions.  h'urthermore,  there  is  no  organ- 
ization with  better  facilities  for  international  ex- 
changes. Channels  for  this  fellowship  are  al- 
ready in  existence,  and  need  only  use  to  develop 
their  function  to  the  fullest. 

"The  medical  organizations  of  the  country  owe 
it  to  themselves  and  to  their  clients  to  establish 
a protectorate  in  health  research.  Cooperation 
with  governmental  agencies,  foundations,  and 
lay  organizations  is  not  only  desirable  but  impera- 
tive ; but  the  initiative  shoidd  arise  from  the  medi- 
cal societies.  Theirs  is  the  responsibility  and 
theirs  is  the  privilege.  This  does  not  mean  that 
the  medical  societies  must  necessarily  finance  a 
large  program  of  research  work.  If  the  machin- 
ery were  provided,  the  financial  support  would 
be  forthcoming  from  the  many  individuals  inter- 
ested in  this  type  of  work. 

“The  responsibility  is  great  and  the  opportun- 
ity knocks.  Let  the  county,  state,  and  national 
medical  societies  answer  the  call." 

W’e  heartily  approve,  for  along  some  such  lines 
must  the  problem  be  worked  out. 
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DR.  H.  M.  McCLANAHAN’S  “PEDIATRICS 
FOR  THE  GENERAL  PRACTITIONER” 

Our  honored  friend  and  coworker,  Doctor  Mc- 
Clanahan,  Omaha,  has  published  a book,  the  title 
of  which  is  especially  well  chosen.  It  is  an  oc- 
tavo volume  of  600  pages  published  by  J.  B.  Lip- 
pincott,  Philadelphia,  and  sells  for  $6.00. 

No  one  in  America  today  has  had  a greater 
experience  or  is  more  capable  of  writing  on  this 
subject  than  is  the  author.  The  book  is  readable 
and  is  profusely  illustrated.  There  are  numer- 
ous interesting  concise  case  histories.  The  out- 
line is  good.  In  common  with  most  monographs 
the  book  is  rich  in  the  personal  experiences  of 
the  author.  For  this  reason  the  details  regarding 
treatment  are  practical  and  well  expressed. 

The  fir.st  chapter,  entitled  “The  Normal  Hu- 
man Infant",  is  very  essential,  and  is  especially 
commendable.  Recommendations  regarding  cloth- 
ing for  an  infant  under  one  year  have  been  omit- 
ted. The  advice  of  a quart  of  milk  in  twenty- 
four  hours  for  a year  old  baby,  does  not  conform 
with  our  present  day  practice. 

The  chapter  on  Congenital  Malformations  and 
Defects  is  especially  good.  That  portion  relat- 
ing to  cleft  palate  and  hare  lip  is  unique  in  this 
book.  It  conveys  to  the  reader  the  author’s  per- 
sonal experiences  with  this  type  of  infant  and 
is  a valuable  contribution. 

In  the  chapter  on  the  digestive  tract,  one  can 
see  no  good  reason  for  the  rather  long  descrip- 
tion of  the  case  history  of  congenital  malforma- 
tion of  the  duodenum,  under  pyloric  stenosis. 

As  is  usual  in  first  editions,  there  are  a number 
of  typographical  errors : for  instance,  on  page 
282  there  occurs  “congenital  hyenaphalus” : the 
illustrations  on  page  75,  figures  50-51,  are  im- 
perfect. 

Scarlet  fever  serum  receives  rather  scant  recog- 
nition. There  is  no  mention  of  the  serum  injec- 
tion for  prevention  of  scarlet.  No  mention  is 
made  of  the  rather  common  E.xanthem  Subitum. 

The  article  on  Convulsions  in  Infants  and 
Children  is  especially  good  and  the  impression  is 
at  once  conveyed  to  the  reader’s  mind  that  the 
author  speaks  with  authority  and  from  practical 
everyday  working  experience. 

Again,  the  chapter  on  Tropical  Diseases  is 
unique  in  this  book. 

The  entire  book  is  replete  with  helpful  infor- 
mation to  the  general  practitioner.  The  profes- 
sion in  Nebraska  is  to  be  congratulated  on  having 


in  our  membership  a man  of  the  experience  and 
ability  of  Dr.  McClanahan.  We  are  proud  that 
he  has  confined  to  paper  the  results  of  his  years 
of  rich  service. 

— Floyd  Clarke. 


THE  HAVANA  PAN-AMERICAN  MEDI- 
CAL MEETING 

The  first  meeting  of  the  Pan-American  Medi- 
cal Association  was  held  in  Havana,  Cuba,  De- 
cember 29th  to  January  3d,  1929.  Dr.  Fred  Al- 
bee  of  New  York,  one  of  the  founders,  was 
also  the  first  president.  Drs.  Behrens  and  Fer- 
rer of  New  York  were  the  secretaries.  Dr.  F. 
M.  Fernandez  of  Havana,  “Secretario  de  Sani- 
dad  y Beneficencia”  for  Cuba,  was  most  active  in 
preparing  for  and  largely  responsible  for  the  suc- 
cess of  the  meeting. 

Representatives  from  about  ten  of  the  Central 
and  South  American  countries,  in  addition  to 
those  from  Cuba  and  the  United  States,  partici- 
pated in  the  executive  sessions  and  in  the  pro- 
gram. Dr.  Fernandez  was  elected  president  for 
the  ensuing  year  and  Dr.  R.  A.  Hurd  of  New 
York,  president-elect. 

On  the  last  day  of  the  meeting  (Thursdjty, 
January  3d),  the  Cuban  Government,  President 
Machado,  placed  at  the  disposal  of  the  officers 
and  delegates  of  the  Pan-American  Aledical  As- 
sociation a special  train  of  six  Pullman  cars  for  ^ 
a tour  of  iMedical  Cuba,  hospitals,  clinics  and 
dispensaries  were  visited  in  Santiago,  Manzanil- 
lo and  Jovellanos,  at  each  of  which  places  the 
Secretary,  Dr.  Fernandez,  and  the  officers  and 
the  delegates  were  formally  received  and  partici- 
pated in  impressive  public  ceremonies  at  the  var- 
ious institutions.  The  Cuban  speakers  were  most 
eloquent  in  their  expressions  of  pleasure  and 
satisfaction.  Dr.  J.  i\I.  Buch  of  Santiago,  in  his 
welcoming  address,  said:  “I  want  to  impress  on 
everybody’s  mind  that  means  of  expression  fail 
me  when  I wish  to  transmit  to  you  our  sensation 
of  indebtedness  for  your  utmost  effort  in  uniting 
the  profession  of  the  two  Americas.  The  Pan- 
American  Medical  Association  has  been  almost 
life  saving  to  the  Cuban  Medical  profession  be- 
cause it  has  come  in  a very  critical  moment  of 
its  life.” 

At  Manzanillo  additional  dramatic  interest  was 
provided  by  the  arrival  of  an  aeroplane  seeking 
Dr.  Mayo  who  was  wanted  as  consultant  in  the 
case  of  Mr.  Tex  Rickard.  Dr.  Mayo  could  not 
arrive  at  Miami  before  the  death  of  Mr.  Rickard 
and  rejoined  the  party  upon  its  return  to  Havana. 
Both  Dr.  iMayo  and  Dr.  Albee  were  invested  in 
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Havana  for  distinguished  iMedical  Services  with 
the  "Order  of  Dr.  Carlos  Finlay",  and  in  addi- 
tion Dr.  Mayo  was  given  an  Honorary  degree 
by  the  Medical  School  of  the  University  of  Ha- 
vana. 

Dr.  Inclan  of  Havana  and  the  writer  were  the 
speakers  upon  subjects  of  principal  interest  to 
orthopedic  surgeons. 

— H.  Winnett  Orr. 


EDITORIAL  PARAGRAPHS 

We  may  as  well  pav  the  dues  now,  since  we 
must  do  it  sooner  or  later. 

The  heart  of  the  average  adult  pumps  seven 
and  a half  tons  of  blood  a day  says  Dr.  C.  W. 
Hopkins.  Chicago. 

It  has  been  pretty  thoroughly  demonstrated 
that  vaccines  are  of  but  slight  benefit  in  the  pre- 
vention of  influenza. 

-Vccording  to  a report  made  before  the  Ameri- 
can Association  for  the  Advancement  of  Science, 
synthetic  insulin  is  on  the  way. 

Science  announces  that  Dr.  E.  B.  Hart  of  the 
University  of  ^lichigan  has  found  that  the  pres- 
ence of  copper  in  the  diet  is  a preventive  of  an- 
emia. 

This  number  of  the  Journal  has  sixteen  addi- 
tional pages  of  reading  matter,  fifty-si.x  pages, 
made  necessary  by  timely  articles.  This  is  the 
largest  Journal  ever  issued. 

The  Siou.x  \'alle\-  Eye  and  Ear  Academy  under 
the  presidency  of  Dr.  Sanford  Gifford,  Omaha, 
met  at  Sioux  City,  January  22,  with  four  num- 
bers and  a banquet  on  the  program. 

A non-partisan  legislative  committee  of  five 
physicians  and  five  attorneys  on  e.xpert  testimony 
has  been  appointed  by  the  Omaha-Douglas  Coun- 
ty Medical  society — a timely  movement. 

The  membership  of  the  Nebraska  State  ^ledi- 
cal  Association  for  1928  was  1204.  With  ap- 
proximately 1900  physicians  in  the  state  the  eli- 
gible for  membership  list  must  be  considerable. 

A comparison  of  the  cost  to  several  institutions 
of  medical  education  per  student  is  given  by  the 
lay  press  as  follows : Iowa  University.  S19.G22  : 
Nebraska  University,  $2,000 ; Creighton  Uni- 
versity, $1,000. 

The  new  surgeon  general  of  the  navy  is 
Charles  E.  Riggs,  a native  of  Iowa  and  a gradu- 
ate of  the  Iowa  University  College  of  Medicine, 


1892.  He  has  been  in  the  navy  since  the  Span- 
ish-American  war. 

Eollowing  a By-Law  passed  last  year,  the 
president-elect  of  the  Nebraska  State  ^Medical 
.Association  does  not  become  president  until  the 
first  day  of  the  annual  meeting,  when  he  will  be 
inducted  with  appropriate  ceremonies. 

Field,  a London  publication,  announces  that 
the  Distemper  Research  Committee,  after  five 
years  of  work,  has  brought  out  a proven  immun- 
ization serum  for  dog  distemper.  Thirteen  hun- 
dred dogs  were  immunized  before  the  discovery 
was  announced. 

Studies  seem  to  indicate  that  a carbohydrate 
diet  favors  those  flora  responsible  for  tooth  de- 
cay and  that  diet  largely  of  fruits  and  vegetables 
is  of  more  importance  than  the  tooth  brush.  At 
the  Iowa  University  they  seem  to  have  proven 
that  under  a proper  diet  decay  of  teeth  will  cease 
and  the  cavities  heal. 

The  Bureau  of  Examining  Boards  advises 
that  the  date  of  the  next  medical  examination  has 
been  set  for  Eebruary  13th  to  loth,  to  be  held  at 
the  Lhiiversity  College  of  Medicine,  Omaha.  Ne- 
braska. All  applications  for  this  e.xamination 
should  be  on  file  in  the  office  at  least  fifteen 
days  prior  to  the  date  of  examination. 

“The  evidence  accumulated  during  1918  indi- 
cated that  there  was  no  convincing  proof  that  the 
closing  of  schools  had  any  effect  on  the  spread 
of  the  disease  (influenza).  This  naturally  would 
apply  also  to  the  closing  of  theaters,  churches, 
moving  picture  shows  and  similar  places  in  which 
a number  of  persons  assemble",  says  Dr.  Morris 
Eishbein,  editor  of  the  Journal  A.  M.  A. 

The  Inter-State  Post  Graduate  Aledical  Asso- 
ciation of  North  America  announces  an  Ameri- 
can Spring  Assembly  between  April  15  and  May 
9,  starting  at  Rochester,  Minn.,  and  moving  east- 
ward to  Boston  and  south  to  Washington.  D.  C., 
and  the  Eoreign  Assembly  sailing  from  New 
York.  Alay  18,  and  includes  in  the  itinerary  the 
leading  cities  of  Great  Britain.  Norway,  Sweden. 
Denmark.  Germany,  France,  returning  July  11. 

For  his  work  in  an  investigation  of  the  duct- 
less glands  and  particularly  in  his  isolation  of 
pituitary  hormones.  Dr.  Oliver  Kamm,  director 
of  chemical  research  of  Parke,  Davis  & Company, 
manufacturing  chemists,  has  been  awarded  the 
$1,000  prize  by  the  American  Association  for  the 
Advancement  of  Science  for  the  “most  note- 
worthy contribution  to  science  presented  at  the 
annual  meeting." 
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'I'he  attention  of  secretaries  of  county  and  dis- 
trict medical  .societies  is  respectfully  and  enthusi- 
astically called  to  the  report  of  the  Hurt  County 
Medical  society  meeting  recently  held.  That  re- 
port is  a model  of  the  kind  of  reports  we  would 
like  to  have  for  the  Journal  from  every  county 
and.  district  meeting.  The  little  report  the  editor 
is  obliged  to  write  from  either  a program  or  a 
jiress  clipping  is  a verv  lame  excuse  for  a real 
report.  Let  the  secretaries  give  us  the  real  thing. 

The  question  of  the  admission  of  osteojiaths 
to  practice  came  up  in  the  Buffalo  City  Hospital 
and  after  much  thought  it  was  ruled  that  only 
those  ]diysicians  may  treat  patients  in  the  Buffalo 
Citv  Iiosiiital  who  are  eligible  to  membership  in 
the  American  Medical  Association,  and  the  at- 
tached telegram  from  the  American  Medical  As- 
sociation was  quoted  to  substantiate  the  decision  : 

“All  a.ssociations  having  to  do  with  hospitals  un- 
animous in  opinion  that  any  hospital  which  admits 
to  its  staff  any  other  than  a properly  trained  physi- 
cian is  unworthy  of  approval.  All  court  decisions 
uphold  boards  or  trustees  in  right  to  remove  from  or 
keep  off  the  hospital  staff  any  practitioner  whom  they 
believe  morally  or  professionally  unqualified  to  care 
for  sick  or  injured  people.” 

W'e  susiiect  that  an  article  sent  to  medical 
journals  for  release  entitled  “Eat  Less  and  Grow 
Thin”,  contains  subtle  propaganda  in  favor  of 
smoking.  The  gist  of  the  entire  article  is  that 
!hS%  of  the  medical  directors  of  leading  life  in- 
surance companies  concur  in  the  opinion  that 
overweight  can  be  successfully  combatted  by 
diet,  by  the  elimination  of  sweets  and  starches 
and  by  the  substitution  of  other  things  for  the 
craving  for  sweets  and  the  desire  for  heavy  eat- 
ing— and  then  (juotes  a number  of  well  known 
medical  directors  to  the  effect  that  smoking  will 
com'iat  tlic  desire  for  sweets  and  starches.  We 
may  agree  with  all  that  is  said  and  yet  object 
to  the  subtletv  of  the  article. 


JLDGE  FROST  WRITES  OX  BASIC 
SCIENCE  LAW 

Di'.  Geo.  A.  Dowling, 

.Seattle,  Washington. 

My  dear  Doctor: 

I am  writing  you  at  the  request  of  Dr.  E.  W.  Rowe 
of  this  city.  Our  Legislature  in  1927  passed  a Basic 
Science  Law.  This  law  covers  the  same  subjects  as 
are  covered  by  your  law  and  in  addition  bacteriology. 
I am  enclosing  to  you  herein  a copy  of  our  law.  It 
is  not  materially  different  from  the  Washington  law; 
it  is  a little  more  complete  <and  has  some  good  features 
which  are  not  in  your  law.  For  example.  Section  8 
provides  that  the  State  Board  of  Examiners  in  Basic 
Sciences  may,  in  its  discretion,  waive  the  examina- 
tion required  in  an  earlier  Section  upon  proof  that 
the  applicant  has  passed  an  examination  in  the  same 
subjects  before  the  Basic  Science  Board  of  another 
state,  or  before  a Board  authorized  to  issue  licenses 
to  practice  the  healing  arts  in  another  state,  provided 
the  requirements  are,  in  the  opinion  of  the  Board,  not 


less  than  those  provided  for  by  the  .act.  and  provided 
also  that  like  exemptions  are  granted  persons  from 
this  State.  In  other  words.  Section  8 provides  for 
reciprocity  between  the  different  Basic  Science 
Boards,  or  between  the  licensing  Boards  that  examine 
on  the  same  subjects.  1 am  wondering  how  your 
Basic  Science  Board  handles  the  subject  of  reci- 
procity. 

In  another  feature,  your  law  is  much  cleaier  tb.an 
is  the  Nebraska  l..aw.  1 refer  to  the  part  taken  by 
the  Director  of  Licenses  under  the  Washington  Law 
and  by  the  Department  of  Public  Welfare  under  the 
Nebrask.a  Law.  In  Washington  the  Director  of  Li- 
censes seems  to  be  the  administrative  agency  that 
handles  the  preliminary  details  and  determines  who 
is  entitled  to  take  the  Basic  Science  Examination 
and  may,  upon  the  request  of  the  Examining  Com- 
mittee, conduct  the  examination  itself.  The  Nebraska 
Law  leaves  most  of  these  details  to  the  Basic  Science 
Board;  this  the  Board  has  found  impracticable  and 
has  delegated  the  details  of  the  examinations  to  the 
Director  of  the  Bureau  of  Examining  Boards,  the 
licensure  agent  of  the  Department  of  Public  Welfare. 

Anyone  who  has  had  much  to  do  with  the  licensing 
to  the  different  professions  knows  the  difficulties 
connected  with  the  granting  of  reciprocity  to  appli- 
cants from  other  states.  The  increased  difficulties 
which  would  follow  the  adoption  of  the  Basic  Science 
Law  were  anticipated  by  the  drafters  of  that  law. 
However,  that  law  was  prepared  before  the  adoption 
in  Nebraska  of  our  Uniform  Licensure  Law,  which  is 
a codification  of  the  practice  acts  of  ten  different 
groups  or  professions.  As  a matter  of  fact,  the  Uni- 
form Licensure  Law  and  the  Basic  .Science  Law  were 
passed  at  the  same  session  of  the  Legislature  and  -the 
drafters  of  neither  law  could  know  that  the  other  law 
would  become  effective  and  its  provisions  considered. 
The  Uniform  Licensure  Law  was  adopted  by  the 
Legislature  and  signed  by  the  Governor  a week  later 
than  was  the  Basic  Science  Law.  Therefore,  under 
the  rulings  of  the  Nebraska  Court,  where  there  is  a 
conflict  of  the  provisions,  those  of  the  I niform  Li- 
censure Law  must  prevail  as  the  last  to  be  adopted. 
One  of  its  provisions,  after  setting  out  many  details, 
is  that  the  applicant  must  come  from  a state  that 
maintains  standards  regulating  its  profession  e<iual 
to  those  maintained  in  the  profession  by  Nebraska. 
While  this  i)iovision  is  taken  from  the  I'niform  Li- 
censure Law,  still  many  of  the  old  practice  acts  had 
almost  an  identical  provision.  It  is  this  provision 
which  has  caused  much  uncertainty  about  reciprocity. 
The  Attorney  General’s  office  early  indicated  in  an 
opinion  to  the  .Secretary  of  the  Department  of  I’ublic 
Welfare  that  Nebraska  could  not  have  reciprocity 
with  states  that  did  not  have  a Basic  Science  Law. 
That  holding  caused  consternation  among  the  friends 
of  that  law.  During  the  fight  for  the  adoption  of  the 
Basic  Science  Law  before  the  Legislature  the  argu- 
ment had  been  that  that  law  would  cut  the  quacks 
and  reciuire  all  to  be  grounded  in  the  fundamental 
sciences.  I'erhaps  the  friends  of  the  law  had  in  mind, 
in  using  this  argument,  other  groups  practicing  the 
healing  arts  rather  than  the  doctors  in  medicine  and 
surgery.  At  any  rate  this  argument  in  the  early 
stages  of  the  interpreting  of  the  Basic  Science  Law 
bore  fruits  tliat  the  friends  of  the  law  hjid  not  an- 
ticipated. The  Board  of  Examiners  in  Medicine  and 
Surgery,  when  the  <iuestion  was  submitted  to  it  by  the 
Department,  hold  that  the  Basic  Science  Law  had  not 
raised  the  standards  theretofore  existing  and  that 
reciprocity  might  be  continued  with  these  states  that 
had  enjoyed  reciprocity  prior  to  the  passage  of  the 
new  law.  The  Basic  Science  Board  ultimately  reached 
about  the  same  conclusion;  however,  reserving  to  it- 
self a discretion  as  to  whom  exemption  from  exam- 
ination might  be  extended.  The  Law  fairly  gives  that 
discretion  to  the  Board,  but  it  should  be  exercised 
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with  frreat  caution  if  the  charge  of  ))artiality  is  to 
1)C  avoided. 

There  has  ))een  some  complaint  about  the  needless 
repetition  of  the  examination  covering  the  Basic 
Science  subjects.  The  Board  of  Examiners  in  Medi- 
cine and  Surgery  have  felt  it  necessary  under  the 
law  and  in  this  it  is  following  an  opinion  of  the  At- 
torney (Jeneral's  office  to  require  applicants  who  have 
taken  the  examination  in  the  Basic  Sciences  before 
the  Basic  Science  Board  to  take  a second  examination 
on  these  same  subjects  before  it.  This  can  only  be 
remedied  by  an  amendment  to  the  medical  practice 
a"t  contained  in  the  Uniform  Licensure  Law.  In 
anoth  r respect  there  is  a needless  repetition  of  the 
e.xamdiations.  The  Uniform  Licensure  I.aw  very 
properly  provides  that  the  department  may  accept,  in 
lieu  of  e.xamination  before  it.  a certificate  of  examina- 
tion issued  by  the  National  Board  of  Medical  Exam- 
iners. The  Basic  Science  Law.  however,  does  not 
contain  a similar  provision  and,  therefore,  the  certifi- 
cate of  the  National  Board  cannot  be  accepted  but 
the  examination  must  be  repeated.  This  can  only  be 
remedied  b\-  an  amendment  of  the  Basic  Science  Law. 

It  is  too  early  to  know  just  what  effect  the  Basic 
Science  Law  is  going  to  have  upon  the  number  of 
applicants  to  take  the  examination  in  the  healing 
arts.  Our  records  show  that  there  were  much  fewer 
licenses  issued  the  year  following  the  passage  of  the 
Basic  Science  Law  than  were  issued  during  the  year 
immediately  preceding.  For  example,  in  medicine 
and  surgery  for  the  year  preceding  its  adoption  92 
licenses  were  issued  to  those  who  had  successfully 
taken  an  examination  while  IG  licenses  were  issued 
to  those  coming  to  this  state  by  reciprocity,  or  a total 
of  108  licenses.  During  the  year  following  74  were 
admitted  by  examination  and  4 by  reciprocity,  or  a 
total  of  78  for  the  year.  This  is  just  thirty  less 
licenses  issued  during  the  latter  period. 

In  Osteopathy,  the  year  before  the  passage  of  the 
Basic  Science  Law,  28  were  admitted  by  examination 
and  5 through  reciprocity,  a total  of  33;  while  the 
year  following  none  were  admitted  by  reciprocity  and 
only  two  as  the  result  of  an  examination. 

In  Chiropractic  the  result  was  even  more  startling. 
The  year  before  the  passage  of  the  Basic  Science  Law 
31  successfully  passed  the  examination  before  the 
Chiropractic  Board  while  27  were  admitted  through 
^reciprocity,  or  a total  of  88.  While  since  the  law  was 
passed  not  a single  chiropractor  has  received  a license 
in  Nebraska. 

I do  not  think  that  in  the  long  run  the  same  falling 
.off  in  licenses  issued  will  continue.  There  will  be  a 
;readjustment  and  the  applicants  will  learn  that  they 
must  prepare  themselves  for  these  fundamental 
sciences.  1 am  sending  you,  under  separate  cover,  a 
copy  of  our  Uniform  Licensure  I.aw  to  which  I have 
referred  fre<iuently  in  this  long  letter. 

Very  respectfully, 

Lincoln  Frost. 


AUXILIARY  NOTES 

The  Lancaster  County  Auxiliary  held  an  informal 
tea  at  the  home  of  Mrs.  Oliver  Everett  in  November. 
A program  of  reading  and  musical  numbers  was  en- 
joyed by  more  than  fifty  members. 

Refreshments  were  served  at  the  close  of  the  after- 
noon. 

The  outgoing  officers  take  this  opportunity  to  thank 
the  members  for  their  fine  spirit  of  cooperation  dur- 
ing the  past  year,  ilay  the  good  work  they  are  fos- 
tering find  even  greater  success  during  the  next  ad- 
ministration. 

The  members  of  the  executive  board  of  the  Auxiliary 
were  entertained  at  a luncheon  by  the  president,  Mrs. 


S.  A.  Preston  at  her  home  in  Fremont,  .January  10, 
and  the  business  of  the  Auxiliary  was  discussed,  and 
plans  made  for  the  annual  meeting. 


THE  SOCIETIES 

Regular  meeting  of  the  Omaha-Douglas  County 
Medical  Society,  held  in  the  IMedi'cal  Arts  Auditorium, 
X'ov.  13,  1928,  President  Overgaard  in  the  chair. 

The  secretary  read  the  report  of  Dr.  Frank  Conlin, 
chairman  of  the  committee  in  charge  of  the  campaign 
for  the  bonds  for  the  new  County  hospitJil.  His  re- 
port was  unanimously  adopted  by  the  Society  and  he 
was  given  the  unanimous  vote  of  thanks  of  the 
society  for  the  efficient  work  he  had  done. 

Dr.  Bennett  presented  a case  of  an  unusual  and  in- 
teresting type  of  brain  tumor  in  the  fourth  ventricle. 
Dr.  Keegan  discussed  the  operative  findings  and  Dr. 
Peirce  the  x-ray  treatment  in  that  type  of  tumor. 

Dr,  M.  C.  Howard  read  a paper  reviewing  the  34 
cases  of  arthritis  at  the  County  hospital  during  the 
past  four  years,  and  presented  two  cases  now  under 
treatment  in  that  institution.  This  was  discussed  by 
Drs.  Bennett.  Brid.ges.  Lord  and  Peirce. 

A case  of  cerebrospinal  syphilis  was  presented  by 
Drs.  E.  L.  MacQuiddy  and  Thomas  Houlton.  This 
was  discussed  by  Doctors  Lord  and  Johnson  who  sug- 
gested that  it  might  be  a case  of  Kummel's  or  de- 
layed compression  fracture. 

Dr.  .1.  E.  Summers  gave  a brief  talk  on  acute  me- 
senteric thrombosis. 

Regular  meeting,  November  27,  1928,  Dr.  Overgaard 
presiding. 

Dr.  G.  W.  Covey  of  Lfncoln  presented  a case  of 
aortic  aneurism  with  electrocardiograph  tracings. 

Dr.  E.  W.  Rowe  presented  a very  elaborate  study 
of  a visualization  of  the  gallbladder  with  an  interest- 
ing chart  on  the  study  of  the  gallbladder.  This  in- 
teresting paper  was  discussed  by  Drs.  A.  C.  Stokes, 
A.  F.  Tyler  and  Carelton  Peirce. 

Dr.  A.  D.  Munger  of  Lincoln  discussed  a problem 
of  tuberculous  kidney  with  a detailed  discussion  of 
28  of  these  cases  that  he  has  cared  for  in  the  past 
several  years.  This  paper  was  discussed  by  Dr.  AV.  N. 
-Anderson  and  Dr.  W.  L.  Ross. 

This  meeting  was  well  attended,  there  being  twenty- 
five  men  representing  the  Lancaster  County  Aledical 
Society. 

Before  meeting  a dinner  was  given  the  visiting 
members  of  the  Lancaster  Medical  Society  at  the 
-Athletic  Club,  our  society  acting  as  host  and  being 
represented  by  the  Council. 

-Annual  meeting,  December  11,  1928,  called  to  order 
by  President  Overgaard.  The  following  officers  were 
elected:  President.  Dr.  .1.  Frederick  Langdon;  Vice 
President,  Dr.  Charles  AV.  Pollard;  Secretary,  Dr.  Her- 
man Jahr:  Delegates  to  Nebraska  Medical  -Association 
(two  year  term).  Dr.  Fred  AA'earne,  Dr.  R.  AA'.  Fonts, 
Dr.  C.  C.  Tomlinson;  Alternates,  Dr.  Russell  Best, 
Dr.  F.  O.  Beck,  Dr.  AA'.  L.  Sucha. 

Mrs.  .1.  Musselman,  head  of  the  Girls’  Physical  Edu- 
cation Department  of  Technical  High  School  briefly 
outlined  the  work  they  were  doing  and  some  of  the 
problems  they  met. 

Dr.  F.  AA".  Niehaus  read  a paper  on  "The  Schilling 
l-eucoc>1;e  Count”,  which  was  discussed  by  Drs.  AA'. 
X'.  -Anderson.  A.  S.  Rubnitz.  and  B.  C.  Russum. 


The  Burt  County  Medical  Society  met  at  Lyons, 
December  4,  and  after  a splendid  dinner  with  the 
Lions  Club  was  called  to  order  by  President  Wood. 
Dr.  L.  E.  Sauer  was  elected  president;  Dr.  H.  AV.  Ben- 
son, secretary-treasurer;  Dr.  L.  Alorrow,  delegate. 
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Dr.  R.  E.  Hall  presented  a case  of  an  infant  six 
weeks  old  with  “Congenital  Hypertrophy  of  Tongue- 
Macroglossia”.  The  baby  weighed  ten  pounds  at 
birth;  normal  delivery  and  family  history  normal. 
The  tongue  protrudes  and  is  somewhat  larger  on  the 
right  and  at  the  present  time  is  even  larger  than  a 
normal  adult  tongue.  No  evidences  of  mongolian  or 
cretin.  As  far  as  could  be  determined  it  was  in  all 
probability  a muscle  and  connective  tissue  hyper- 
trophy. Such  cases  are  considered  rare  and  may  re- 
main stationary  for  years.  The  tongue  tissue  ap- 
peared to  be  normal  except  for  the  size.  A possibility 
of  aberrant  thyroid  was  discussed  but  not  determined. 
Dr.  Hall  promised  to  report  at  some  future  meeting 
the  progress  of  the  case. 

Dr.  W.  C.  Keettel  presented  the  history  of  a boy 
who  was  running,  stumbled  and  violently  fell  on  his 
abdomen  and  face  with  immediate  symptoms  of  shock. 
On  being  called,  he  found  evidence  of  an  acute  ab- 
domen with  apparently  fluid  on  percussion.  Surgical 
consultation  was  immediately  called  and  quick  prep- 
aration made  for  operation.  Upon  opening,  the  ab- 
domen was  full  of  blood  and  a large  wound  in  the 
greater  curvature  of  the  stomach  from  which  blood 
was  oozing.  A specimen  of  urine  showed  blood.  A 
rapid  closure  of  the  wound  was  made  because  of 
shock  and  two  transfusions  given.  Because  of  the 
continued  oozing  around  the  wound  pack  he  was  re- 
operated on  the  fifth  day.  Packed  to  control  hemor- 
rhage from  right  kidney  which  still  persisted  and  the 
case  watched.  Urine  began  oozing  from  abdominal 
wound  and  after  considerable  time  during  which 
transfusions  were  given,  x-ray,  etc.,  the  boy  made  an 
uninterrupted  recovery.  Stomach  healed  by  primary 
union,  no  peritonitis,  no  hernia  and  an  apparently 
normal  functioning  kidney  and  at  the  present  time 
his  condition  seems  to  be  practically  normal. 

Dr.  Keettel  also  reported  three  cases  of  intussuscep- 
tion in  the  family  of  two  sisters.  In  one  case  a child 
two  years  of  age  had  intussusception  and  again  at 
four  years  of  age.  A case  of  intussusception  also  oc- 
curred in  the  other  sister’s  family,  which  lead  to 
the  suggestion  that  the  condition  causing  these  cases 
was  probably  a hereditary  trait.  A general  discussion 
of  intusseption  and  consequent  obstruction  followed. 

Dr.  H.  W.  Benson  read  a paper  on  “Some  Comi^li- 
cations  of  Para-Nasal  Sinus  Infection”  and  gave  a 
general  summary  of  the  clinical  features  noted  in  58 
cases. 

Dr.  S.  A.  Swenson  closed  the  program  with  a paper 
on  “Ultra-Violet,  Its  Uses  and  Dangers”,  which  was 
followed  by  a general  discussion  on  the  value  of  the 
various  ray  treatments. 

— H.  W.  Benson,  Sec. 

The  annual  meeting  of  the  Madison  Five  Counties 
Medical  Society  was  held  at  Norfolk,  January  9,  with 
twenty-five  present.  Dr.  R.  A.  Frary,  Stanton,  was 
elected  president  and  Dr.  E.  L.  Brush,  Norfolk,  was 
reelected  secretary-treasurer. 

In  an  endeavor  to  improve  the  character  of  the 
programs  the  following  action  was  taken: 

Whereas,  The  method  in  use  the  past  two  years  by 
the  Madison  County  Medical  Society  of  having  out- 
side talent  put  on  the  programs  has  been  eminently 
successful  in  creating  interest  and  attendance — Re- 
solved that  we  commend  the  same  and  recommend  its 
continuance  in  the  future:  But,  Whereas  it  does  not 
bring  out  the  local  man  as  he  needs  to  be  brought 
to  the  fore;  Resolved  that  hereafter  there  shall  be  at 
least  two  numbers  on  each  program;  one  number 
presented  by  the  members  of  the  committee  on  pro- 
gram for  that  meeting;  either  a case  report  or  a 
scientific  paper. 

Dr.  E.  J.  Mitchell  was  elected  president  of  the 
Scotts  Bluff  County  Medical  Society  at  the  annual 


meeting  held  December  20;  Dr.  Ted  Riddell  as  secre- 
tary-treasurer. Dr.  Cooper  was  named  as  delegate 
to  the  state  convention. 

Problems  and  practices  of  the  county  organization 
were  discussed  at  the  meeting,  which  was  well  at- 
tended. 

At  the  annual  meeting  of  the  Gage  County  Medical 
Society  held  January  10,  the  following  officers  were 
elected:  President,  Dr.  Roy  Noble;  secretary-treasur- 
er, Dr.  P.  W.  Buckley.  Papers  were  read  by  Drs.  C. 
P.  Fall,  Ada  Platz  and  H.  G.  Penner.  Dinner  was 
served  at  the  Y.  W.  C.  A.  rooms  preceding  the  busi- 
ness session. 


HUMAN  INTEREST  TALES 

The  marriage  of  Dr.  Philip  Levy  and  Miss  Anne 
Ackerman,  Omaha,  is  announced. 

The  marriage  of  Dr.  J.  P.  Brown,  Stuart,  and  Miss 
Sophia  Wefso  of  the  same  place,  is  announced. 

Dr.  Rolland  Ensor,  Omaha,  submitted  to  an  opera- 
tion for  appendicitis  in  December. 

Dr.  A.  J.  Courshon,  for  the  past  year  located  at 
Norfolk,  has  located  at  Chadron. 

Dr.  and  Mrs.  Lucien  Stark,  Norfolk,  celebrated  their 
silver  wedding  anniversary,  December  16. 

The  annual  meeting  of  the  Nebraska  State  Medical 
Association  will  be  held  in  Omaha,  May  14,  15,  16. 

Dr.  H.  L.  Blosser,  recently  from  Lakeside  Hospital, 
Cleveland,  has  become  associated  with  Dr.  C.  E.  Sayre, 
Norfolk. 

Dr.  T.  E.  Fairall,  Tecumseh,  has  been  in  continu- 
ous practice  at  that  place  for  forty-nine  years,  and 
is  still  active. 

Dr.  M.  N.  Newquist  of  Bloomfield  has  sold  his 
equipment  to  Dr.  G.  N.  Nilsson  of  Omaha  who  will 
occupy  the  field. 

Dr.  Milton  Carrig,  native  of  Columbus,  recently 
from  Chicago  and  Iron  Mountain,  Michigan,  has  lo- 
cated at  Norfolk. 

Dr.  P.  G.  Mockett,  Kimball,  has  treated  himself  to 
a new  office  building  fully  equipped  with  the  more 
modern  appliances. 

Dr.  H.  Winnett  Orr,  Lincoln,  was  among  those  on 
the  program  of  the  Pan-American  Medical  Society 
meeting  at  Havana,  last  month. 

The  sympathy  of  the  profession  goes  out  to  Dr. 
and  Mrs.  E.  O.  Weber,  Wahoo,  in  the  loss  of  their 
son  through  an  auto  accident  in  New  York  City. 

The  prison  sentence  of  Dr.  C.  P.  Egbert,  Hastings, 
for  killing  his  son-in-law,  has  been  commuted  to 
six  years  and  this  will  result  in  his  release  within  a 
year. 

A one  hundred  thousand  dollar  home  for  Nurses — 
we  measure  things  by  figures  in  Nebraska — has  been 
opened  in  connection  with  the  Lincoln  General  Hos- 
_,»ital. 

It  is  reported  that  the  campaign  for  funds  for  a 
Lutheran  hospital  at  Fremont  had  to  be  abandoned, 
for  the  present,  at  least,  for  want  of  sufficient  re- 
sponse. The  amount  aimed  at  was  $200,000. 

The  Military  Surgeon  for  January  contains  a report 
of  the  Fourth  International  Congress  of  Military  Med- 
icine, also  a group  picture  of  the  five  American  dele- 
gates who  attended.  Dr.  D.  C.  Hilton,  Lincoln,  being- 
one  of  them. 

Application  for  reinstatement  as  a medical  prac- 
titioner was  denied  Dr.  Leslie  S.  Fields,  recently  re- 
leased from  the  penitentiary,  where  he  served  sen- 
tence for  criminal  abortion,  was  denied  by  the  De- 
partment of  Public  Welfare. 
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S.  J.  Bridenstine,  Seattle  (Ballard)  Wash.;  Medical 
Department  Iowa  State  University,  1875;  the  first 
sraduate  practitioner  at  Madison,  Nebr  from  1875  to 
1889;  in  practice  since  then  at  Port  Orchard  and  Bal- 
lard, Wash.;  former  member  Nebraska  State  Medical 
Soci'ety,  died  November  25,  1928,  aged  about  seventy- 
seven  years. 

G.  A.  McMillan,  Elgin,  Nebr.;  McGill  University 
College  of  Medicine,  1890;  practitioner  at  Elgin  for 
thirty-five  years;  died  after  a lingering  illness,  Jan- 
uary 3,  1929;  aged  about  sixty-seven  years. 

H.  E.  Funk,  Culbertson,  Nebr.;  Ensworth  Medical 
College,  1909;  member  Nebraska  State  Medical  Asso- 
ciation; died  of  pneumonia,  December  5,  1928,  aged 
about  46  years. 


PRINCIPLES  OF  TREATMENT  OF  STONE 
IN  BLADDER 

Hugh  Cabot,  Ann  Arbor,  IMich.  {Journal  A. 
M.  A.,  Dec.  28,  1928),  discusses  first  the  treat- 
ment of  “complicated”  stones  in  the  bladder, 
meaning  by  this  phrase  that  the  stone  is  associated 
with  some  other  condition  of  the  bladder  which 
in  and  of  itself  requires  treatment,  and  “uncom- 
plicated” stone  in  the  bladder,  which  will  be  held 
to  mean  those  stones,  whether  originating  in  the 
bladder  or  coming  from  the  upper  urinary  tract, 
in  which  there  is  no  other  condition  of  the  blad- 
der that  in  and  of  itself  requires  surgical  treat- 
ment. According  to  the  definition  of  the  phrase 
as  stated,  it  will  be  seen  that  the  group  of  un- 
complicated stone  in  the  bladder  under  modern 
conditions  is  really  the  group  of  cases  in  which 
the  treatment  of  stone  in  the  bladder  as  a primary 
objective  can  be  properly  considered.  Stone  in 
the  bladder  may  be  treated  by  one  of  two  meth- 
ods : It  may  be  removed  by  incision,  or  removed 
by  crushing  and  evacuation  by  instruments.  For 
the  latter  method  the  term  “litholapaxy”  is  used. 
In  considering  any  method  of  treatment,  the  ad- 
vantage to  the  patient  must  always  be  the  prime 
consideration.  Litholapaxy  is  a method  always 
in  the  interests  of  the  patients  when  it  can  be  car- 
ried out  satisfactorily.  The  shortened  con- 
valescence, the  lesser  insult  to  the  patient  and  the 
avoidance  of  supra-pubic  scars  which  may  com- 
]dicate  and  render  more  difficult  of  - access  any 
future  lesions  which  the  patient  may  have  in  the 
bladder  are  the  fundamental  considerations  in  this 
conclusion.  There  are  three  contraindications  to 
litholapaxy:  (I)  Disproportion  between  the  size 
of  the  stone  and  capacity  of  the  bladder ; 
(2)  stone  having  as  its  nucleus  a foreign  body 
that  cannot  be  crushed  ; (3)  patients  in  whom  the 
instruments  necessary  for  litholapaxy  cannot  be 
passed  tlirough  the  urethra.  There  is  a group 
of  borderline  cases  which  include  some  of  the 
cases  in  which  the  stone  has  as  its  nucleus  a 
foreign  body  and  a group  of  cases  in  which  the 


stone  lies  not  in  the  bladder  but  in  a more  or  less 
dilated  prostatic  urethra.  In  the  first  instance, 
that  of  the  foreign  nucleus  which  is  not  metallic 
but  which  may  for  instance  consist  of  a frag- 
ment of  catheter,  the  conscientious  surgeon  may 
hesitate  to  apply  litholapaxy  for  fear  that  he 
may  be  unable  to  carry  the  operation  through  to 
a satisfactory  conclusion.  In  this  dilemma  he 
may,  after  careful  consideration,  decide  on  the 
suprapubic  method  of  attack  but  Cabot  thinks  the 
decision  is  often  made  without  sufficiently  care- 
ful balancing  of  the  alternatives.  If  he  should 
find  that  the  operation  is  not  going  to  be  satis- 
factory, he  may  then  open  the  bladder  above  the 
pubes  without  removing  his  lithotrite  and  leave 
his  patient  in  exactly  as  satisfactory  a condition 
as  if  the  suprapubic  method  of  approach  had  been 
selected.  In  regard  to  the  second  group  of  cases, 
it  has  been  generally  assumed  that  a stone  which 
did  not  lie  in  the  bladder  could  not  be  dealt  with 
by  litholapaxy.  In  two  cases  of  stone  in  the  pro- 
static urethra  it  was  found  possible,  by  the  in- 
troduction of  a sound  into  the  urethra  and  the 
finger  of  the  left  hand  into  the  rectum,  either  to 
break  the  stone  without  injury  to  the  prostate  or 
to  push  it  backward  into  the  bladder.  In  both 
cases,  litholapaxy  was  then  successfully  carried 
out  and  the  short  and  satisfactory  convalescence 
associated  with  that  operation  resulted. 

IODIDE  AND  HEALTH 
The  extensive  use  of  iodine  in  the  prophylaxis 
of  goiter  has  focused  attention  on  the  possible 
physiologic  consequences  of  prolonged  admini- 
stration of  this  element.  Hanzlik  and  his  co- 
workers have  made  observations  on  rats.  To  an 
otherwise  adequate  ration,  sodium  iodide  was 
added  in  amounts  that  corresponded  to  3.3  mg. 
daily  per  kilogram  throughout  the  major  part  of 
the  life  of  the  rats.  This  dosage  would  correspond 
to  about  0.23  Gm.  daily  for  an  adult  of  70  Kg. 
It  was  found  that  the  continued  administration 
of  iodide  in  small  daily  doses  in  foods  over  long 
periods  caused  moderate  though  variable  in- 
creases in  weight  and  growth  of  the  body  in  the 
majority  of  animals.  The  same  tendency  was  in- 
dicated in  rats  on  a deficiency  diet.  In  contrast 
to  the  results  obtained  with  iodide  were  those 
with  sulphocyanate,  bromide,  arsenic,  thallium 
and  manganese.  From  these  experiments  there 
is  no  reason  to  believe  that  the  prolonged  use  of 
iodide  in  small  doses  under  ordinary  conditions  is 
detrimental.  Hanzlik  warns,  however,  that  this 
would  not  apply  to  the  continued  use  of  iodide  in 
specific  conditions  of  the  thyroid,  or  to  large 
doses  of  the  drug.  (Jour.  A.  M.  A.,  December 
1,  1928,  p.  1720). 


The  Nebraska  Stivte 
MedicrL  # JourniiL 

Established  i9ie  by  the  Nebraska  State  Medical  Association 

Vol.  XIV  Norfolk,  Nebraska,  March,  1929  No.  3 


CONTENTS 

Page 

I’age 

Anemia  in  Infants  and  Children,  Clifford  G. 

Report  of  the  Nebraska  Delegates  to  the 

Grulee,  M.  D.  

97 

Meeting  of  the  American  Medical  Associa- 

Orthopedic  Clinic,  Karl  R.  Werndorff,  M.  D. 

102 

tion  at  Minneapolis,  June  11-15,  1928 

123 

Treatment  of  Tuberculosis  by  Altering 

EDITORIALS— 

Metabolism  Through  Dietary  Manage- 

The  Annual  Councilor  Meeting  and  Re- 

ment,  (Gerson-Sauerbruch  Method),  Clar- 

port  

128 

ence  Emerson,  B.  Sc.,  Ph.  D.,  M.  D.,  F.  A. 

The  Late  Colonel  John  M.  Bannister 

129 

C.  S 

104 

Legislative  Matters  

130 

Radiology  of  the  Gallbladder,  Edward  W. 

Are  We  Afraid  of  Imported  Talent? 

130 

Rowe,  B.  Sc.,  M.  D.,  F.  A.  C.  R 

107 

Post  Mortems  

131 

Latent  Mastoid  Infections  in  Infants,  B.  M. 

Nebraska  Section,  American  College  of 

Kully,  M.  D 

112 

Surgeons  

131  ^ 

Suprarenal  Hemorrhage,  M.  E.  Grier,  M.  D., 

A Question  of  X-ray  Ethics  and  Com- 

and  B.  Carl  Russum,  M.  D 

113 

pensation  

131 

Chronic  Subdural  Hemorrhage,  With  Case 

Organizing  for  Efficiency 

132 

Report,  Earl  A.  Connolly,  M.  D.,  and 

Chronic  Hereditary  Edema:  Milroy’s 

Thomas  L.  Houlton,  M.  D 

115 

Disease  

132 

Fourth  Ventricle  Tumor,  A.  E.  Bennett,  M. 

Perineal  Prostatectomy  Under  Sacral 

D 

117 

Anesthesia  

133 

Intussusception,  O.  D.  Johnson,  M.  D 

119 

Editorial  Paragraphs  

133 

The  Use  of  Lactic  Acid  as  a Vaginal 

The  Societies  

135 

Douche,  Chas.  F.  Moon,  M.  D 

121 

Necrology  

135 

Councilors  Annual  Meeting 

122 

Cardiac  Disease  in  Pregnancy 

135 

ANEMIA  IN  INFANTS  AND  CHILDREN* 

CLIFFORD  G.  GRULEE,  M.  D., 

Clinical  Professor  of  Pediatrics,  Rush  Medical  College, 
Chicago,  Illinois. 


I should  like  to  preface  my  remarks  on 
Anemias  of  Infancy  with  two  general  observa- 
tions. There  has  been  a marked  tendency  to  con- 
fuse two  things.  One  is  anemia  and  the  other 
is  pallor.  The  two  are  absolutely  different.  Pal- 
lor is  most  common.  Anemia  is  not  so  common. 
Pallor  is  due  to  constriction  of  the  peripheral 
blood  vessels  as  much  as  it  is  due  to  the  lowering 
of  hemoglobin  and  red  blood  cells  themselves. 

The  second  point  has  not  been  so  frequently 
made;  that  it  is  not  always  to  be  determined 
whether  an  individual  is  anemic  by  the  blood 
count.  I had  a child  come  into  the  clinic  with  a 

*Presented  before  the  Missouri  Valley  Medical  Association  meeting, 
Omaha/  October  31,  1928. 


hemoglobin  of  105  and  a corresponding  increase 
in  red  cells.  The  child  was  evidently  in  rather 
poor  condition.  Within  three  or  four  days,  the 
child  was  in  better  condition.  The  hemoglobin 
was  down  to  50  and  there  was  a corresponding 
reduction  in  red  cells.  That  means  that  anemia 
is  just  as  much  concerned  with  the  hemoglobin 
and  the  number  of  red  cells  per  unit  of  tissue  as 
with  the  count  of  red  cells  and  hemoglobin  in  the 
blood. 

You  will  frequently  see  at  autopsy,  the  organs 
are  pale,  although  these  children  had  a high  blood 
count — a high  hemoglobin.  They  were  suffering 
with  anemia  just  as  much  as  the  child  with  the 
low  blood  count  and  high  hemoglobin. 
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I propose  to  enumerate  some  types  of  anemia 
which  we  meet  in  infancy  and  childhood.  Most 
men  in  the  medical  profession  do  not  realize  the 
scope  of  pediatrics  . It  takes  up  three  phases 
rather  than  one.  The  pediatrician  has  of  neces- 
sity to  deal  with  disease  as  it  occurs  in  the  new- 
born, in  the  infant,  and  in  the  child.  The  three 
are  decidedly  different.  Therefore,  we  must  take 
up  anemias  from  the  standpoint  of  these  three 
groups. 

The  first  group  is  the  anemia  of  the  new-born. 
This  is  a congenital  anemia,  largely,  but  not  al- 
ways. It  is  only  within  the  last  few  years  that 
anemias  of  the  new-born  have  been  recognized. 
Dr.  Donnelley  of  Washington,  D.  C.,  was  the  first 
to  describe  a case.  I do  not  mean  the  anemias 
due  to  hemorrhage.  I am  persuaded  that  these 
anemias  are  much  more  common  than  we  have 
thought.  I have  seen  three  or  four  myself,  and 
yet  not  more  than  a dozen  are  reported  in  the 
literature.  They  are  peculiar.  The  first  one  I 
recognized  was  one  day  just  before  a clinic.  A 
child  had  been  born  at  seven  o’clock  that  morn- 
ing. My  clinic  was  at  nine,  and  I made  rounds 
at  half  past  eight.  Anyone  could  tell  that  the 
child  was  anemic.  When  we  made  the  count  at 
an  hour  of  age,  it  had  something  like  50%  hemo- 
globin with  a corresponding  reduction  of  reds, 
which  is  more  marked  than  it  seems,  because  in 
the  newly  born  we  get  from  100  to  120  per  cent 
hemoglobin. 

Those  anemias  of  the  new-born  get  along  very 
well,  as  a rule.  The  child  has  rather  profound 
anemia,  but  without  treatment,  by  the  time  the 
child  is  two  months  old  this  has  disappeared. 
There  is  nothing  particularly  characteristic  of 
these  cases.  They  are  of  the  type  of  a secondary 
anemia  which  frequently  at  that  time  of  life  shows 
nucleated  red  cells. 

I had  one  unusual  experience.  The  baby  was 
perfectly  healthy  until  the  eighth  day.  I saw  it 
the  afternoon  of  the  tenth  day.  No  blood  count 
had  been  made  previous  to  the  ninth  day.  The 
obstetrician,  however,  said  the  child  had  been  a 
perfectly  normal,  healthy  baby.  On  the  morning 
of  the  ninth  day,  they  noticed  it  was  pale.  I saw 
it  on  the  morning  of  the  tenth  day,  when  the  baby 
had  a profound  anemia.  The  child  died  that 
afternoon.  A complete  autopsy  failed  to  reveal 
any  foci  of  infection,  nor  was  there  any  evidence 
of  leukemia  or  allied  conditions.  It  showed  no 
hemorrhages  to  account  for  the  severe  anemia. 
The  case  is  somewhat  unique,  I think.  Most  of 
these  cases  of  anemia  in  the  new-born  get  well 
without  treatment.  On  an  ordinary  diet,  the 


hemoglobin  and  red  cells  come  up  and  the  child 
gets  along  well. 

When  we  come  to  the  question  of  anemias  in 
infants,  we  come  to  a somewhat  different  proposi- 
tion. The  anemias  of  infancy  are  decidedly  dif- 
ferent from  the  anemias  I have  seen  at  any  other 
time  of  life — some  of  them  morphologically, 
some  of  them  etiologically.  For  the  sake  of  dis- 
cussion, it  is  probably  just  as  well  to  divide  them 
into  the  two  usital  categories  of  secondary  and 
primary.  The  secondary  anemias  of  infancy  are 
quite  common.  The  other  day  I was  able  to  pick 
up  four  or  five  out  of  a small  ward  of  twenty 
beds. 

The  interesting  thing  about  the  secondary 
anemias  to  me  has  been  the  etiological  factor.s 
involved.  The  most  common,  probably,  of  these 
secondary  anemias  is  that  due  to  infections — 
usually  upper  respiratory  infections,  but  very  fre- 
quently if  pyelitis  is  present,  the  anemia  seems 
to  be  more  profound — at  least,  the  pallor  is  great- 
er. 

The  prevalence  of  infectious  conditions  as  a 
cause  of  anemia  has  led  me  to  reject  other  causes 
unless  infections  are  not  present  and  never  have 
been.  Secondary  anemias  of  the  kind  that  have 
been  termed  nutritional  anemias  I think  are  usu- 
ally of  infectious  origin.  These  infectious  an- 
emias are  not  very  profound.  They  are  usually 
characterized  by  a certain  stubbornness.  They 
do  not  show  a tendency  to  respond  easily,  and 
especially  not  unless  we  get  control  of  the  infec- 
tious processes  themselves.  If  this  happens  to 
be  an  acute  upper  respiratory  infection  which 
disappears  within  a reasonably  short  time,  then 
the  anemia  usually  clears  up  with  the  usual  treat- 
ment; sometimes,  perhaps,  without.  But  if  we 
have  a long-drawn-out  infectious  process  accom- 
panied by  anemia,  we  are  not  likely  to  have  much 
success  in  controlling  it  by  ordinary  methods. 

Perhaps  the  next  most  common  type  is  that 
which  we  frequently  see  in  premature  infants. 
Whether  or  not  there  is  some  accompanying  cause 
we  cannot  well  say.  It  is  a peculiar  fact  that 
such  a large  proportion  of  the  premature  and 
congenitally  debilitated  infants  show  anemia  of 
a peculiar  type.  This  usually  has  the  general 
characteristic  of  a chlorotic  anemia — a low  hemo- 
globin and  high  red  cells.  This  fact  suggests 
that  the  etiologic  factor  may  be  a lack  of  iron  in 
the  body,  due  probably  to  the  fact,  that  during 
the  last  two  months  of  intra-uterine  life  there  is 
a deposit  of  iron  in  the  liver  and  the  spleen.  If 
the  body  is  deprived  of  this  iron,  it  would  seem 
possible  that  it  might  go  for  two  months  without 
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showing  much  anemia,  and  then  develop  one  of 
the  chlorotic  type.  This  is  exactly  what  happens 
to  these  premature  infants.  They  show  no  an- 
emia for  a while  and  then,  without  our  realizing 
it.  gradually  become  anemic.  These  children  us- 
ually respond  well  to  treatment. 

The  next  group  is  a group  which  has  been 
called  nutritional  anemias.  Ordinarily  the  phy- 
sician regards  the  group  of  nutritional  anemias 
as  a large  one.  As  T have  already  indicated,  my 
impression  is  that  the  majority  of  so-called  nutri- 
tional anemias  are  complicated  with  infection, 
and.  therefore.  T do  not  believe  we  can  call  them 
purely  nutritional  anemias.  The  most  classical 
picture  of  nutritional  anemia  is  one  we  see  little 
of  in  this  country,  but  which  is  prevalent  in  Ger- 
many. goat’s  milk  anemia.  Goat's  milk  seems  to 
have  a peculiar  faculty  of  producing  anemia  in 
these  children  in  a large  percentage  of  cases. 

You  do  get  true  nutritional  anemias  the  basis 
of  which  is  hard  to  determine.  If  it  were  simply 
a matter  of  depletion  of  iron,  you  would  think 
many  of  these  children  would  show  profound 
anemia.  There  must  be  another  factor.  There 
must  be  some  defective  quality  in  the  metabolism 
which  produces  an  anemia  in  these  children.  That 
would  seem  to  be  especially  true  in  cases  of  goat’s 
milk  anemia. 

Other  types  of  anemia  in  infancy  are  those 
which  occur  in  various  blood  diseases  such  as 
hemorrhagic  disease  of  the  new-born,  various 
types  of  purpura,  and.  of  course,  hemorrhage. 
Recently  we  have  seen  quite  a few  anemias  which 
to  our  mind  were  due  to  lead  poisoning.  A lot 
of  these  babies  have  the  habit  of  chewing  the 
paint  off  their  beds.  They  will  come  down  with 
a typical  lead  colic,  with  anemia  of  a mild  degree. 
It  is  almost  impossible  to  get  a positive  test  for 
lead  in  the  stools  and  we  have  never  been  able  to 
find  lead  in  the  urine,  nor  have  lead  lines  on  the 
gums  been  seen.  They  do,  however,  have  many 
stipled  red  cells  and  improve  when  their  habits 
are  controlled. 

When  we  come  to  the  so-called  primary  an- 
emias of  infancy,  there  is  one  which  to  every 
pediatrician  stands  out,  and  vet  is  the  most  vague. 
That  is  the  so-called  anemia  pseudoleukaemia  in- 
fantum. What  it  is  no  one  has  yet  been  able  to 
determine.  Von  Jaksch  described  a type  of  an- 
emia accompanied  by  splenomegaly  and  immense 
enlargement  of  the  liver.  To  his  way  of  think- 
ing. this  condition  always  resulted  in  recovery. 

There  is  a great  deal  of  disagreement  with  his 
opinion,  however.  I think  in  my  cases  there  has 


been  a death  rate  of  at  least  ')<)  per  cent.  This 
anemia  is  a peculiar  thing.  The  anemia  usually 
begins  about  the  sixth  month  to  the  second  vear. 
It  is  not  common  after  the  second  year,  vet  I 
have  seen  one  case  that  gave  a typical  picture 
as  late  as  si.x  years  of  age  . The  outstanding 
feature  is  not  so  much  the  anemia.  You  hav'e 
enlargmcnt  of  the  spleen  and  enlargement  of  the 
liver  ( which  is  not  correspondingly  great ) . and 
an  anemia  which  may  or  may  not  be  profound. 

I have  a child  now  under  observation  which 
I saw  first  at  three  months  of  age.  Splenomeg- 
aly had  been  present  for  several  weeks,  as  had 
the  enlargement  of  the  liver.  The  child  had  a 
hemoglobin  of  about  4.")  to  oO  per  cent.  This 
child  had  .some  deep  injections  of  iron.  When 
he  was  brought  to  me,  I put  spinach  in  the  diet. 
The  child  without  any  other  treatment,  on  later 
examination  showed  SO  per  cent  hemoglobin  and 
4 million  reds,  which  is  perfectly  normal  for  a 
child  of  his  age.  This  was  a surprise  to  me  in 
view  of  my  failure  with  more  strenuous  methods 
in  other  ca,ses.  The  blood  picture  does  not  de- 
pend upon  the  anemia,  but  rather  upon  the  num- 
ber of  white  cells  and  the  smear.  At  one  time 
you  may  find  the  white  cells  count  as  low  as 
5,000.  At  another  time  you  will  get  up  to  100,- 
000.  There  are  frequently  50,000  so-called  white 
cells.  In  the  smear  w^e  find  every  type  of  cells — 
basophilic  cells,  and  some  for  which  we  cannot 
give  a name  and  simply  call  them  smudges.  The 
red  cells,  show  every  type  of  change.  Rut  the 
outstanding  thing  in  the  red  cells  is  the  presence 
of  megaloblasts.  In  very  few  anemias  do  you 
get  megaloblasts  except  in  the  von  Jaksch’s  type. 
The  picture  is  not  a characteristic  picture,  but 
very  suggestive. 

Let  me  turn  to  this  child  I am  watching  now. 
The  hemoglobin  is  up.  The  red  cells  are  up. 
The  number  of  whites  is  20.000.  When  we 
made  a smear  yesterday,  we  found  the  type  of 
cells  to  be  more  immature  than  previously.  There 
was  a greater  variation  from  normal  among  the 
white  cells.  We  felt  it  was  rather  a sign  of  dan- 
ger than  that  the  child  was  recovering.  I have 
had  some  peculiar  experiences  with  this  type  of 
anemia.  I had  several  rather  mild  cases  appar- 
ently cured  by  intraperitoneal  transfusion.  I sup- 
posed I had  struck  something  really  of  value. 
One  fall  there  came  two  cases,  and  the  next 
spring  another  one.  The  first  two  ran  the  same 
course.  They  were  given  large  quantities  of 
blood  intraperitoneal}-.  I think  for  si.x  weeks  they 
went  along  beautifully.  The  hemoglobin  came 
up.  They  left  the  hospital  at  the  end  of  six 
weeks  in  excellent  condition,  and  I was  greatly 
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encouraged.  At  the  end  of  two  weeks,  both 
were  back  in  the  hospital  in  a condition  as  bad 
as  when  they  came  in  the  first  time,  and  nothing 
we  could  do  helped.  Within  three  weeks  they 
died. 

I had  a similar  e.xperience  the  next  spring. 
They  were  all  in  children  over  two  years  of  age. 
In  one  case  we  got  a complete  autopsy  and  in 
another  an  incomplete  autopsy.  In  neither  did 
we  have  signs  of  a myelogenous  leukemia.  They 
were  von  Jaksch's  anemia,  but  what  it  is  we  do 
not  know. 

The  other  types  of  primary  anemia  in  the  in- 
fant correspond  well  with  like  anemias  of  the 
adult.  It  is  not  often  we  meet  with  an  aplastic 
anemia.  We  see  symptoms  often  in  negro  ba- 
bies of  sickle-cell  anemia. 

When  we  come  to  older  children,  the  types  with 
which  we  meet  correspond  more  closely  to  that 
of  the  adult.  However,  the  aplastic  anemia  I 
think  is  more  frequent.  I have  never  seen  a true 
case  of  pernicious  anemia  in  a child  under  ten 
years  of  age.  I have  occasionally  seen  the  dif- 
ferent types  of  leukemias,  which  are  associated 
with  a certain  amount  of  anemia.  As  far  as 
symptoms  are  concerned,  many  do  not  show 
symptoms  greatlv  different  from  those  of  the 
adults. 

There  are  some  considerations  which  I think 
should  be  given  to  anemia  from  an  etiologic 
standpoint.  It  seems  to  me  the  important  thing 
to  determine  in  an  anemia  is,  first,  whether  it  is 
a deprivation  anemia — whether  due  to  an  insuf- 
ficient quantity  of  iron.  I think  it  has  been  pre- 
supposed too  frequently  that  such  is  the  case 
simply  because  the  amount  of  iron  in  the  food 
is  somewhat  below  what  the  child  needs.  The 
child  comes  into  the  world  with  a deposit  of  iron 
sufficient  to  cover  its  needs  for  several  months. 

-Another  con.sideration  is,  is  it  due  to  destruc- 
tive processes  which  result  in  a failure  to  utilize 
the  iron?  That,  it  seems  to  me,  is  much  more 
likely.  ATt  to  tell  what  chemical  substances  in 
the  individual  case  are  to  blame  has,  up  to  the 
present  time,  proven  entirely  impossible. 

Xow  as  to  the  treatment,  I differ  a great  deal 
from  most  people  in  the  treatment  of  anemias. 
I feel  that  any  child  who  will  do  well  on  iron  in 
the  form  of  ferric  chloride  or  something  of  that 
sort  will  do  just  as  well  if  that  quantity  of  iron  is 
put  into  the  food  in  the  form  of  spinach  or  egg. 
It  is  rare  I employ  any  form  of  iron  other  than 
that  in  food.  Those  who  have  had  most  to  do 
with  iron  have  said  it  does  not  make  any  differ- 


ence in  what  form  it  is  given,  it  is  utilized  in  the 
same  way.  A"ou  can  give  plain  metallic  iron  if 
you  wish.  It  is  not  improbable  that  a large  pro- 
portion of  iron  which  we  get  in  milk  comes  from 
the  cans  rather  than  the  cows. 

In  treating  some  of  these  anemias,  there  seems 
to  be  something  more  necessary  than  the  supply 
of  iron.  I believe  that  something  is  supplied  in 
many  instances  by  blood.  I do  not  think  you  can 
regard  transfusions  as  of  value  merely  on  the 
basis  of  the  amount  of  hemoglobin  put  into  the 
child.  I believe  they  supply  something  else.  In 
giving  intraperitoneal  transfusions,  one  is  struck 
with  the  fact  that  while  it  takes  from  three  days 
to  a week  to  get  much  reaction  on  the  part  of  the 
hemoglobin  and  red  cells,  the  child  in  twenty- 
four  hours  is  a different  child.  Therefore,  I 
think  many  of  these  cases  are  materially  assisted 
by  giving  them  blood. 

To  the  average  man  who  is  doing  work  on 
adults,  the  giving  of  blood  intraperitoneally 
seems  a formidable  procedure.  If  he  stops  to 
think  that  it  is  much  less  formidable,  especially 
technically,  than  giving  it  intravenously,  and  that 
this  blood  is  in  many  instances  very  necessary,  he 
will  see  our  reason  for  giving  it  so  frequently 
intraperitoneally.  It  is  pretty  generally  employed 
now  among  pediatrists,  I think  . It  is  a simple 
technical  procedure  and  the  number  of  untoward 
occurrences  is  so  minimal  that  one  can  accept  it 
as  a measure  almost  without  danger.  The  re- 
sults are  such  as  to  be  of  a great  deal  of  value. 

I do  not  believe  in  many  nutritional  conditions, 
the  use  of  blood  intraperitoneally  is  of  value.  I 
have  tried  it  several  times  in  cases  of  marasmus. 
I thought  I was  getting  some  place  on  that  until 
I had  my  interne  look  over  the  cases,  and  not  a 
single  case  showed  any  special  returns  for  our 
trouble,  neither  from  the  standpoint  of  general 
nutrition  nor  of  anemia.  I have  come  to  think 
that  intraperitoneal  blood  should  be  used  largely 
for  the  anemia,  and  perhaps  to  give  the  child 
something  with  which  to  combat  an  infection. 
One  must  be  careful  in  giving  blood  intraperi- 
toneally in  an  infection. 

I realize  what  I have  said  has  been  more  or 
less  elementary.  I hope  I may  not  have  bored 
you  too  much  by  this  talk. 

DISCUSSION 

H.  M.  McCLANAHAN,  M.  D.,  (Omaha);  This  ad- 
dress is  too  valuable  to  let  pass  by  without  some 
comment,  and  my  comments  are  favorable. 

I want  to  call  attention  to  the  differentiation  he 
gave  between  pallor  and  anemia — pallor  being  due  to 
some  disturbance  of  the  vaso  motor  nerves.  In  my 
own  experience.  I do  not  pay  much  attention  to  a baby 
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because  it  is  pale  of  skin,  but  I have  thought  the  col- 
or of  the  lips  and  conjunctiva  was  important. 

Another  point  he  makes  is  that  pediatricians  as  a 
rule  do  not  get  to  see  many  new-born  babes.  They 
are  kept  away  from  us.  We  see  them  after  they  leave 
the  hospital.  Whether  that  is  the  best  thing  or  not, 
1 do  not  know.  It  may  be  the  pediatricians  know 
more  about  babies  than  the  obstetricians.  I am  glad 
there  is  one  obstetrician  in  the  room — one  of  the 
younger  men  to  whom  we  look  for  great  things  in 
future.  I think  the  day  will  come  when  all  new-born 
babies  will  be  turned  over  to  the  pediatrician. 

DR.  GRULEE;  I get  all  of  them,  and  have  for 
years. 

Dr.  McCLANAH.\N^;  While  Chicago  is  inferior  to 
Omaha  in  most  respects,  it  has  some  good  points. 

.\.  thing  I read  years  ago  was  that  human  milk 
contains  a relatively  small  amount  of  iron.  Yet  the 
majority  of  babies  are  not  anemic.  When  it  was 
brought  out  that  the  idea  the  liver  contained  an  ex- 
cess of  iron,  we  have  had  a valuable  point.  The  doc- 
tor brought  up  the  point  the  liver  may  contain  an 
excess  of  iron.  That  is  one  of  the  most  valuable 
contributions  for  the  last  twenty  years. 

His  secondary  anemias  I believe  are  due  to  infec- 
tion. I think  that  Dr.  Billings  in  introducing  the 
subject  of  focal  infection  has  made  the  most  advanced 
contribution  in  the  last  year.  The  criticism  of  the 
interne  and  physician  is  if  we  do  not  know  what  is 
the  trouble  with  the  patients,  they  have  some  focal 
infection.  So  it  goes.  Those  who  are  getting  older 
and  decrepit  as  I am,  there  may  be  some  truth  in 
it.  I am  still  here  to  tell  the  tale. 

Here  is  Dr.  A.  B.  Somers,  who  is  eighty  years  old 
and  still  well.  He  is  the  dean  of  the  medical  profes- 
sion in  Neliraska — a man  you  should  all  know. 

I think  the  pernicious  anemia  is  a <iuestion  of  meta- 
bolism. I have  looked  in  several  dictionaries  to  find 
a definition  of  metabolism.  I have  not  been  able  to 
get  anything  that  entirely  satisfies  my  mind  as  to 
what  we  mean.  I think  it  is  the  most  valuable  word 
we  have  in  medicine,  because  if  we  do  not  know,  we 
can  say  it  is  a disturbance  in  metabolism,  and  nobody 
disputes  the  fact. 

I am  pleased  to  have  Dr.  Grulee  with  us.  I have 
known  him  since  he  went  into  pediatrics.  I remem- 
ber in  San  Francisco  years  ago  I thought  I had  a 
good  paper.  After  I i-ead  the  paper.  Dr.  Grulee  told 
me  there  was  nothing  in  it.  I think  perhaps  he  was 
right  . 

I disagree  with  our  friend  in  St.  I^oui's  who  said 
the  place  for  infant  stools  was  in  the  slop  jar.  I 
grant  that,  but  I think  it  is  a good  idea  to  see  the 
stool  before  you  put  it  in  the  slop  jar. 

A.  B.  SOMERS,  ISI.  D.,  (Omaha) ; Since  Dr.  Mc- 
Clanahan  has  referred  to  me.  I want  to  rise  long 
enough  to  put  myself  on  record  on  this  matter.  I 
think  every  new-born  babe  ought  to  go  into  the  hands 
of  a pediatrician. 

W.  RODGER  MOORE,  M .D.,  (St.  Joseph,  Mo.):  I 
should  like  to  ask  Dr.  Grulee  a question.  He  spoke 
about  the  red  count  he  had  discovered  in  children 
who  were  anemic.  Isn't  this  temporary  count  the  re- 
sult of  dehydration  ? 

What  is  there  to  this  carrot  anemia? 

WILLIAM  berry.  M.  D.,  (Omaha):  I should  like 
to  ask  if  these  indeterminate  anemias  he  mentioned 
which  occur  shortly  after  birth  have  any  relation  to 
the  anemia  or  deficiency  of  hemoglobin  in  the  mother? 
Has  there  been  any  determination  made  in  this  work 
between  that  of  the  mother  and  the  infant  in  these 
rare  instances  where  babies  are  born  with  this  in- 
dterminate  anemia? 

.1.  A.  HENSKE,  M ,D.,  (Omaha):  I should  liXe  to 
ask  whether  or  not  the  diet  they  give  the  mother  has 


any  effect  upon  the  so-called  anemia  of  the  new-born? 
Are  the  various  drugs  employed  at  the  present  time 
— the  anesthetics — a factor? 

DR.  GRULEE,  (closing):  Pallor  of  the  mucous 

membrane  is  an  indication  of  anemia.  I must  say  I 
have  not  been  struck  with  that  question  as  much  as 
Dr.  McClanahan  states,  but  it  is  evidently  more  a 
sign  of  anemia  than  pallor  of  the  skin.  The  thing 
that  has  impressed  me  is  that  frequently  they  have  a 
peculiar  yellow  tinge  and  you  can  say,  "That  child  is 
anemic.”  Look  at  another  child  just  as  pale  and  you 
say,  “That  is  pallor.”  It  is  never  right  to  make  that 
differentiation  until  you  get  the  blood. 

Next  is  the  <iuestion  of  the  new-born.  I should 
like  to  call  the  attention  of  the  obstetricians  to  this: 
While  the  children  over  new-born  age  being  in  the 
hands  of  pediatricians  in  the  last  ten  or  twelve  years 
have  shown  such  a marked  reduction  in  infant  mor- 
tality that  now  only  one  child  dies  of  gastrointestinal 
diseases  where  three  or  four  died  twenty-four  years 
ago,  during  that  entire  period  when  the  child  has 
been  in  the  hands  of  the  obstetrician,  there  has  been 
no  reduction  in  mortality  of  the  new-born.  Maybe 
there  is  some  argument  in  putting  the  new-born  chil- 
dren in  the  hands  of  a pediatrician.  Let  him  take  a 
try  at  it.  He  cannot  do  any  worse. 

As  I stated  befoie,  one  does  not  know  what  the 
etiology  of  the  von  Jaksch’s  anemia  is.  Among  the 
cases  I have  seen,  we  hav'e  been  able  to  determine  no 
evidence  of  infection.  That  it  may  be  an  infectious 
condition  no  one  (luestions.  But  the  answer  is. 
"Where  is  the  infection  and  what  is  it?”  Nobody  lias 
been  able  to  determine.  I do  not  think  there  is  any 
more  evidence  that  the  von  Jaksch  anemia  is  an  infec- 
tious condition  than  that  pernicious  anemia  is,  and 
certainly  not  as  much  as  that  aplastic  anemia  is  in- 
fectious. •> 

It  is  frequently  accompanied  by  quite  a tempera- 
ture curve,  so  that  we  do  not  know.  Of  course,  the 
connection  Dr.  Moore  meant  to  bring  out  was  that 
these  cases  of  high  blood  count  with  pallor  were 
frequently  cases  of  dehydration.  That  is  just  the 
point  I meant  to  bring  out.  In  these  cases  of  maras- 
mus, the  vessels  are  contracted.  There  is  little  in  the 
way  of  absorption.  If  you  put  blood  into  the  abdomen 
in  a case  of  severe  marasmus,  it  takes  a bit  longer 
for  evidences  of  that  blood  to  disappear  than  in  the 
ordinary  child,  even  if  in  a severe  state  of  nutrition 
from  an  infection. 

When  Dr.  Hess  came  out  with  his  carrotinemia,  I 
breathed  a sigh  of  relief.  Mothers  were  coming  to  me 
with  babies  in  a robust  condition  and  saying.  "What 
does  this  mean?  My  child  looks  yellow  about  the 
nose.” 

It  was  all  explained  when  he  showed  that  especially 
carrots,  but  also  oranges  and  several  other  articles 
of  food,  produced  a pigment  which  caused  this  yel- 
low discoloration  of  the  skin,  especially  about  the 
face.  All  you  had  to  do  was  to  tell  them,  and  things 
went  along  nicely. 

As  to  congenital  anemia,  in  all  those  cases  I men- 
tioned, the  mothers  had  perfectly  good  blood  counts 
and  were  not  subject  to  anemia  or  hemorrhages.  The 
child  showed  the  anemia.  The  mother  did  not.  That 
is  the  striking  thing. 

I cannot  answer  Dr.  Henske’s  (luestion  as  to  the 
relation  of  drugs,  of  food,  and  of  anesthetics  to  these 
cases.  We  have  had  the  impression  an  anesthetic, 
especially  ether,  had  some  relation  to  the  occurrence 
of  hemorrhagic  disease  in  the  new-born  ever  since 
Dr.  Evarts  Graham’s  classical  work  in  producing 
hemorrhagic  disease  of  the  new-born  in  guinea  pigs 
by  giving  the  pregnant  mother  a lot  of  chloroform. 
We  do  not  know.  Neither  do  I know  of  any  con- 
nection between  these  anemias  and  the  various  drugs 
that  have  been  given. 
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I shall  present  you  today  a group  of  patients 
— all  three  representing  some  interesting  dis- 
turbance of  the  growth  of  the  juvenile  bone,  and 
all  three  caused  by  the  same  etiologic  factor ; 
but  all  three  different  in  their  symptomatology 
and  appearance.  The  first  group  I would  class- 
ify as  a delay  of  the  osteogenic  tissues. 

Patient  Xo.  1.  This  little  boy  came  to  me  six 
months  ag'o  with  a definite  pain  and  swelling  of  his 
left  foot,  the  examination  showing  considerable  swell- 
ing of  the  scaphoid  bone,  with  pain  on  pressure. 

An  analysis  of  these  symptoms  showed  this:  The 
child,  always  in  good  health  before,  since  three  or 
four  weeks,  complained  of  pain.  No  history  of  injury, 
deformity,  or  local  inflammation.  X’o  suggestion  of 
tuberculosis.  Acute  infection  of  bone  was  excluded 
recognizing  there  was  no  temperature  and,  in  fact,  the 
local  condition  of  the  foot  contraindicated  it.  X’o 
signs  of  any  contusion  or  symptoms  of  discoloration. 
On  the  other  hand,  we  know  that  there  exists  condi- 
tion of  delayed  ossification  in  the  growing  bone  which 
is  followed  by  symptoms  very  similar  to  the  ones  ob- 
served in  this  case. 

The  x-ray  picture  will  illustrate  that,  (shows  picture 
of  normal  and  affected  foot).  The  whole  mass  of  the 


crine  function  of  the  pituitary  or  thyroid  glands,  and 
often  do  not  show  any  symptoms  unless  a trauma 
occurs;  then  the  symptoms  become  evident  and  the 
delay  of  the  ossification  is  recognized. 

Fixation  of  the  bone  in  question  by  weight-remov- 
ing methods — a brace  which  permits  the  patient  to 
walk  without  putting  weight  on  the  affected  part — ■ 
and  local  application  of  heat  or  ultra-violet  rays  are 
therapeutical  measures  to  be  employed  in  these  cases. 

We  all  know  of  a similar  disease  in  the  epiphy- 
.sis  of  the  tibia — usually  occuring  between  13  and 
15  years  of  age  called  Shlatter's  disease,  in  which 
the  x-ray  picture  shows  a separation  of  the  point 
of  ossification. 

Patient  N'o.  2.  The  second  group  is  characterized 
by  what  I should  like  to  show  in  the  next  picture — a 
separation  of  the  epiphysis  of  the  head  of  the  femur, 
(shows  slide),  note  the  epiphysis  being  separated  and 
partly  sliding  downwards,  the  upper  line  of  the  neck 
shows  a definite  curvature  proving  that  this  process 
must  have  existed  at  least  six  months.  The  striking 
feature  is  the  beginning  separation  and  displacement 
in  the  epiphseal  line.  Without  proper  care  it  would 
develope  to  perfect  separation  and  dislocation. 

In  1910,  we  used  to  call  that  coxavara  capitis. 
Dr.  Lorenz  published  the  first  series  of  cases  we 
observed.  We  thought  it  was  some  kind  of  a 
late  rachitis  with  osteomalacic  condition  of  the 
bone  and  a secondary  separation  of  the  epiphysis. 
I happened  to  observe  a series  cases  of  coxa- 


scaphoid  bone  is  separated  into  several  pieces.  --V 
comparison  with  the  normal  side  shows  the  scaphoid 
bone  smaller,  especially  visible  in  the  lateral  aspect. 
We  have  here  a delayed  ossification  of  the  scaphoid 
bone.  The  boy  had  that  disturbance  a long  time 
without  any  clinical  manifestation.  These  conditions 
are  probably  caused  by  a disturbance  of  the  endo- 
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Figure  Xo.  2.  Displacement  of  separated  epiphysis  Coxarara  capitis. 

vara  capitis,  nnusually  tall,  skinny,  with  knock 
knees  and  flat  feet,  and  the  absence  of  axillary 


Figure  Xo.  1.  Left  Scaphoid  bone  showing  disturbances  of  ossifica- 
tion. Koehler's  Disease. 
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hair.  We  .spoke  of  the  eunucoid  type  of  coxa- 
vara. 

The  second  series  1 observed,  showed  just  the 
opposite  synii)tonis : extreme  general  adipositas 
with  an  underdevelopment  of  the  external  sex 
glands,  absence  of  .secondary  se.x  characteristics, 
absence  of  pubic  and  axillary  hair. 

In  the  last  years  we  have  learned  more  about 
the  endocrine  secretion  and  therefore  must  not 
hesitate  to  classify  the.se  cases  as  endocrine  dis- 
turbances. 

This  boy.  for  instance  represents  an  adipose, 
genital  dystrophy.  He  is  abnormally  fat,  has  un- 
derdeveloped external  sex  organs,  no  pubic  or 
axillary  hair. 

W'e  must  not  be  surprised  to  find  disturbances 
of  the  growth  combined  with  a lack  of  endocrine 
function,  because  the  literature  contains  various 
analoga.  We  know  for  instance  of  the  existence 
of  congenital  defects  of  the  brain  combined  with 
disturbances  of  the  endocrine  function.  The 
glands  in  question  are  the  pituitary,  the  thyroid, 
the  adrenal  glands  and  the  ovary  and  testicle. 
Manifold  observations  reveal  the  jiresence  of  even 
foetal  endocrine  influence,  for  instance  the  con- 
genital myxeoedema,  a congenital  aplasia  of  the 
thyroid.  Congenital  defects  of  the  brain  are  us- 
ually combined  wdth  an  absence  of  the  suprarenal 
bodies.  Tumors  of  the  cortex  part  of  the  supra- 
renel  glands  are  followed  with  sex  abnormalities, 
the  hyperplasia  of  the  cortex  being  associated 
with  precocious  sex  development,  the  hypoplasia 
with  infantilism.  There  exists  a suparenel  gen- 
ital syndrome  premature  puberty,  obesity,  over- 
growth of  hair.  Furthermore  it  is  evident,  that 
the  pituitary  gland  has  a definite  influence  on  the 
sex  development  and  growth,  the  anterior  lobe 
controlling  growth,  and  sex  development. 

The  dystrophy  of  the  anterior  pituitary  lobe 
causes  gigantism  if  antedating  the  period  of  ossi- 
fication. If  this  dystrophy  develops  in  a later 
period  in  adults,  we  speak  of  the  akromegaly  of 
the  skeleton. 

Last,  not  least,  I emphasize  that  the  dystrophy 
adiposo  genitalis,  the  so-called  Froehlich  type  of 
infantilism  is  almost  identical  with  the  case  No. 
2,  I demonstrated  today,  and  many  other  cases, 
Lorenz  and  I published  in  1910  as  coxavara 
capitis.  I do  believe  that  a dystrophy  in  the  pit- 
uitary gland  causes  the  obesity,  the  genital  hypo- 
plasia and  the  delay  of  ossification  in  the  epiphy- 
sis of  the  head  of  the  femur,  all  due  to  endocrine 
secretory  deficit. 

Tandler  and  Gross  in  \denna  made  very  inter- 


esting observations  on  the  Skopzen,  a religious 
sect  in  southern  part  of  Russia  and  Rumania  who 
indulged  in  the  peculiar  custom  of  castrating 
their  boys  in  a very  early  age.  These  boys  all 
developed  a eunucoid  type  very  like  the  ones  of 
coxavara  I have  mentioned  before : unusnally 
tall,  skinny  boys  with  a complete  absence  of  pubic 
or  axillary  hair,  flat  feet,  coxavara  and  knock 
knees. 

Patient  No.  3.  Represents  the  third  type  of  dis- 
turbances of  the  juvenile  growing  bone.  His  disease 
is  known  as  Perthes’  disease.  He  is  limping-  and  his 
hip  is  contractured  in  adduction  and  flexion.  The 
x-ray  picture  shows  the  epiphysis  of  one  head  of  the 
femur  smaller,  consisting  of  several  parts.  The  epi- 
physis begins  to  slide  off  the  neck,  is  protruding 


Figure  No.  3.  Perthes'  Disease.  Head  of  femur  flattened,  deerea-^ed 
in  size:  beginning  separation  of  epiphysis. 

on  the  lateral  side  of  the  joint  and  gradually  is  dis- 
located. It  looks  as  if  the  whole  epiphysis  would  be 
compressed  and  squeezed  out  of  the  joint.  The  early 
stage  of  this  condition,  although  very  seldom  ob- 
serv-ed.  is  shown  in  the  next  picture  as  an  almost 
invisible  light  spot  in  the  epiphysis.  The  pathology 
of  that  condition  consists  of  a mollification  of  the 
bone  of  tlie  epiphysis,  which,  microscopically,  is  prov- 
en to  be  a fibrous  degeneration  of  the  bone  like  the 
ostitis  porosa  of  Recklinghausen.  The  mollification 
leads  to  a deformation  of  the  epiphysis,  separation 
and  dislocation,  absorption  of  bone  and  osteophytic 
production  of  new  bone,  in  other  words,  it  is  followed 
by  all  the  clinical  and  pathological  manifestations  of 
a deformant  arthritis  due  to  static  conditions. 

Tumor  of  the  parathyroid  glands  was  found 
recently  combined  with  the  manifestation  of  a 
ostetis  fibrosa,  the  excessive  growth  of  the  con- 
nective tissue  undoubtedly  being  caused  by  a dis- 
order of  the  parathyroid  glands.  The  syndrome 
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of  the  Kecklingliausen  disease  ostetis  fibrosa  and 
sarcomatosis  must  he  considered  from  the  same 
point  of  view.  The  degeneration  of  connective 
tissue  into  fibroid  tissue  is  the  first  step,  the  al- 
teration into  sarcoma  tissue  representing  one 
more  step  in  the  degeneration.  The  sarcomatosis 
as  a lower  tyjie  of  tissue  develops  on  places  which 
are  exposed  to  more  strain  like  the  epiphysis  and 
the  points  on  the  bone  where  the  ligaments  are 
attached.  Dystroiihy  of  the  parothyroid  gland 


causes  the  change  of  the  morphyology  of  the  con- 
nective tissue. 

There  is  no  doubt  that  parothyroid,  pituitary 
and  adrenal  glands  have  a close  relation  with  the 
sex  glands  and  the  sympathetic  system.  Their 
endocrine  secretion  influences  the  growth  and  the 
metabolism  of  the  sympathetic  nerve  system ; the 
thyroid  and  pitutiary  especially  influence  the 
growth  during  the  prepubic  stage  before  the  sex 
glands  become  active. 


TRE.\T*ME.\T  OF  TUBERCULOSIS  BY  ALTERING  METABOLISM 
THROUGH  DIETARY  MANAGEMENT.  ( GERSON- 
SAL^ERBRUCH  METHOD.) 

CLARENCE  EMERSON,  B.  Sc.,  Ph.  D.,  M.  D.,  F.  A.  C.  S., 

Uncoln,  Nebraska. 

(Second  in  a series  of  articles  on  surgery  of  the  Thorax  to  appear  in  the  .Tournal.) 


Foreword : Dietetic  management  of  tubercu- 
losis may  appear  to  he  outside  the  realm  of  surgi- 
cal considerations.  It  is  included  here  because, 
first,  a major  jxirtion  of  thoracic  surgery  deals 
with  tuberculous  conditions  in  which  the  diet  un- 
der discussion  has  jiroved  of  great  value  as  pre- 
operative and  ])ostoperative  management — sec- 
ond. because  the  author  had  an  opjiortunity  to 
studv  first-hand  the  methods  adopted  in  the  Y 
pavilion  of  the  Sauerbruch  clinic — and.  third, 
because  results  of  such  management  in  both  oper- 
ative and  non-operative  cases  of  pulmonary  tuber- 
culosis in  his  hands  and  in  the  hands  of  associates 
in  the  Lincoln  General  hospital  has  been  .so  fav- 
orable that  further  dissemination  of  the 
knowledge  of  this  method  of  treating  tuberculosis 
seems  desirable. 

In  1923  .Adolf  Hermannsdorfer  began  work 
in  the  Sauerbruch  clinic  at  Alunich  on  the  prob- 
lem of  the  influence  of  nutrition  on  the  chemistry 
of  the  blood,  and  on  the  course  of  healing  of 
granulating  wounds. 

'I'hc  favorable  results  observed  in  healing  of 
wounds  by  instituting  a dietary  management  pre- 
viously used  for  .some  time  bv  a general  practi- 
tioner. Dr.  Ger.son,  led  to  the  adoption  of  the 
method  for  the  treatment  first  of  lupus  and  later 
of  i)uhnonary  and  bone  and  joint  tuberculosis. 
The  striking  and  ra])id  improvement  in  the  lesions 
of  lupus  in  cases  that  had  resisted  intensive  treat- 
ment by  .x-ra)'.  radinm,  and  local  medication  un- 
der the  .supervision  of  the  best  dermatologists 
stimulated  an  intensive  clinical  study  of  this  s])e- 
cial  form  of  nutritional  management  in  all  forms 
of  tuberculosis,  h'or  tliis  pur|)ose  a special  pavil- 
ion was  designated  for  this  form  of  treatment. 
In  these  experiments  the  patients  received  no  oth- 


er form  of  treatment,  no  topical  applications,  and, 
therefore,  the  results  obtained  can  be  attributed 
only  to  the  dietary  plan  adopted.  The  theory  of 
this  dietetic  management  has  nothing  to  do  with 
increased  nourishment  per  se,  but  is  based  en- 
tirely on  an  altered  metabolism  which  in  some 
manner  undetermined  increases  the  resistence  of 
the  patient  against  the  tubercle  bacillus. 

In  lupus  a form  of  tuberculosis  very  common 
in  Central  Europe,  producing  extreme  loss  of  tis- 
sue and  facial  disfigurement,  the  results  were  de- 
cidedly favorable.  The  red  weeping  and  extend- 
ing ulceration  of  lupus  which  has  resisted  all 
forms  of  treatment  for  years,  fades  in  color,  dries 
up  and  eventually  heals,  leaving,  of  course,  the 
defects  caused  by  the  disease.  L’nder  this  man- 
agement improvement  usually  is  noticeable  in 
two  weeks’  time,  and  complete  healing  is  obtain- 
ed within  a few  months  to  a year  or  more,  de- 
pending on  the  extent  of  the  disease.  The  re- 
sults are  quite  uniform.  Failure  of  relief  is  sel- 
dom. 

The  majority  of  cases  were  old  resistant  in- 
fections that  had  previously  received  all  of  the 
best  methods  of  combating  lupus.  In  some  cases 
the  nose  had  sloughed  away,  an  ear  or  an  eye 
had  been  lost.  The  disfigurement  was  extreme, 
but  the  activity,  the  inflammation  and  ulceration 
had  disappeared  leaving  only  the  scarred  defect. 
.As  yet  no  plastic  operations  have  been  attempted 
on  these  apparently  cured  cases.  One  interest- 
ing case  of  anal  lupus  showed  a very  great  im- 
provement in  a part  of  the  lesion  while  the  re- 
mainder continued  to  present  an  indurated  ulcer. 
Micro.scopic  examination  revealed  a carcinoma 
which,  of  course,  had  not  responded  to  the  treat- 
ment. The  influence  of  this  treatment,  however, 


Vol.  XIV,  No.  3 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


105 


was  even  more  strikingly  demonstrated  by  its 
ability  to  heal  a lupus  even  in  direct  association 
with  a carcinoma. 

In  bone  and  joint  tuberculosis  results  with  al- 
tered metabolism  management  were  equally  strik- 
ing. No  additional  treatment  was  applied.  The 
affected  limbs  were  not  splintered  or  placed  in 
casts.  A certain  amount  of  restricted  exercise 
was  permitted  and  recovery  took  place  often  with 
preservation  of  the  mobility  of  the  joint. 

Many  cases  of  pulmonary  tuberculosis  are  now 
under  the  same  treatment.  It  is  not  so  easy  to 
determine  the  effect  of  a new  treatment  on  con- 
cealed lesions,  but  the  Sauerbruch  clinic  is  con- 
vinced that  the  gain  in  weight  and  the  course  of 
recovery  is  more  rapid  than  under  ordinary  rest 
in  bed  and  forced  feeding  management.  Patients 
requiring  thoracic  surgery,  but  who  are  not  in 
condition  to  tolerate  it  are  given  a course  of 
preparatory  therapy  in  the  pavilion. 

The  following  brief  case  reports  of  patients 
treated  in  the  “Y”  pavilion  at  the  Sauerbruch 
clinic  are  illustrative  of  the  usual  results  obtained 
by  this  management. 

1.  S.  T.,  ag-e  51. 

Lupus  on  ear  and  right  forearm. 

Onset  1915,  further  spread  1920. 

Repeated  treatment  in  dermatologic  clinics — no  im- 
provement. 

1-27-27 — Admitted  to  Y pavilion. 

6-15-27 — Faded,  healed. 

Gain  of  weight  10.5  K.  G. 

2.  Fi-aulein  S.,  age  25. 

Ulcerated  lupus  of  face. 

Onset  1916,  on  right  cheek. 

Treated  since  1921  with  radiation,  cauterization,  etc. 
No  result. 

Nov.,  1926,  admitted  to  Y pavilion. 

6-1-27 — Ulcer  entirely  healed. 

Gain  of  weight  3.5  K.  G. 

3.  Herr,  P.,  age  16. 

Ulcerated  lupus  of  nose,  upper  lip,  and  eyelid. 

Onset,  1923. 

Treatment  from  1923  to  1927  in  Ophthalinic,  Derma- 
tologic and  General  hospital  with  irradiation,  x-ray, 
etc.  No  result. 

Admitted  to  Y clinic  2-6-27. 

6-15-27 — Lesion  dried  up,  nearly  healed. 

Gain  of  weight  21.5  K.  G. 

4.  Herr,  T.,  age  40. 

Lupus  of  right  hand  and  head  of  metacarpal  2. 
Onset,  1914. 

Treated  since  1919.  Pulmonary  T.  B.,  1924. 

Admitted  to  Y pavilion  2-17-27. 

6-1-27 — Lupus  healed.  Ulcer  healed. 

Gain  of  weight  7.5  K.  G. 

5.  Herr,  W.,  age  37. 

Peritoneal  bone  and  muscle  T.  B.  Very  bad. 

1924  Exudative  pleurisy — 1926  T.  B.  peritonitis. 
Fistula  on  chin,  right  and  left  arms,  right  leg. 
6-24-27 — Spontaneous  closure  of  seven  fistulae.  Per- 
itoneal T.  B.  cured. 

Gain  of  weight  27.5  K.  G. 

There  were  many  other  cases  equally  as  strik- 
ing. Most  convincing  were  the  lupus  cases  in 


which  the  lesions  are  superficial  and  visible,  and 
in  which  the  extensive  defects  although  healed 
cicatrices  were  vivid  testimonials  to  the  former 
severity  of  the  diseases.  Pictures  and  colored 
models  and  the  evident  satisfaction  of  the  patients 
was  further  substantiation  of  the  efficacy  of  the 
treatment. 

THE  DIETARY  MANAGEMENT 

It  is  forcibly  insisted  at  the  Sauerbruch  clinic 
that  no  other  treatment  is  applied.  As  a clinical 
experiment  it  was  desired  to  exclude  any  other 
possible  explanation  of  the  results.  It  is  not 
considered  important  to  overnourish  the  patient 
as  the  result  obtained  is  attributed  to  the  altera- 
tion in  the  metabolism  and  to  the  altered  composi- 
tion of  the  blood.  In  connection  with  the  altera- 
tion of  the  metabolism  by  this  diet  as  a part  of  the 
treatment  of  wound  infection,  elaborate  experi- 
ments were  carried  out  in  blood  chemistrv  and 
bacterial  content  of  wound  secretions. 

The  following  principles  are  followed  in  the 
dietary  management : 

1.  Table  salt  (XaCl)  is  excluded.  Of  course, 
in  spite  of  extreme  care  the  universality  of  NaCl 
precludes  absolute  exclusion.  However,  the  selec- 
tion of  food  has  been  such  as  to  limit  the  urinary 
output  of  NaCl  to  .2  or  .3  grams  a day.  If  the 
output  is  greater,  further  restriction  of  salt  con- 
taining foods  should  be  made. 

2.  Substitution  of  mineralogen  for  common 
table  salt.  Mineralogen  has  the  formula : 

Aluminum  potassium  sulphate alk  (so^) 

Calcium  phosphoricum  cahpo.. 

Sodium  salicicum  na,  slOg 

Magnesium  sulphate  ----Mg  So^ 

Sodium  sulphate  Ka.,  So^ 

Bismuth  subnitrate  ^RionOg  Blo(oh) 

Calcium  lactate (chg  choh  Coo)  gCa 

Strontium  sactate (Ch  Choh  Coo)  ,Sr 

Albumin C.g  Hj,,  Ng  SOgg 

Sodium  bisulphate  Nahso.j 

Sodium  bromate Nabr 

The  exact  proportion  of  these  ingredients  has 
not  been  published  by  the  Sauerbruch  clinic,  but 
the  prescription  that  I prepared  has  been  used  on 
many  patients  for  a year  with  no  inconvenience 
and  with  the  desired  clinical  results.  A heaping 
teaspoonful  is  given  in  water  three  times  a day 
after  meals.  It  is  thought  that  mineralogen  as- 
sists in  elimination  of  the  sodium  chloride  (i.  e. 
demineralizes)  in  much  the  same  way  as  potas- 
sium iodide  aids  in  the  elimination  of  mercury. 

3.  The  nutritional  foods. 
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.)OUO  calories  a day  is  taken  as  the  maximum 
permitted.  The  number  of  calories  permissible 
is  calculated  as  oO  calories  per  kilogram  weight 
per  dav.  The  results  are  not  attributed  to  an 
over  feeding  regime  but  to  the  altered  metabolism. 
Carbohydrates,  proteid.  and  fat  are  given  in  the 
following  proportion : 

Proteid  Fat  Carbohydrate 

1.5  v.T  -IT 

This  is  relatively  high  fat  diet  and  a low  car- 
bohydrate. High  carbohydrate  is  thought  to  re- 
duce the  resistance  against  infection.  The  pro- 
teid is  to  be  obtained  chiefly  in  eggs  as  only  500 
grams  of  fresh  meat  is  permitted  weekly.  Milk 
and  eggs  constitutes  a large  part  of  the  diet  al- 
though vegetables  are  essential. 

4.  Give  foods  rich  in  vitamines.  Fresh  fruits 
and  vegetables.  \"'egetables  should  be  raw  or 
little  cooked. 

5.  Phosphorated  cod  liver  oil.  The  vitamines 
in  the  cod  liver  oil  are  desirable. 

().  Forbidden  foods : 

Common  salt. 

f’ickles  of  all  kinds. 

.Smoked  and  spiced  meat. 

Sausages  and  ham. 

Smoked  or  salted  fish. 

\’inegar. 

Maggi  soup  cubes. 

Coffee,  tea,  cocoa. 

7.  Restricted  foods: 

Fresh  meat  (up  to  500  g.  a week). 

Entrails  (tripe,  brains,  liver,  lights,  kidneys, 
spleen). 

Fresh  fish. 

Pepper. 

Liebig’s  meat  extract. 

Beer  (“Heilbier”  or  ale). 

Malaga,  red  wine  (with  meals). 

8.  Permitted  foods : 

Milk — about  2-2y^  pints  daily  in  any  form 
(especially  raw  milk).  Also  sour  milk,  milk 
cocoa,  milk  in  pudding  or  rice,  cream,  kefir, 
cheese  poor  in  salt,  curds,  potted  cheese. 

Butter — Saltless  dairy  butter. 

Fruit  of  any  kind,  preferably  raw,  bnt  also 
stewed  fruit.  Preserves,  jam,  fruit  jelly,  fruit 
juices,  lemonades,  cider,  fruit  wines,  fruit  salad, 
baked  a])])les. 

Salad  and  vegetables  (little  cooked).  ^ ege- 
tables  are  not  to  be  boiled  but  only  steamed. 
Also  raw  juice  pressed  out  of  vegetables  as  an 


addition  to  .soup  and  other  foods.  Tomatoes, 
carrots,  comfrey,  potatoes,  turnips,  leeks,  beet- 
root, asparagus,  cauliflower,  red  and  white  cab- 
bage, “sauerkraut”,  savoys  cress,  endive,  lettuce, 
rhubarb,  sorrel,  spinach,  peas,  beans,  lentils, 
mushrooms,  cucumber,  pumpkins,  melons,  pars- 
nips, especially  raw  grated  with  sugar. 

Flour  of  any  kind,  saltless  bread,  wholemeal 
bread.  “Pumpernickel”  biscuits,  vermicelli,  mac- 
aroni, pastries. 

Eggs — Also  in  mayonnaise,  puddings,  broth, 
cakes. 

Rice  (unpolished  Rangoon  rice),  semolina, 
maizena,  tapioca,  pearl  barley,  flaked  oats. 

Sugar — especially  brown,  sugar  candy,  genuine 
bees’  honey. 

Olive  oil,  lard  (pork  fat). 

Spices — Free  and  varied  use  should  be  made 
of  the  following  spices,  in  order  to  hide  the  lack 
of  salt  in  the  food : Glace,  bonemeal,  all  herbs, 
marjoram,  tarragon,  fennel,  borage,  onions,  espe- 
cially pearl  onions,  peppermint,  bayleaves,  chives, 
caraway  seed,  lemons,  parsley,  celery,  garlic,  rad- 
ish, horse-radish,  pot-herbs,  ginger,  vanilla,  cin- 
namon, anise-seed,  currants,  almonds,  cocoanut, 
walnut,  raisins,  leek,  yeast. 

The  following  daily  routine  is  rigidly  enforced 
on  all  patients  in  the  Y clinic.  Only  cases  of  se- 
vere pulmonary  T.  B.  or  cases  with  extensive 
bone  and  joint  tuberculosis  are  kept  continuously 
in  bed.  No  fixation  apparatus  is  used  in  the  lat- 
ter cases,  and  a reasonable  amount  of  exercise  is 
encouraged.  The  routine,  however,  imposes  a 
considerable  amount  of  rest  hours. 

6:30-7:30 — Temp.,  pulse,  resp.  record.  No  one  arises 
before  this. 

7 : 00 — Phosphorated  cod  liver  oil  taken  in  room. 

8:00 — All  patients  must  have  finished  morning  toilet. 

9:00 — Breakfast — Mineralogen.  After  this,  if  ambu- 
latory, can  walk  outside. 

10:00 — Fruit  (to  be  taken  in  the  room). 

10:00-11:00 — Rest  in  bed. 

11:00-12:00 — Take  a walk. 

12:00 — Luncheon,  fruit,  mineralogen. 

1:00-3:00 — Rest  in  bed.  Must  not  speak,  read,  or 
eat. 

3:00 — Take  a walk. 

4:00-5:00 — Rest  in  bed.  At  5:00  beds  that  are  kept 
out  doors  when  possible  from  9:00  to  5:00  are  returned 
to  rooms. 

5:30 — Pulse,  temperature,  resp. 

6:00 — Dinner,  fruit,  mineralogen. 

7:00-7:30 — Take  a walk. 

7:00 — Phosphorated  cod-liver  oil. 

8:00 — In  bed. 

9:00 — Lights  out. 

Perhaps  some  variation  in  routine  may  be  ex- 
pedient, but  the  general  principles  of  this  man- 
agement can  be  carried  out  in  any  hospital  and 
even  in  the  home. 
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This  dietary  management  does  not  require  the 
abandonment  of  the  over  feeding  regime  usually 
practiced.  It  may  be  that  the  insistence  on  salt 
modification  has  not  the  importance  attributed  to 
it.  The  results  in  the  Y pavilion,  especially  in 


phrcnicotomy  in  one  case  and  a phrenicotomy  and 
complete  thoracoplasty  in  another. 

A tabulation  of  the  clinical  features  and  results 
obtained  in  five  cases  treated  by  this  method  is 
given  below ; 


Previous  to  Instituting  Treatment  After  Six  Months  of  Treatment 


Case 

Duration 
of  Disease 

Sputum 
Amount  co. 

Tubercle 

Bacilli 

Afternoon 

Temp. 

Weis' ht 

Ambula- 

tory 

First  Mo. 
Gain  in  Wt. 

Sputum 
Amount  cc. 

R.  M. 
Temp. 

Ambula-  | 
tory 

1 

Tubercle 

Bacilli 

Wt.  After 
6 Mos. 

Persistence 
of  Cough 

; 

i General 
Condition 

1 

1 

IV2  yrs. 

300 

103 

135  lbs.  — 

15  lbs. 

25 

99 

+— 

-b 

160  lbs. 

Slight 

Improved 

2 

2 yrs. 

200 

103 

95  lbs.  — 

10  lbs. 

5 

99 

4- 

— 

147  lbs. 

0 
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— 
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0 

98 
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— 
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0 
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4 
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20 

+ 
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120  lbs.  + 
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0 

98 

4- 

— 

156  lbs. 

0 
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5 

3 mos. 

25 

4- 
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140  lbs.  -f 

15  lbs. 

0 

98 

4- 

— 

160  lbs. 

0 

Arrested 

cases  of  lupus,  however,  are  indeed  convincing, 
and  the  plan  in  exact  detail  deserves  careful  and 
painstaking  trial. 

In  the  Lincoln  General  hospital  this  dietary 
routine  has  been  adopted  under  the  title  “Munich 
diet”  and  the  procedure  as  to  rest  in  bed  and 
graded  exercise  is  varied  and  directed  according 
to  the  condition  of  the  patient. 

I have  had  under  this  dietetic  management 
over  a period  of  12  months  a series  of  10  cases 
with  such  striking  results  as  to  rapidity  of  gain 
in  weight,  cessation  of  sputum  and  cough  and  re- 
cession of  temperature  as  to  warrant  this  report. 
In  two  cases  apparently  moribund  in  the  begin- 
ning there  was  added  to  the  dietetic  management 
after  a preliminary  improvement  was  obtained  a 


It  may  be  stated  further  that  the  Munich  diet 
has  become  in  the  Lincoln  General  hospital  al- 
most the  routine  medical  management  of  tuber- 
culosis by  members  of  the  staff.  Dr.  J.  I\L  May- 
hew,  chief  of  staff  and  head  of  Department  of 
Internal  Medicine,  and  others  in  that  department 
report  very  favorably  on  it.  It  is  being  used  in 
the  urological  department  in  various  forms  of 
urinary  tuberculosis.  I have  used  it  in  all  cases 
of  tuberculosis  of  the  chest  and  pleurae  in  which 
I have  performed  one  or  more  of  the  surgical 
procedures  indicated  in  cavernous  tuberculosis. 
It  is  not,  of  course,  looked  upon  as  a sure  cure  for 
tuberculosis  nor  with  unreasonable  enthusiasm, 
but  the  consensus  of  opinion  is  that  the  Munich 
diet  distinctly  favors  improvement  in  tuberculosis. 


RADIOLOGY  OF  THE  GALLBLADDER* 

EDWARD  W.  ROWE,  B.  Sc.,  M.  D„  F.  A.  C.  R., 


After  hearing,  on  this  platform,  eminent  men 
like  Drs.  Rowntree,  Ivy  and  Mann,  it  may  seem 
presumptuous  for  me  to  present  a paper  on  any 
phase  of  gallbladder  function  or  pathology.  But 
we  all  have  our  own  fields  of  activitiy  and  I pro- 
pose to  speak  more  upon  the  practical  application 
of  the  theories  proposed.  Radiology  of  the  gall- 
bladder is  an  application  of  research  to  clinical 
medicine.  Modern  science  demands  one  hundred 
per  cent  infallibility.  No  excuse  is  permissible 
until  the  goal  has  been  attained. 

To  the  student  of  medical  history  the  develop- 
ment of  cholecystography  presents  a colorful  tale. 
Before  the  advent  of  gallbladder  visualization  ro- 
entgenology had  attained  a high  degree  of  ac- 
curacy. It  was  ready  for  the  application  of  the 
work  of  Dr.  Graham  and  his  co-workers.  No 
new  developments  were  necessary  as  in  the  intro- 

•Read  by  invitation  before  the  Omaha-Douglas  County  Medical  Society. 
November  27.  1928. 


duction  of  the  problems  that  arose  in  pyelography, 
cardiography  or  the  barium  meal. 

Buxbaum  of  Karlsbad,  in  1898,  first  demon- 
strated gallstones  in  the  living  body.  At  first 
gallstones  were  not  considered  demonstrable. 
France  and  Germany  conceded  to  this  early  view- 
point. A calcified  gallbladder  was  occasionally 
found  and  reported  to  be  evidence  of  cholecy- 
stitis. The  intensive  study  of  the  alimentary  tract 
by  Case,  Pfahler,  L.  G.  Cole  and  George  led  to 
the  discovery  and  description  of  the  so-called  in- 
direct signs  of  gallbladder  pathology,  which  led 
to  the  opinion,  for  a time,  that  these  were  of 
even  more  value  than  the  direct  demonstration  of 
gallstones,  because  they  were  found  more  often. 
Further  technical  improvement  created  refine- 
ment in  roentgen  technique,  which  gave  a higher 
per  cent  in  the  demonstration  of  calculi.  But  ro- 
entgenology, at  its  best,  varied  in  the  reports  of 
demonstrable  gallstones  all  the  way  from  25  to 
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7.')  per  cent,  with  the  average  competent  worker 
falling  about  half  way  between  these  extremes. 
Xevertheless,  the  period  which  closed  just  before 
the  advent  of  cholecystography  saw  a high  de- 
velopment of  the  art  of  diagnosis  by  roentgen 
ray.  by  Holland  and  Knox  in  England,  Haenish 
on  the  continent,  and  L.  G.  Cole.  George,  Pfahler, 
Case.  Kirklin.  Arens.  Mills  and  others  in  Am- 
erica. We  mav  well  be  proud  of  the  manner  in 
which  our  own  roentgenologists  have  followed 
up  the  discovery  of  cholecystography. 

.A  new  era  in  diagnosis,  probably  unparalleled 
since  the  .application  of  roentgen  rays  to  medi- 
cine, has  been  opened.  It  has  been  claimed  that 
cholecystography  is  “the  mo.st  valuable  single 
diagnostic  method  in  gallbladder  disease".  (Eus- 
terman).  Operative  confirmation  of  the  roent- 
gen reports  has  been  the  rule.  Graham,  in  a sur- 
vey of  the  literature,  summarized : 

The  percentage  of  correctness  in  446  cases  of  all 
authors  with  a diagnosis  of  pathological  gall- 
bladder   SI'S 

The  percentage  of  correctness  in  115  cases  of  all 

authors  with  a normal  gallbladder 74 

The  percentage  of  correctness  in  380  cases  of  all 

authors  by  intravenous  method 95 

The  percentage  of  correctness  in  181  cases  of  all 
authors  by  oral  method 89 

In  addition  to  the  highly  developed  skill  in 
demonstrating  positive  calculi  we  have : 

( 1 ) The  demonstration  of  negative  stones  ; 

(2)  The  discovery  of  indirect  signs. — adhe- 
sions, seats,  distortions,  displacements  of  hollow 
viscera ; and 

( 3 I The  visualization  of  the  gallbladder  func- 
tion. 

The  test  of  the  function  of  the  gallbladder  is 
the  real  test  of  its  efficacy  to  perform  its  work 
or  to  show  how  it  is  hindered  by  disease.  Arti- 
ficial media  in  other  organs  is  used  to  demon- 
strate the  physical  state.  This  is  the  first  time 
a media  has  been  used  to  demonstrate  physiology, 
and  by  it.  by  inference,  the  pathology.  To.  Drs. 
-A.  IE  (iraham  and  M’.  H.  Cole  (Journal  Am. 
Med.  Assn.,  in  1924  ) must  be  given  the  credit 
for  conceiving  the  idea  of  determining  the  path- 
ology by  a control  media  showing  function.  Liver 
function  by  the  employment  of  dyes  was  measured 
by  Kowntree  and  others  but  Graham  apjflied  the 
functional  test  of  a contrast  media  to  roentgen- 
ology. 

The  physiological  principles  of  cholecysto- 
graphy are  beyond  the  scope  of  this  pajier.  Hut 
it  is  noted  that  Dr.  Ivy  goes  further  than  Dr. 
Graham  and  proves  that  the  gallbladder  in  the 


dog  and  cat,  at  least,  contracts ; also  that  there 
is  in  the  intestinal  mucosa  a highly  purified  ex- 
tract which  brings  about  gallbladder  contraction, 
or  a hormone  which  controls  the  tonus  of  the 
gallbladder.  The  gallbladder  does  not  contract 
like  the  stomach  and  intestines,  but  its  contrac- 
tions are  more  like  those  of  the  urinary  bladder 
than  any  hollow  viscera. 

Suffice  it  here  to  say  that  the  dye  is  taken  up 
in  the  portal  circulation  by  intestinal  absorption, 
or  that  it  is  introduced  directly  into  the  venous 
circulation.  It  is  excreted  by  the  liver,  reaches 
the  gallbladder  in  small  but  increasing  quantities, 
mixes  with  the  bile  there  present,  and  becomes 
concentrated  to  the  point  where  it  makes  the 
vesicle  opaque  to  the  roentgen  ray.  In  normal 
cases  the  time  depends  on  the  quality  and  fre- 
quency of  food  intake.  The  mixture  of  bile  and 
dye  in  the  gallbladder  gradually  disappears,  and 
in  twenty-four  hours  it  disappears  entirely.  There 
is  a regular  cycle  for  the  behavior  of  cholecysto- 
graphic  media  and,  hence,  roentgen  examina- 
tions are  predetermined.  By  adapting  methods 
to  the  usual  sequence  of  food  intake  and  abstain- 
ing from  it.  and  by  the  use  of  the  fat  meal  to 
advance  the  emptying  time,  a more  prompt  and 
efficient  technique  has  been  set  up  for  the  study 
of  the  gallbladder  and  its  function. 

Cholecystographic  techniqce  is  exacting  and 
requires  the  highest  order  of  art.  The  ma.sters 
have  their  variations  but  the  principles  are  the 
same.  We  speak  of  standard  technique.  This  is 
true  but  only  in  the  application  of  the  principles. 
Many  variations  in  methods  are  employed!  Im- 
mobility of  the  patient,  rapid  exposure,  proper 
position,  exacting  technique  to  bring  out  the 
greatest  detail  and  contrast,  are  the  main  techni- 
cal principles.  The  patient  is  usually  prone,  but 
occasionally  the  upright  position  is  the  only  one 
the  patient  can  assume. 

Preliminary  preparation  of  the  patient  is  not 
necessary.  Preliminary  roentgenograms  are  tak- 
en on  the  first  presentation  of  the  patient.  The 
dye  is  given  intravenously  or  by  mouth  after  a 
light  supper.  The  next  morning,  after  a night 
of  fasting,  roentgenograms  are  again  made  of 
the  gallbladder  area,  when  the  gallbladder  shadow 
should  be  at  its  maximum  size  and  density.  Then 
a barium  meal  may  be  given,  if  a complete  gas- 
trointestinal study  is  to  be  made ; or  the  patient 
may  be  sent  out  to  partake  of  a breakfast,  with 
ample  provisions  for  cream,  eggs,  and  fat  high 
articles  of  diet.  After  another  interval  of  four 
or  five  hours  the  gallbladder  area  is  again  roent- 
genographed  and  the  gallbladder  shadow  should 
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be  gone.  Thi.s  is  all.  The  more  the  test  is  used, 
the  simpler  it  becomes. 

Of  forty-eight  chemical  compounds  studied  by 
Graham,  thirteen  produced  cholecystograms,  four 
were  practical,  and  but  two  were  found  to  be 
satisfactory.  Sodium  tetraiodophenolphthalein  is 
the  most  widely  used.  Graham  prefers  its  isomer 
because  it  causes  fewer  reactions  and  because  it 
colors  the  blood  stream  and  may  be  used  for 
testing  the  liver  function  also.  But  its  cost  is 
yet  too  great.  The  lethal  doses  of  these  com- 
pounds have  been  carefully  studied.  In  animals 
there  is  a margin  of  safety  of  7 to  1.  As  em- 
ployed in  human  beings  there  is  greater  safety, 
because  only  one-fourth  as  much  is  employed.  0.2 
gms.  per  kilo  body  weight  in  animals  produces 
no  pathologic  change,  so  it  is  improbable  that 
any  evidence  of  hepatic  damage  will  ever  be 
found.  There  has  been  waged  a warfare  be- 
tween the  preponents  of  oral  administration  and 
those  of  the  intravenous  methods.  By  either 
method  the  results  obtained  are  nearly  equal. 
Later  summaries  have  given  even  less  than  five 
per  cent  preference  to  the  intravenous  method. 
Gradual  refinements  of  interpretation  and  tech- 
nique have  established  criteria  of  diagnosis  which 
have  yielded  an  accuracy  of  9.5  per  cent.  Scarce- 
ly any  laboratory  or  clinical  procedure  exists 
which  can  offer  so  nearly  100  per  cent.  The 
choice  between  methods  is  largely  a personal  one. 
It  is  important  to  adopt  a method  and  to  perfect 
a technique  and  then  to  grow  familiar  with  the 
interpretation.  It  may  lead  to  confusion  if  first 
one  method  is  used  and  then  the  other.  If  there 
is  no  gallbladder  shadow,  every  step  in  the  tech- 
nique should  be  checked.  It  is  well  to  repeat  the 
test  if  there  is  a doubtful  history  and  no  physical 
findings.  With  an  established  routine  few  mis- 
takes occur. 

The  technique  for  the  intravenous  method  is 
more  elaborate  and  demands  more  exacting  skill. 
Abroad,  and  with  numerous  workers  at  home, 
including  Graham,  it  is  the  method  of  choice,  but 
by  far  the  greatest  number  are  given  in- 
traorally.  The  test  is  usually  left  to  the  roent- 
genologist. who  hesitates  to  employ  the  intraven- 
ous method  out  of  deference  to  the  referee  or  he 
may  be  unfamiliar  with  intravenous  medication. 
Most  cases  are  ambulatory  and  the  test  is  adapted 
to  office  practice.  Dr.  Kirlin  now  goes  on  rec- 
ord as  saying  (Radiology,  p.  (iT,  July,  1928): 
“Should  like  to  go  on  record  as  being  somewhat 
prejudiced  to  the  oral  method  for  the  following 
reasons : In  the  first  place  it  is  much  simpler  to 
give  and  entails  less  risk  to  the  patient,  for  gen- 
eral use ; in  the  .second  place,  it  is  not  necessary 


to  hospitalize  the  patient,  which  lessens  the  re- 
sponsibility of  the  examiner,  and,  therefore,  the 
expense  to  the  patient : thirdly,  it  is  my  opinion 
that  the  results  are  at  least  within  one  or  two 
per  cent  as  reliable  with  the  oral  method  as  with 
the  intravenous." 

Dr.  Case,  on  the  other  hand,  has  persistently 
used  and  defended  the  intravenous  method.  He 
finds  no  difficulty  and  that  but  few  reactions  oc- 
cur. If  the  intravenous  method  is  used  the  care 
in  preparation  of  the  solution  cannot  be  too  ex- 
acting. If  reactions  are  to  be  avoided,  the  in- 
struments must  be  re-sterilized  as  well  as  the 
solutions  and  no  chemical  such  as  lysol  should  be 
introduced  by  the  handling  of  the  parts  of  the 
syringes. 

Physicians  are  greatly  concerned  with  the 
safety  of  the  test.  One  well  known  manufactur- 
ing chemist  has  a record  of  100,000  cases  and  no 
serious  results.  Dr.  Graham  ( IVkly.  Bui.  of  St. 
Louis  Med.  Society,  April  8,  1920),  says: 

Another  point  I am  sure  is  in  the  minds  of  all  of 
you  concerns  the  danger.  We  happen  to  have  per- 
sonal knowledge  of  the  application  of  this  method  in 
approximately  15,000  cases  in  various  parts  op  the 
world.  We  have  heard  up  to  the  present  time  of  no 
authentic  instance  of  any  death  whether  from  in- 
travenous use  or  oral  administration.  It  seems  an 
astonishing  thing  that  there  have  not  been  some 
deaths  recorded  in  the  literature  because  I confident- 
ly expected  that  when  a method  involving  an  intrav- 
enous procedure  was  put  into  the  hands  of  Tom,  Dick 
and  Harry  throughout  the  world  there  would  certainly 
be  some  deaths.  I have  heard  indirectly  of  one  or 
two  deaths  supposedly  due  to  this  procedure,  but  on 
tracing  down  I have  found  they  were  false  alarms. 
I will  mention  two  instances. 

One  was  a case  reported  before  the  Western  Surgi- 
cal Society  of  an  individual  who  received  an  intrav- 
enous injection  of  tetraiodophenolphthalein.  Ten  days 
later  he  was  operated  on;  his  gallbladder  was  remov- 
ed, and  three  days  later  he  died.  Death  was  ascribed 
to  tetraiodophenolphthalein.  Another  case  was  in 
New  Orleans,  a cardiac  case,  who  came  to  the  out 
patient  department  and  was  given  an  injection  by 
mistake;  that  is  two  patients  were  mixed  up.  This 
cardiac  case  got  an  injection  of  tetraiodophenolph- 
thalein. He  had  a decompensated  heart  lesion  at  the 
time.  There  was  a violent  reaction  but  after  a few 
hours  he  got  up  and  went  home.  He  reported  back 
at  the  out  patient  department  six  days  later,  and 
while  waiting  to  be  called  for  examination  he  sud- 
denly dropped  dead.  This  death  was  also  ascribed  to 
tetraiodophenolphthalein.  There  was  no  postmortem 
and  I believe  it  rather  flimsy  evidence  upon  which 
to  ascribe  death. 

This  was  written  in  192(i.  Since  then  the 
purity  of  the  drug  has  been  improved  and  fewer 
reactions  occur  by  either  method  of  administra- 
tion. In  the  last  G19  cases  to  whom  the  sodium 
tetraiodophenolphthalein  was  given  intravenously 
by  Graham  there  was  not  a severe  reaction.  The 
number  of  reactions  was  reduced  50  per  cent.  Re- 
actions run  about  thus : In  75  per  cent,  none ; in 
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•20  per  cent,  slight  nausea,  backache  or  diarrhoea ; 
in  5 per  cent,  more  severe  degree  of  vomiting  or 
diarrhoea,  but  nothing  of  a serious  nature  occurs. 
Dr.  Case  has  advocated  the  use  of  adrenalin  in 
patients,  showing  allergic  reactions,  such  as 
asthmatic  attacks.  Dr.  Case  finds  that  only  10 
per  cent  of  his  patients  show  any  reactions.  Dr. 
.'^tewart  of  Xew  York  avoids  reactions  by  a spe- 
cially coated  Keratin  capsule. 

The  test  has  been  given  to  the  very  young  as 
well  as  to  the  old.  The  youngest  in  Dr.  Gra- 
ham's series  was  ’2?  months  old.  The  contra- 
indications to  cholecystography  are  few.  Cardiac 
decompensation  is  the  only  positive  condition  in 
which  a slight  shock  added  to  the  load  might 
push  the  patient  over.  Passive  congestion  in  the 
liver  itself  might  cause  retention  and  prevent  the 
entrance  of  bile  into  the  gallbladder  and,  hence, 
give  no  shadow.  Patients  suffering  from  chol- 
angitis. cirrhosis,  and  carcinoma  with  jaundice 
do  not  seem  to  have  any  more  reactions  than 
others.  Even  yellow  atrophy  has  been  present 
without  undue  reactions.  A patient  with  acute 
liver  infection  or  common  duct  obstruction, 
should,  of  course,  be  cautiously  treated.  Great 
variations  in  blood  pressure  and  threatened  ure- 
mia may  be  cause  for  rejection.  In  the  preg- 
nant state  and  the  puerperium  no  difficulty  has 
arisen  from  those  conditions  themselves.  The 
vomiting  of  pregnancy  may  defeat  the  purpose  of 
the  test  by  early  and  rapid  emptying.  There  is 
no  injury  to  the  mother  or  fetus.  Levyn.  {Radi- 
ology,  July  '28.  p.  GG). 

In  the  interpretation  of  cholecystograms  the 
following  general  considerations  are  of  great  im- 
portance : 

1.  The  location  of  the  gallbladder; 

2.  The  relations  of  the  gallbladder  to  anatomical 
landmarks  and  other  viscera; 

3.  The  contents  of  the  gallbladder; 

4.  The  outline  or  form; 

5.  The  capacity  or  size,  and 

6.  The  time  factor. 

The  normal  gallbladder  assumes  the  position 
in  the  abdomen  corresponding  to  the  habitus  of 
the  patient.  In  the  stout,  hyperstenic  person  it 
may  be  high  under  the  costal  arch,  and  in  the 
asthenic  individual  low.  It  has  been  found  as 
high  as  the  5Hh  rib  and  as  low  as  the  true  pelvis. 
It  follows  the  abdominal  viscera,  particularly  the 
liver.  Its  relation  to  other  organs  varies  ac- 
cording to  the  position  in  the  abdominal  cavity. 
The  gallbladder  should  be  evenly  and  completely 
filled.  Gross  defects  mean,  as  a rule,  inflam- 
mation, stones,  tumors,  congenital  defects,  or  ad- 
hesions. The  contents  are  bile  mixed  with  dye 
and,  hence,  the  shadow  should  be  homogeneous. 


Habitus  and  tonus  play  an  important  part  in  de- 
termining the  shape  and  size.  There  can  be  large 
and  small  gallbladders  ju.st  the  same  as  large  and 
small  noses.  However,  gallbladders  are  much 
more  constant  in  size  than  one  would  gather  from 
reports  of  cholecystograms.  The  size  is  deter- 
mined more  by  the  health  of  the  digestive  tract 
and  by  the  tonus  of  the  individual  than  by  any 
other  factor.  The  rate  of  filling  and  emptying 
of  the  vesicle  in  the  normal  individual  is  con- 
stant, except  for  variations  found  in  the  different 
types  of  habitus. 

The  cholecystographic  criteria  of  the  pathologi- 
cal biliary  tract  are  well  defined  and  generally 
agreed  upon.  Some  workers  may  arrange  them 
differently  in  giving  to  them  places  of  im- 
portance. Practically  all  head  the  list  with : 
(1)  Xon-visualized  gallbladder;  (‘2)  faint  visu- 
alization and  delayed  function  follow  as  showing 
degrees  of  pathology  interfering  with  function ; 
f;T)  deformities  of  the  gallbladder  are  more  com- 
mon than  might  be  supposed  and  may  be  con- 
genital or  accpiired  ; (4)  gallstones  appear  opaque 
or  non-opaque.  Opaque  stones  have  enough  cal- 
cium content  so  that  their  shadows  are  visible  on 
the  preliminary  films.  The  non-opaques  are 
mostly  cholesterol  and  have  insufficient  calcium 
content  to  be  visible  unless  the  dye  has  been  giv- 
en. If  a gallbladder  shadow  is  obtained  the  stone 
appears  as  a dark  shadow  within  the  white  gall- 
bladder shadow,  due  to  greater  radiolucency  of 
the  cholesterol.  Opaque  bile  surrounds  the  non- 
opaque stone  and  visualizes  it  by  contrast  of 
shadow.  If  many  stones  be  present,  mottling  or 
a honeycomb  shadow  may  appear.  Even  a soli- 
tary stone  of  this  structure  gives  a characteristic 
darker  shadow.  If  the  cystic  duct  is  closed  and 
no  bile  enters,  the  non-opaque  stones  are  over- 
looked. Such  calculi  are  more  easily  recognized 
on  the  cholecystograms,  when  the  concentration 
of  bile  is  greatest. 

Failure  to  visualize  the  gallbladder  or  “no 
shadow"  may  be  caused  by ; ( 1 ) Any  obstruction 
of  the  c\'Stic  duct  from  any  intrinsic  or  extrinsic 
cause  that  prevents  bile  from  entering  the  gall- 
bladder. Stone  in  the  cystic  duct  is  the  most  im- 
portant cause ; ( ’2 ) various  stages  of  inflamma- 
tion from  edema  (Lyon,  Trans.  Am.  Gast-Ent. 
issue,  11)27,  p.  224)  to  stricture  and  atrophy  may 
prevent  visualization  ; (3)  extensive  disease  of  the 
liver  impairing  its  function,  conditions  producing 
jaundice,  or  acute  abdominal  disease,  may,  at 
times,  prevent  gallbladder  visualization;  (4)  in- 
ability of  the  gallbladder  to  concentrate  when  the 
bile  enters  it  is  usually  due  to  varying  degrees  of 
inflammation;  (5)  partaking  of  food  may  account 
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for  “no  shadow"  and  should  be  carefully  avoided. 
If  in  doubt,  repeat  the  test.  Standardization  is 
imperative.  ^Vith  good  technique  pitfalls  are  not 
common.  "No  shadow”  means  pathology  of  high 
degree.  Deformity  of  shadow  due  to  pathology 
means  adhesions  and  usually  stones  are  present. 
A gallbladder  buried  in  adhesions  may  give  ap- 
parently normal  cystograms.  but  usually,  careful 
study  will  reveal  irregularity  of  surface  outline, 
sufficiently  plain  to  be  recognized,  or  displace- 
ment and  fixation.  Films  in  prone  and  erect 
positions  help  to  differentiate.  Pressure  defects 
are  deceptive  and  valueless.  Anomalies,  saccu- 
lations,  ang'ulations  and  inversions  are  picked  up 
as  diagnositic  skill  develops. 

It  requires  extensive  experience  to  judge  cor- 
rectly the  cause  of  faint  and  delayed  shadows. 
An  opinion  should  not  be  given  until  the  tech- 
nique has  been  carefully  checked.  Ascites,  obes- 
ity or  high  location  may  confuse  one,  but  various 
degrees  of  inflammatory  disease  usually  contri- 
bute to  the  faintness  of  a shadow  and  indicate 
pathology.  The  hope  of  early  detection  of  chole- 
cystitis depends  upon  the  interpretation  of  faint 
shadows.  A delayed  gallbladder  shadow  often 
persisting  for,  from  24  to  .‘hi  hours,  is  a fairly  re- 
liable indication  of  an  advanced  cholecystitis  and 
we  may  infer  that  pathology  causes  the  interfer- 
ence. Surgical  findings  have  repeatedly  con- 
firmed this  deduction.  The  late  appearance  of 
a shadow  is  a rare  finding,  but,  in  almost  all 
cases,  it  means  pathology.  A good,  dense  gall- 
bladder shadow  has,  nearly  always,  been  found 
to  be  a normal  gallbladder. 

The  principal  application  of  cholecystography 
lies  in  the  detection  of  inflammation.  Inflam- 
mation is  always  present  in  cholelithiasis,  so  the 
latter  is  included  in  the  inflammatory  state.  Even 
parasitic  infestation  of  the  gallbladder  will  pre- 
sent some  degree  of  inflammation  causing  inter- 
ference with  concentration  of  the  dye  or  prevent- 
ing visualization.  Cholecystography  has  done  lit- 
tle in  determining  the  presence  of  tumor  of  the 
gallbladder  and  carcinomatous  gallbladder,  be- 
cause such,  probably,  will  never  be  differentiated 
from  inflammation. 

Kirklin  {The  Normal  Cholccystographic  Re- 
sponse, Rad.,  July,  1928),  says: 

“While  tlie  gallbladder  is  believed  to  be  sensitiv’e, 
its  behavior  in  cholecystograms,  as  observed  in  this 
series  (25  cases)  is  apparently  seldom  affected  by 
duodenal  ulcer,  chronic  appendicitis,  pelvic  lesions, 
and  many  other  diseases  of  the  abdominal  organs”. 

Skinner  and  Lockwood  have  shown  in  a series 
of  1,500  cases,  with  only  12  per  cent  hospitalized 
that ; 


1.  In  pernicious  anemia,  70  per  cent  showed  path- 
ologic gallbladders  with  39  per  cent  showing  stones; 

2.  In  myocardial  degeneration,  71  per  cent  showed 
gallbladder  pathology  and  definite  electrocardiograph- 
ic findings: 

3.  There  are  cases  of  myocardial  degeneration  with 
gallbladder  symptoms  but  normal  cholccystographic 
findings: 

4.  Cholecystography  reveals  another  focus  of  infec- 
tious arthritis.  In  the  cases  of  infectious  arthritis, 
69  per  cent  showed  pathologic  gallbladders,  with  15 
per  cent  showing  stones. 

Here  is  a group  of  diseases  which  have  a direct 
bearing  on  cholecystitis,  hut  generally  such  con- 
ditions themselves  receive  primary  attention.  The 
gallbladder  should  always  be  considered  as  a pos- 
sible source  of  disease.  With  the  approach  to 
standardization  in  technique  and  the  criteria  used 
in  interpretation,  a plea  is  made  for  further  in- 
formation in  the  report  of  conditions. 

Case  recommends  the  following  terminology 
for  use  in  reporting  the  findings  of  the  Graham 
test : 

1.  “Stone  Positive”.  Stones  may  be  reported  on 
preliminary  films  without  the  use  of  the  dye,  or 
afterwards  when  positive  stones  are  made  more  cer- 
tain or  negative  stones  are  determined; 

2.  “A'bsence  of  Shadow”.  This  has  a definite  and 
grave  significance  when  the  technique  has  been  care- 
fully checked: 

3.  “Normal”,  when  the  gallbladder  outline  appears 
with  normal  contours,  or  normal  uniform  density, 
without  filling  defects,  and  empties  within  the  nor- 
mal time,  having  almost,  if  not  completely,  evacuated 
the  dye  within  three  hours  following  the  ingestion  of 
the  fatty  meal. 

4.  “Pathological,  non-calculus".  Which  includes  all 
cases  not  falling  under  the  above  three.  It  includes 
those  faulty  in  density  or  in  uniformity,  or  irregular 
in  contour,  or  a combination  of  these  findings.  (Case, 
Rad.,  July,  1928). 

In  couclu.sion,  it  is  important  to  realize  that 
the  accuracy  of  cholecystography  depends  main- 
ly upon  the  amount  of  e.xperience  with  the  in- 
terpretation of  a known  system  of  rigid  technique. 
A goodly  number  of  cases  of  gallbladders  do  not 
require  the  test.  The  early  cases  often  yield  high 
accuracy  and  benefit  to  the  greatest  extent,  by 
jirompt  surgery  or  even  medical  and  dietary  at- 
tention. The  so-called  “silent”  cases  with  slight 
or  no  suggestive  symptoms  are  definitely  lifted 
out  of  the  darkness  of  the  unknown,  and  many 
doubtful  cases  are  placed  safely  in  the  known. 
The  test  is  of  greatest  value  in  those  cases  with 
varied  abdominal  complaints,  because  autopsy  re- 
ports as  well  as  abdominal  laparotomies  show 
that  many  gallbladders  are  overlooked.  As  in 
other  fields  of  diagnosis,  a procedure  of  high 
accuracy  has  not  removed  the  necessity  of  a care- 
ful history  or  a painstaking  examination. 

In  the  diagnosis  of  gallstones,  one  of  the  three 
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criteria  of  roentgen  signs  will  be  present.  ( Case. 
Radiology,  July,  1928). 

1.  Stones  visible  by  x-ray  without  the  Graham  test; 

2.  Stones  visible  by  negative  shadows  in  cholecysto- 
grams: 

3.  Failure  of  gallbladder  to  visualize  after  Graham 
test. 

These  should  give  a per  cent  of  accuracy  of 
at  least  95. 

.Vs  a functional  test,  just  as  high  accuracy  may 
be  expected.  W henever  the  function  is  marked- 
ly disturbed  there  is  serious  pathology.  The  av- 
erage clinician  has  added  to  his  armamentarium 
a possible  means  of  increasing  the  accuracy  of 
diagnosis  not  equalled  in  other  fields. 
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L.ATENT  M.\STOID  INFECTIONS  IN  INF.\NTS 

B.  M.  KULLY,  M.  D.. 

Omaha  Nebr. 


The  subject  of  latent  mastoid  infections  in  in- 
fants is  of  general  interest  because  of  its  associa- 
tion with  A'arious  types  of  gastroenteritis.  The 
condition  was  first  brought  strikingly  to  my  at- 
tention Avhen  on  doing  dissections  on  the  mas- 
toids  of  infant  cadavers  in  \'ienna,  1925.  I found 
two  temporal  bones  in  which  the  mastoid  cavities 
were  filled  with  frank  pus.  In  each  of  these, 
gastroenteritis  had  been  assigned  as  a cause  of 
death  and  the  otitic  infection  entirely  overlooked. 

The  aural  symptoms  are  usually  slight.  The 
gastrointestinal  symptoms  may  be  mild  or  severe. 
In  the  mild  type,  the  infant  does  not  appear 
acutely  ill.  There  is  loss  of  appetite  Avith  loss  of 
weight  and  a slow  onset  of  malnutrition.  List- 
lessness is  usually  marked. 

In  the  severe  type  there  is  vomiting,  disten- 
tion. and  diarrhea,  Avith  a rapid  doAvnAvard 
course.  There  may  be  no  elevation  of  tempera- 
ture. Death  usually  occurs  in  from  tAVO  to  four- 
teen da)'s. 

The  diagnosis  is  made  by  the  presence  of  the 
above  noted  symptoms  and  the  appearance  of  the 
tympanic  membrane.  The  drum  membrane  is 
ahvays  thickened  and  dull.  If  there  is  no  red- 
ness present,  there  is  ahvays  congestion  of  the 
vessels  at  its  periphery.  There  is  usually  some 
fullness  postero-superiorly.  The  intense  redness, 
Avith  exfoliation  of  superficial  epithelium  present 


in  the  usual  acute  otitis  media,  is  not  seen.  There 
is  no  mastoid  oedema  or  redness,  and  little  if  any 
tenderness. 

The  anatomy  of  the  middle  ear  and  its  drain- 
age may  partly  explain  the  occurrence  of  this 
condition.  The  middle  ear  cavity  is  one  of  the 
feAv  structures  of  the  body  that  is  almost  as 
large  in  the  infant  as  in  the  adult.  In  proportion 
to  body  Aveight,  the  infected  middle  ear  cavity  of 
an  infant  Avill  secrete  far  more  than  that  of  an 
adult  and.  OAving  to  the  Avidely  open  Eustachian 
tube.  Avill  discharge  relatively  far  more  into  the 
pharynx  and  into  the  oesophagus.  It  is  not  pos- 
sible to  determine  if  the  gastrointestinal  symp- 
toms are  caused  by  the  SAvalloAving  of  the  pus  or 
by  its  absorption  into  the  general  circulation. 
Certain  it  is  that  this  constant  ingestion  into  the 
stomach  must  at  least  be  a factor. 

It  is  of  importance  to  remember  that  the  ear 
infection  may  be  secondary  or  terminal  and  not 
primary  to  the  gastroenteritis.  In  the  one  case 
in  my  series  to  be  sectioned  microscopically,  the 
otitic  infection  Avas  far  more  recent  than  the  gas- 
troenteritis and  Avas  undoubtedly  terminal.  Such 
observations  have  been  noted  by  others. 

That  the  condition  may  be  primary  is  attested 
by  the  immediate  subsidence  of  symptoms  and 
rapid  improvement  folloAving  operation  in  fi\’e 
cases. 
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The  following  history  is  typical : 

Baby  A.  P.,  age  11  months,  was  first  seen  Novem- 
ber 10,  1927.  The  chief  point  in  the  history  was  that 
of  loss  of  appetite  and  weight  of  3 months  duration. 
At  8 months,  the  weight  was  17  pounds,  on  examina- 
tion 14  pounds. 

Examination:  The  left  ear  drum  was  thickened,  dull 
and  congested.  There  was  definite  fullness  superior- 
ly. There  was  no  mastoid  swelling  or  tenderness. 

The  diagnosis  of  a latent  mastoiditis  with  secondary 
gastroenteritis  was  made.  Under  local  anaesthesia, 
the  left  mastoid  antrum  was  opened.  It  was  filled 
with  grey  pus  and  contained  a few  sluggish  granula- 
tiona  near  the  aditus. 

The  postoperative  course  was  noteworthy  for  the 
immediate  resumption  of  appetite  and  the  rapid  gain 
in  weight. 

On  the  other  hand,  I have  operated  upon  two 
infants  with  the  severe  type  of  gastroenteritis  in 
each  of  whom  the  operation  served  nothing  but 
to  hasten  death.  These  two  patients  were  either 
not  operated  early  enough  or  the  otitic  infection 
was  secondary.  Each  of  these  patients  was  op- 
erated because  there  seemed  nothing  else  to  do — 
always  a poor  surgical  indication. 

The  operation  on  the  infant  is  performed  under 
local  anaesthesia  and  is  a simple  procedure.  I do 


not  wish  to  conclude  this  paper,  however,  with- 
out a protest  against  the  indiscriminate  opening 
of  normal  mastoid  and  middle  ear  cavities  upon 
gastrointestinal  symptoms  alone.  Such  a jirotest 
would  seem  superfluous  were  it  not  that  such  a 
course  has  been  openly  suggested  and  only  too 
frequently  pursued.  The  mastoid  antrum  of  the 
infant  normally  contains  a yellow  gelatinous  em- 
bryonic tissue  that  should  serve  purposes  other 
than  that  of  being  mistaken  for  pus  and  soothing 
a surgeon’s  conscience.  The  finding  of  patho- 
genic organisms  in  the  mastoid  antrum  without 
structural  evidence  of  pathology  does  not  war- 
rant the  assumption  of  an  infection.  Their  pres- 
ence may  be  accounted  for  by  the  relative  patency 
of  the  Eustachian  tube  and  the  adenoid  tissue  sur- 
rounding it  and  in  its  lumen.  In  one  of  my  speci- 
mens, there  is  adenoid  tissue  throughout  the 
length  of  the  tube. 

The  presence  of  a latent  mastoiditis  should  be 
considered  in  every  case  of  gastroenteritis  in  in- 
fants. Its  proper  diagnosis  and  treatment  will 
result  in  the  relief  of  a number  of  these  obstinate 
if  not  fatal  conditions. 

— 1316  Medical  Arts  Building. 


SUPRARENAL  HEMORRHAGE* 

Clinical  and  Pathological  Presentation  of  One  Case 

M.  E.  GRIER,  M.  D.,  AND  B.  CARL  RUSSUM,  M.  D., 
Omaha,  Nebr. 


Hemorrhage  into  the  suprarenal  gland  was 
first  mentioned  in  1837  bv  Moissenet  and  Rayer. 
In  1902  Simmonds^^)  described  the  condition  at 
length.  He  found  small  hemorrhages  common 
in  the  course  of  diphtheria,  typhoid,  osteomye- 
litis, and  sepsis,  and  considered  them  of  toxic 
origin.  Gross  bleeding  was  rare.  He  saw  only 
one  case  where  he  thought  death  was  due  to 
actual  hemorrhage,  and  autopsy  two  days  after 
onset  of  sudden  epigastric  pain  revealed  hemor- 
rhagic infiltration  of  both  suprarenals.  Symp- 
toms in  some  cases  were  absent,  yet  the  condi- 
tion proved  fatal.  Some  cases  presented  con- 
vulsions and  signs  of  peritonitis,  while  others 
resembled  Addison’s  disease.  Simmonds  con- 
sidered that  many  bilateral  hemorrhages  were 
antemortem,  without  symptoms  or  clinical  sig- 
nificance. In  his  series,  thrombosis  of  the 
suprarenal  veins  was  considered  causative  in  sev- 
en cases,  while  in  four  there  were  bacterial  em- 
boli. In  no  case  did  surgical  treatment  relieve 
the  condition. 

Other  causes  of  suprarenal  hemorrhage  are 

•From  Department  of  Pathology,  Creighton  University  School  of  Medi- 
cine. 


anemias  or  other  blood  diseases,  venous  obstruc- 
tion, trauma,  and  asphyxia.  The  last  mentioned 
is  apparently  operative  in  many  of  the  not  un- 
common hemorrhages  of  the  new-born.  Mat- 
tei’s^2)  statistics  of  necropsies  on  fetuses  and 
new-born  showed  that  hemorrhage  was  common. 
Microscopically  it  was  almost  constant.  The 
vascular  changes  varied  from  hyperemia  to  ex- 
tensive interstitial  hemorrhage,  usually  in  the 
reticular  zone  of  the  cortex,  where  the  blood 
supply  is  rich.  The  hemorrhage  may  be  exten- 
sive and  break  through  into  the  retroperitoneum, 
peritoneal  cavity,  or  even  into  the  lumbar  mus- 
cles. Bilateral  are  more  common  than  unilateral 
hemorrhages,  and  female,  marantic  infants  are 
more  often  affected.  Eclampsia  was  present  in 
some  mothers. 

Not  all  hemorrhages  into  the  suprarenals  of 
new-born  are  due  to  asphyxia,  however.  Sim- 
monds*^^  found  septic  thrombi  in  the  suprarenal 
veins  of  three  cases.  Tupffer^^^  found  a throm- 
bus in  the  medulla  in  one  of  his  cases.  In  still 
others  staphylococcus  aureus  and  albus,  and  B. 
Coli  have  been  recovered  from  the  blood  and  tis- 
sues. Exfierimentally  intravenous  injections  of 
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B.  Coli  and  B.  Diphtheria  have  been  shown  to 
produce  engorgement  of  the  suprarenals.  An- 
other possible  cause  of  such  hemorrhage  is  com- 
pression of  the  vena  cava  by  the  liver,  with  ef- 
fusion of  blood  into  the  suprarenals. 

It  is  doubtful  if  there  is  a uniform  causation 
of  suprarenal  hemorrhage,  although  trauma  and 
asphyxia  are  the  most  common  causes.  Trauma 
and  compression  at  birth  amount  to  generalized 
asphy.xia. 

The  course  after  hemorrhage  in  the  new-born 
is  variable.  Often  death  occurs  rapidly,  without 
any  demonstrable  physical  signs.  In  general, 
svmptoms  are  those  of  internal  hemorrhage,  with 
rapid,  shallow  breathing  and  rapid  pulse.  Some- 
times there  is  a palpable  tumor  mass,  pressure 
symptoms,  and  even  intestinal  obstruction.  If 
on  the  left  side  in  males,  the  left  spermatic  vein 
may  be  compressed,  with  swelling  of  the  scro- 
tum. Corcoran  and  Strauss^^^  report  a case 
where  the  hemorrhage  compressed  the  descend- 
ing colon  with  resulting  intestinal  obstruction. 
Operation  was  performed  and  recovery  followed, 
the  only  recovery  in  about  100  cases  recorded  in 
the  literature. 

The  experience  of  J.  R.  Losee  at  the  New  York 
Lying-In  Hospital  Pathological  Laboratory,  with 
suprarenal  hemorrhage  in  the  new-born,  is  of  in- 
terest. This  observer,  quoted  by  Farr  and  Sems- 
roth^^C  examined  196  stillborn  and  new-born  in 
1924,  and  saw  nine  suprarenal  hemorrhages.  In 
219  autopsies  in  1925,  there  were  twelve.  In 
some  cases  the  capsule  of  the  gland  was  distend- 
ed. In  only  one  case,  where  the  hemorrhage  was 
bilateral,  was  death  thought  to  be  due  to  the 
hemorrhage,  and  in  this  one  instance  the  symp- 
toms were  cerebral. 

Rabinowitz^®)  reports  two  cases  of  hemorrhage 
in  infancy,  e.xcluding  those  of  the  new-born  and 
those  due  to  sepsis,  burns,  definite  infections, 
trauma,  leukemia,  or  hemorrhagic  diathesis.  The 
infants  were  seventeen  and  eighteen  months  old, 
respectively.  In  each  case  the  child  became 
acutely  ill,  and  in  a few  hours  there  were  pe- 
techiae  over  the  body.  The  relation  to  the  pur- 
pura is  not  clear.  At  autopsy  there  was  found 
hemorrhagic  infiltration  of  the  cortex  and  medul- 
la of  both  adrenals,  the  only  important  findings. 
Rabinowitz  points  out  that  this  condition  is  more 
frequent  than  hitherto  reported,  being  unrecog- 
nized because  of  non-familiarity  with  the  clinical 
picture  and  failure  to  secure  autopsies.  The 
babies  vary  from  two  months  to  two  years  of 
age,  are  usually  breast-fed  and  previously  healthy 
and  thriving.  It  is  suggested  that  an  unknown 


to.xin  acting  on  the  blood  vessels  of  the  skin  and 
suprarenals,  allows  the  blood  to  pass  into  the 
tissues. 

Gross  bleeding  into  the  suprarenals  in  adults 
is  quite  rare.  Faar  and  Semsroth^^^  report  such 
a case  in  a man  complaining  of  abdominal  pain 
of  two  weeks’  duration.  Autopsy  revealed  a 
suprarenal  apoplexy,  thought  to  be  due  to  infec- 
tion, because  of  marked  leucocytic  reaction.  The 
present  report  deals  with  a large  hematoma  in  an 
adult,  recorded  because  of  its  rarity ; it  is  the 
only  one  observed  in  nearly  1000  autopsies  at  St. 
Joseph’s  and  Douglas  County  Hospitals. 

CASE  REPORT 

A white  polish  laborer  of  fifty  years  was  brought 
to  St.  Joseph’s  hospital,  Oct.  22,  1926,  by  the  emerg- 
ency ambulance.  He  was  seen  immediately  after  ad- 
mission by  Dr.  M.  E.  Grier,  on  the  emergency  service, 
and  by  Drs.  F.  W.  Heagey  and  T.  L.  Houlton.  Al- 
though mentally  confused,  he  persistently  complained 
of  abdominal  pain  which  he  could  not  localize.  He 
was  disoriented  for  time  and  place,  and  not  coopera- 
tive. He  talked  continuously  and  wanted  to  get  out 
of  bed  and  go  home. 

Physical  examination  showed  a moderate  general 
icterus,  pain  and  tenderness  over  the  right  upper 
abdominal  quadrant,  distension  and  tympany,  and  a 
foul  breath.  Pyorrhoea  alveolaris  was  extreme. 

Neuropsychiatric  examination  by  Dr.  T.  L.  Houlton 
revealed  no  neurological  findings  of  importance. 

The  urine  contained  a trace  of  albumin  and  a trace 
of  bile  on  several  examinations.  The  white  cell  count 
was  17,200  on  admission,  with  91  per  cent  polymor- 
phonuclears.  The  next  day  it  dropped  to  10,850,  with 
95  per  cent  polys.  There  was  a secondary  anemia, 
with  3,080,000  red  cells  and  60  per  cent  hemoglobin. 
The  urea  nitrogen  was  21  mgms.  per  100  cc  of  blood. 
The  Van  den  Bergh  test  was  positive,  with  1.56  units 
of  bilirubin  present.  The  icterus  index  was  21.  Bile 
was  present  in  the  stools.  The  spinal  fluid  obtained 
by  lumbar  puncture  was  colorless,  contained  a trace 
of  globulin,  5 lymphocytes  per  cu.  mm.,  gave  a Lange 
curve  of  1-1-1-2-0-0-0-0-0-0,  and  was  negative  to  the 
Wassermann  test.  The  blood  was  likewise  negative 
serologically. 

The  only  item  of  interest  in  his  past  history  was  an 
injury  to  the  right  thigh,  in  August  of  1925,  when  he 
came  to  St.  Joseph’s  hospital  and  a hematoma  of  the 
thigh  was  removed.  It  was  noted  at  that  time  that 
the  history  was  difficult  to  obtain. 

Course:  He  continued  to  complain  of  severe  ab- 
dominal pain,  but  there  were  no  more  definite  physi- 
cal findings.  His  mental  state  improved  only  slight- 
ly, and  he  manifested  suicidal  tendencies.  At  times 
he  sat  up  in  bed  gasping  for  breath.  The  abdominal 
pain  at  times  caused  him  to  scream  and  required 
morphine.  He  died  Dec.  1,  1926,  40  days  after  ad- 
mission. 

The  final  clinical  diagnosis  was  toxic  psychosis, 
due  to  oral  sepsis,  cardiovasculo-renal  disease,  and 
subacute  cholecystitis. 

Anatomic  diagnosis  (B.  C.  R.) — Marked  hypertrophy 
and  dilatation  of  left  cardiac  ventricle;  chronic  calci- 
fying aortic  endocarditis  (anterior  cusp) ; cardiac  de- 
compensation with  hydrothorax,  bilateral  and  chronic 
passive  congestion  of  spleen  and  kidneys;  passive 
congestion  of  cecum,  ascending  colon,  and  small  in- 
testine, with  ecchymoses  in  lining  of  ileum  and  urin- 
ary bladder;  large  hematoma  of  right  adrenal;  chole- 


V'ol.  XIV.  No.  3 


'l  ino  NEBRASKA  S'l'ATE  MEDICAL  .JOURNAL 


115 


cystitis,  chronic,  with  stenosis  of  gallbladder  outlet 
and  division  of  gallbladder  into  two  cavities;  chole- 
lithiasis; fibrous  epicarditis;  slight  arteriolar  disease 
of  kidneys;  fibrous  adhesions  between;  1.  Gallbladder 
and  duodenum,  and  2,  duodenum  and  pyloric  end  of 
stomach,  with  high  fixation  of  duodenum  and  pylorus; 
small  brain  with  some  cerebral  arteriosclerosis. 

Necropsy:  On  the  outer  anterior  aspect  of  the 

right  kidney,  behind  the  peritoneum,  was  a large,  red 
fluctuating  mass  filled  with  blood.  It  lay  outside  the 
kidney  capsule  which  stripped  readily  from  the  cor- 
tical surface.  The  mass  seemed  to  spring  from  the 


Fig.  1.  Specimen  laid  open  after  fixation.  Suprarenal  Cortex  forms 
a narrow  rim  along  upper  margin. 


adrenal  and  measured  15  cm.  up  and  down,  7 front 
to  back  and  side  to  side.  The  mass,  with  the  kidney, 
was  fixed  in  10%  formalin,  when  section  showed  it 
to  be  made  up  of  a large  blood  clot  continuo'us  with 


the  medullary  portion  of  the  right  suprarenal.  The 
left  suprarenal  was  essentially  unchanged. 

Microscopically,  paraffin  sections  of  the  right 
adrenal  and  adjoining  blood  clot,  stained  with  hema- 
toxyln  and  eosin,  show  the  blood  clot  to  be  composed 
of  an  interlacing  network  of  fibrin,  enclosing  red 
blood  cells.  The  blood  vessels  of  the  reticular  zone 
of  the  suprarenal  cortex  are  distended  with  red  cells, 
and  there  is  an  irregular,  and  in  places,  extreme  com- 
pression of  the  cortex,  by  the  hemorrhage.  Along 
the  cortico-medullary  junction  in  some  regions  there 
are  a few  leucocytes,  while  in  some  cortical  areas 
there  is  necrosis  of  the  cell  cords.  The  capsule  en- 
closing the  suprarenal  is  edematous.  There  is  no  evi- 
dence of  thrombosis  and  the  few  leucocytes  present 
suggest  only  the  reaction  following  the  hemorrhage. 
The  blood  clot  was  aijparently  rapidly  formed  and 
was  firm,  suggesting  that  it  had  been  there  some  time 
before  death.  Gram-Weigert  stain.s  of  the  suprarenal 
revealed  no  bacteria. 

SUMMARY 

Suprarenal  hemorrhage  in  the  new-born  is  not 
uncommon,  and  at  least  one  patient  with  a large 
hemorrhage  recovered  after  an  operation.  In 
infancy  there  are  recorded  cases  with  a sudden 
onset,  purpura,  suprarenal  hemorrhage,  and  fatal 
outcome,  of  unknown  etiology.  In  adults  large 
hemorrhages  into  the  suprarenal  are  rare,  and 
one  such  case,  probably  due  to  passive  conges- 
tion, is  recorded  with  clinical  and  autopsy  find- 
ings. 
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CHRONIC  SUBDURAL  HEMORRHAGE,  WITH  CASE  REPORT* 

EARL  A.  CONNOLLY,  M.  D.,  and  THOMAS  I..  HOULTON.  M.  I)., 

Omaha,  Nebr. 


Traumatic  intracranial  hemorrhage,  either  epi- 
dural or  subdural,  is  not  an  uncommon  accident. 
The  history  and  symptoms  are  usually  such  as 
to  be  easily  recognized. 

A history  of  a fall  or  blow  on  the  head,  slight 
or  severe  which  mav  or  may  not  be  accompanied 
by  unconsciousness,  is  obtained.  At  first  there 
may  be  no  special  symptoms  except  signs  of 
concussion.  The  jiatient  may  and  often  does  get 
up  and  walk.  Gradually,  however,  and  sometimes 
several  hours  later  .symptoms  of  intracranial 
pressure  will  appear,  such  as  headache,  vertigo, 
vomiting,  slow  pulse,  and  choked  disc.  As  the 

*From  the  Departments  of  Surgery  and  Neurology.  Creighton  Uni- 
versity, College  of  Medicine.  Omaha.  Nebraska. 


extravasation  of  blood  increases  epileptifcjm 
convulsions  and  paralysis  will  make  their  ap- 
pearance on  the  side  opposite  to  the  site  of  h(  :ri 
orrhage. 

Following  head  injuries  it  is  always  advi.-abk 
to  demand  hospitalization  for  at  least  twenty 
four  hours.  If  signs  of  intracranial  pressure  or 
cortical  irritation  have  not  developed  it  is  un- 
likely that  hemorrhage  of  any  consequence  ex- 
ists. 

The  following  case  is  presented  because  the 
signs  of  hemorrhage  with  intracranial  pressure 
did  not  manifest  themselves  until  six  weeks  from 
the  date  of  injury. 
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Putnani-Cushing,  in  Archives  of  Surgery.  \ ol. 
XI,  1925,  have  a comprehensive  review  of  the 
literature  with  a report  of  six  personal  cases  and 
six  cases  contributed  by  members  of  The  Society 
of  Xeurological  Surgeons. 

I'rom  their  review : 

Thibert.  in  1822.  encountered  a probable  case  in 
which  the  onset  of  symptoms  was  delayed  nine  years 
after  trauma. 

Hensclicn,  K.:  Diagnosti'k  und  operation  der  trau- 
matlschen,  Subdural-blutung,  Arch.  F.  Klin.  Chir. 
99:67-107.  1912.  was  able  to  compile  246  cases  of  sub- 
dural hemorrhage,  some  with  immediate,  some  with 
delayed  symptoms. 

Location:  In  1-3  to  1-2  of  all  cases  the  process 
is  bilateral  and  most  common  in  the  parietal  re- 
gion. Multiple  cysts  or  hematomas  on  the  same, 
side  have  not  been  reported. 

Symptomatology:  Bowen,  \V.  H.:  Traumatic  Sub- 
dural Hemorrhage,  Guy’s  Hospital  Report  59:21-154, 
1905. 

Bowen  makes  a distinction  between  the  “lucid 
interval"  occurring  before  the  onset  of  uncon- 
sciousness alone  and  the  “latent  interval"  before 
the  onset  of  symptoms  of  intracranial  pressure  or 
cortical  irritation.  The  latter  is  likely  to  be 
longer  than  the  former,  and  is  characteristic  of 
subdural  hemorrhage. 

In  this  case  the  latent  interval  was  six  weeks. 

Duration  of  symptoms : In  general  the  longer 
the  latent  interval,  the  more  gradual  is  the  on- 
set of  symptoms. 

A week  to  several  months  is  the  usual  time 
elapsing  before  the  symptoms  demand  operation 
or  terminate  fatally. 

Treatment:  Generous  exposure  combined  with 
subtemporal  decompression  to  accommodate  the 
subsequent  erlema. 

PROTOCOL 

A.  B..  Negro,  male,  age  37,  was  seen  in  consuka- 
tion  with  Dr.  H.  T.  Allingham  on  March  12,  1927.  At 
that  time  he  had  a flaccid  paralysis  of  the  Hght  arm 
and  leg.  This  condition  had  existed  twenty-four 
hours. 

Six  weeks  previous  while  employed  in  a packing 
house  he  walked  into  a sticking  pen  to  talk  to  a 
f.^llow  employee.  Here  he  slipped  on  the  blood  cov- 
ered floor,  striking  his  forehead.  He  was  unconscious 
for  a few  minutes  following  which  the  laceration 
above  the  left  supraorbital  ridge  was  sutured.  He 
returned  to  work  in  four  days.  Three  weeks  later 
he  reported  to  Dr.  Allingham  that  while  working  he 
slipped  spraining  his  ankle.  X-ray  examination  dis- 
closed a fracture  of  the  left  fibula.  A plaster  of 
Paris  cast  was  applied  to  the  left  leg.  He  states 
• hat  since  his  head  injury  he  has  had  a constant 
headache  but  had  not  reported  this  fact.  There  was 
no  history  of  vomiting  at  any  tfme  during  the  illness. 

Examination:  March  12,  1927.  The  lacerated  wound 


of  the  forehead  had  healed  leaving  an  almost  undis- 
coverable  scar.  He  comislained  of  a severe  left  front- 
al headache  which  was  increased  by  percussion  over 
that  area.  There  was  a flaccid  paralysis  of  the  right 
arm  and  leg.  Temperature  was  subnormal,  pulse  56, 
respiration  16.  The  blood  and  spinal  fluid  Wasser- 
mann  reactions  were  negative.  Spinal  fluid  clear, 
pressure  9 mm.  of  mercury,  colorless,  globulin  plus, 
cell  count  15.  Lange  colloidal  test  0000000000. 

Neurological  examination:  March  12,  1927,  St. 

Joseph’s  Hospital.  General  appearance:  The  patient 
a medium  sized,  well  developed,  colored  male,  about 
35  years  of  age,  was  lying  in  bed  unable  to  move  the 
right  arm  or  right  leg.  He  was  able  to  move  the 
left  arm  and  leg  freely  and  evinced  no  pain  upon 
doing  so.  The  left  ankle  and  foot  were  encased  in 
a light  plaster  cast.  There  was  no  disturbance  in 
speech  or  in  the  movements  of  the  muscles  of  either 
side  of  the  face.  He  appeared  mentaliy  clear. 

Olfactory  nerve:  Smell  not  tested. 

Optic  nerve:  There  was  no  disturbance  of  the  visual 
fields  upon  the  hand  tests.  Opthalmoscopic  examina- 
tion rerealed  no  atrophy  or  choking  of  either  disc. 

Oculomotor  nerve:  The  pupils  were  both  irregular 
but  equal  in  size  and  both  react  well  to  light  and  ac- 
commodation. The  extra-ocular  muscles  supplied  by 
the  third  cranial  nerve  were  normal  in  each  eye.  The 
eye  muscles  supplied  by  the  trochlear  and  abducent 
nerves  react  normally. 

Trigeminal  nerve:  The  masseter  and  temporal 

muscles  contract  firmly  and  equally  on  both  sides. 

Facial  nerve:  The  muscles  of  both  sides  of  the  face 
contract  equally  well.  The  angles  of  the  mouth 
were  even  and  he  could  close  both  eyes  firmly.  He 
was  able  to  wrinkle  both  sides  of  the  forehead  and 
when  he  opened  his  mouth  wide  the  muscles  drew 
neither  to  one  side  or  the  other. 

Acoustic  nerve:  The  hearing  was  normal  to  voice. 
Equilibration  was  not  tested. 

Glossopharyngeal-vagus  nerves:  There  was  no  dis- 
turbance in  speech  or  in  swallowing.  The  pharyngeal 
angles  appeared  equal. 

Hypoglossal  nerve.  The  tongue  protruded  with  good 
force  evenly  in  the  midline. 

Arms  and  legs:  There  was  a complete  flaccid  par- 
alysis of  the  right  arm  and  right  leg,  but  he  was 
able  to  move  the  left  arm  and  leg  in  a normal  man- 
ner. 

Deep  reflexes:  The  deep  reflexes  of  the  right  bi- 
ceps, triceps,  and  wrist  were  hyperactive.  The  left 
biceps,  triceps,  and  wrist  jerks  were  quite  active  but 
not  as  active  as  those  of  the  right  side.  Both  knee 
jerks  were  over  active  but  the  left  seemed  more 
active  than  the  right.  The  right  ankle  jerk  was  ac- 
tive, the  left  not  tested  because  of  the  cast.  There 
was  no  Babinski  of  the  right  foot  or  ankle  or  patel- 
lar clonus. 

Superficial  sensibility:  The  sensations  of  light 

touch,  heat,  and  cold  were  felt  normally  over  both 
sides  of  the  body.  The  sensation  of  pain  (pin  prick) 
was  felt  stronger  over  the  right  arm  and  leg  than 
over  other  parts  of  the  body. 

Stereognostic  sense  was  normal  in  the  left  hand 
and  was  present  and  normal  in  the  right  hand  as 
far  as  could  be  obtained. 

There  was  no  tenderness  on  pressure  of  the  cervical, 
thoracic  or  lumbar  spine.  There  was  no  pain  upon 
bimanual  movements  of  the  right  arm  or  leg.  The 
patient’s  sensorium  was  clear.  He  answered  ques- 
tions asked  of  him  readily  and  promptly  and  showed 
no  disturbance  in  intellectual  functions. 

March  13,  1927.  On  this  date  in  addition  to  the 
above  findings,  it  was  found  that  there  was  a Babin- 
ski on  the  Oppenheim  test  of  the  right  foot  but  no 
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ankle  clonus  was  present.  There  was  a slight  droop- 
ing of  the  right  side  of  the  face  especially  at  the 
right  angle  of  the  mouth  and  upon  opening  the 
mouth  widely  it  drew  a little  to  the  left  side.  Per- 
cussion of  the  skull  gave  a definite  tenderness  over 
the  left  frontal  region. 

March  14.  1927.  The  neurological  findings  of  this 
date  were  about  the  same,  however,  the  patient  was 
showing  signs  of  becoming  mentally  dull.  He  talked 
slowly  and  it  took  him  a long  time  to  answer  ques- 
tions asked  of  him.  Lumbar  puncture  gave  a mano- 
meter reading  of  9 mm.  of  mercury,  a normal  read- 
ing, and  the  Queehenstedt  test  indicated  no  obstruc- 
tion of  the  spinal  canal.  Blood  pressure  readings 
were  systolic  118,  diastolic  6C. 

March  17,  1927.  The  patient  showed  considerable 
tardiness  of  mental  functions.  When  questions  were 
asked  of  him,  he  would  slowly  answer  some  of  them 
and  would  fail  entirely  to  respnd  to  others.  He 
would  not  do  simple  things  asked  of  him.  such  as  to 
raise  his  good  hand.  The  right  side  of  the  face  was 
definitely  weaker  than  the  left,  and  the  tongue,  upon 
protrusion,  deviated  a little  to  the  left  side.  The 
right  arm,  especially  at  the  elbow,  was  beginning  to 
be  slightly  spastic.  The  right  leg  was  less  flaccid 
than  formerly,  but  was  not  spastic.  The  patient  re- 
fused to  cooperate  in  this  examination,  and  was,  at 
this  time,  indifferent  to  his  bowels  and  urine.  The 
abdominal  and  cremasteric  reflexes  were  present, 
equal,  and  not  overactive.  At  times,  he  would  call 
out  loudly  with  pain  which  he  stated  was  over  the 
left  side  of  the  head.  Blood  pressure,  systolic  108. 
diastolic  68. 

March  18,  1927.  The  condition  of  the  patient  was 
about  the  same,  except  that  he  was  duller  mentally: 
and  that  there  was  some  increased  spasticity  of  the 
right  arm  and  an  incipient  spasticity  of  the  right 
leg. 

DIFFERENTIAL  DIAGNOSIS 

The  possibilities  in  mind  were:  Depressed  skull 

fracture,  hemorrhage,  thrombosis,  abscess. 

I.  Depressed  skull  fracture:  This  was  ruled  out  by 
examination  at  the  time  of  injury  plus  stereoscopic 


x-ray  examination  of  the  skull  which  disclosed  no 
bony  pathology. 

II.  Hemorrhage:  It  did  not  seem  probable  that  an 
intracranial  hemorrhage  of  any  magnitude  could  ex- 
ist more  than  twenty-four  hours  or  at  most  a few 
days  without  becoming  manifest.  There  were  no 
cortical  symptoms  as  twitching,  convulsions,  etc. 
However,  either  a traumatic  or  non- traumatic,  epi- 
dural or  subdural  hemorrhage  was  considered  and 
could  not  be  ruled  out. 

III.  Thrombosis:  This  also  was  a possibility  which 
could  not  be  ruled  out. 

IV.  Abscess:  From  the  progressive  nature  of  the 
disease,  subnormal  temperature,  slow  pulse,  lowered 
resistance  of  the  area  due  to  trauma,  a general  sys- 
temic infection  three  weeks  previously  with  localiza- 
tion and  abscess  formation  was  strongly  considered 
and  with  this  diagnosis  operation  was  performed. 

Operation:  March  18,  1927,  St.  Joseph’s  Hospital. 
Omaha,  Nebraska.  A large  temporal  flap  w'as  made 
exposing  the  left  Rolandic  area.  The  dura  mater  was 
seen  to  be  tense,  non-pulsating  and  bluish  in  color. 
The  dura  was  incised,  several  ounces  of  dark  fluid 
blood  came  away  under  pressure.  The  brain  then 
began  to  pulsate.  The  dark  fluid  blood  was  contained 
within  a delicate  fibrous  capsule. 

Because,  as  advised  by  Putnam  and  Cushing,  cere- 
bral edema  is  apt  to  occur  in  the  brain  released  from 
its  long  pressure  the  osteoplastic  exploration  was 
combined  with  a subtemporal  decompression.  The 
wound  was  closed  in  layers  with  a small  gutta  percha 
drain  which  was  removed  in  forty-eight  hours. 

Subsequent  course:  On  the  evening  of  the  day  of 
operation,  the  patient  was  able  to  flex  his  right  firm 
and  right  leg  and  was  able  to  sit  up  in  bed  without 
assistance.  The  following  morning  his  headache  was 
entirely  relieved  and  he  was  able  to  move  his  right 
arm  and  leg  quite  freely.  The  Babinski  sign  of  the 
right  foot  was  gone  but  the  reflexes  of  the  right 
arm  and  leg  were  more  active  than  the  left.  A rapid 
and  complete  recovery  was  made. 

The  patient  is  now  employed  as  a laborer  and  has 
no  complaints  eighteen  months  after  operation. 


FOURTH  VENTRICLE  TUMOR* 

Report  of  a Case  With  Clinical  Recovery  Following  Decompression  and  X-ray  Radiation. 

-\.  E.  BENNETT,  M.  D., 

Omaha,  Nebr. 


My  reason  for  presenting  this  case  is  that  it 
represents  an  unusual  and  rare  type  of  brain 
tumor  and  also  because  following  decompression 
the  patient  made  a good  functional  recovery. 

Mr.  L.  A.  P.,  age  31  years,  was  referred,  September 
29,  1927,  by  Dr.  R.  Mauer.  The  patient's  past  history 
was  quite  unimportant.  Normal  health  was  present 
until  .January  1,  1927,  when  the  patient  suddenly  de- 
veloped very  severe  “piercing"  suboccipital  pain.  The 
patient  was  confined  to  bed  one  week  on  account  of 
the  pain,  which  was  relieved  somewhat  by  lying  down, 
and  was  accompanied  by  nausea  but  never  vomiting. 
The  pain  disappeared  only  to  recur  again  within  two 
weeks.  At  times  the  pain  was  accompanied  by  a sen- 
sation of  the  head  being  drawn  backwards  and  a stif- 
fening and  cramping  of  the  fingers  of  both  hands. 
These  attacks  of  pain  continued,  coming  more  often 
at  night  time,  as  high  as  nine  attacks  occurring  with- 
in 24  hours,  and  some  attacks  lasting  as  long  as  30 
minutes.  The  patient  was  forced  to  discontinue  work 

*('ase  presentation  before  tlie  Poinila',  i ountv  Medical  Society.  Novem- 
ber 13.  1928. 


as  an  electrician,  September  1,  1927,  on  account  of 
the  attacks  of  severe  cervical  pain,  which  a sudden 
movement  of  the  head  or  tilting  the  head  backwards 
would  bring  on.  At  times  this  pain  radiated  over  the 
temporal  regions.  The  patient  had  become  very  ap- 
prehensive  over  his  condition. 

When  I was  first  called  to  examine  the  patient  I 
found  him  in  an  attack  of  pain  holding  his  hands  to 
the  occiput,  arm  muscles  very  tense,  th  ’ veins  over 
the  face  were  distended  and  the  patient  groaned  as 
though  in  severe  pain.  The  patient  stated  his  arms 
felt  numb  and  the  head  felt  as  though  it  wanted  to 
draw  backwards.  Examination  at  this  time  was  en- 
tirely negative  except  for  bilateral  choking  of  the 
optic  disks  of  2-3  diopters  with  a few  hemorrhages 
in  the  left  retina.  The  eye  gi'ounds  had  been  reported 
as  negative  10  days  previously.  . 

The  patient  was  hospitalized  for  further  observa- 
tion. Repeated  examinations  were  negative  for  or- 
ganic disease  except  for  the  choked  disks.  Cervical 
and  head  x-ray  studies  were  negative.  Concentrated 
magnesium  sulphate  always  gave  temporary  relief 
from  pain.  Intravenous  iodides  were  given  for  a time 
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without  benefit.  After  con.siderable  hesitancy  a spinal 
puncture  was  done  taking  all  precaution  possible  to 
prevent  sudden  release  of  increased  pressure.  The 
spinal  fluid  examination  was  entirely  negative  except 
for  increased  pressure,  and  a delayed  response  of  in- 
creased spinal  pressure  to  jugular  compression. 

A tentative  diagnosis  of  brain  tumor  in  the  pos- 
terior fossa  not  localizable  was  made.  It  was  believed 
that  there  was  undoubtedly  a partial  herniation  of 
the  cerebellum  into  foramen  magnum  that  was  pro- 
ducing the  upper  neck  and  back  pain. 

Dr.  .1.  J.  Keegan  performed  a suboccipital  decom- 
pre.ssion;  the  dura  was  under  considerable  tension 
and  moderate  herniation  into  the  foramen  magnum 
was  present.  A careful  search  of  the  angles  and 
cerebellar  lobes  revealed  no  evidence  of  tumor.  L’pon 
cutting  through  the  vermis  and  exposing  the  fourth 
ventricle  a purplish  vascular  type  of  tumor  was  seen 
lying  in  the  ventricle.  Dr.  Keegan  felt  that  it  would 
be  futile  to  attempt  at  this  time  to  remove  the  tumor. 
Closure  was  made  and  the  patient  made  an  uneventful 
post  operative  convalescence. 

Progress:  The  patient  was  immediately  relieved  of 
his  pains  and  has  had  no  pain  up  to  date.  At  first 
the  patient  was  troubled  considerable  by  vertigo  upon 
turning  the  head  quickly,  this  symptom  was  accom- 
panied at  times  by  vomiting  but  gradually  disappear- 
ed. By  February,  1928,  the  choked  disks  had  entirely 
disappeared  and  the  hemorrhages  were  no  longer 
visible. 

X-ray  therapy  was  begun  shortly  following  the  op- 
eration and  has  been  continued  up  to  date  by  Dr. 
C.  B.  Pierce. 

-\t  the  present  time  the  patient  is  practically  symp- 
tom free,  although  at  times  slight  vertigo  is  present 
upon  sudden  movement  of  the  head  or  while  lying  on 
his  back  with  the  head  tilted  backwards.  He  is  able 
to  work  about  half  time  and  is  gradually  increasing 
the  length  of  time  at  work.  There  had  never  been 
any  sign  of  herniation  at  the  site  of  operation. 

COMMENT 

This  patient  presented  to  a number  of  physi- 
cians a problem  in  diagnosis  to  account  for  the 
cause  of  the  pain.  It  was  not  possible  to  deter- 
mine the  cause  as  a pressure  pain  until  the  choked 
disks  became  manifest.  After  the  pressure  syn- 
drome was  established  the  probable  cause  was 
doubtful,  but  tumor  seemed  to  be  the  most  likely 
cause.  The  localization  was  impossible  but  clin- 
ical signs  pointed  to  a posterior  fossa  lesion.  This 
case  illustrates  the  value  of  simple  decompression 
which  apparently  has  accomplished  as  much  as 
could  be  hoped  for.  Upon  examination  of  the 
literature  it  seems  that  tumors  in  this  location 
are  more  or  less  benign  producing  symptoms  by 
mechanical  or  partial  blockage  of  the  cerebrospin- 
al flow,  thus  decompression  very  frequently  gives 
very  good  results. 

Tumors  in  the  fourth  ventricle  are  rare.  Bai- 
"ley(^)  in  a review  of  the  Cushing  cases  reported 
six  ependymal  fourth  ventricle  tumors  out  of  a 
group  of  about  900  verified  brain  tumors.  He 
states  that  these  tumors  are  usually  benign,  slow 
growing  and  cause  death  by  acute  block  of  the 
ventricular  system  with  respiratory  death.  If 


uncovered  at  operation  they  should  be  left  alone. 
The  symptoms  are  not  diagnostic ; an  increased 
pressure  syndrome  is  present  with  at  times  signs 
of  a mid  cerebellar  lesion  and  upper  neck  and 
back  pain  from  irritation  of  the  accessory  root  of 
the  spinal  accessory  nerve.  At  times  vagus 
stimulation  is  pre.sent.  The  results  in  their  six 
cases  were:  One  alive  11  years,  post  operative 
symptom  free ; one  in  good  condition  C months 
post  operative ; one  death  unoperated  proved  at 
necropsy : one  in  good  condition  one  year  post 
operative ; one  post  operative  death ; one  death  6 
months  post  operative  from  sudden  block. 

Hun  stated  that  tumors  in  the  fourth  ventricle 
cause  intense  dizziness  only  when  the  head  is 
moved.  E.xcept  for  this  symptom  the  diagnosis 
is  extremely  difficult. 

Shuman^^)  recently  reported  two  cases  of  sud- 
den death  in  fourth  ventricle  tumors.  In  one 
case  the  severe  pain  was  confused  with  migraine, 
the  patient  died  suddenly  following  administra- 
tion of  morphine.  The  second  patient  had  the 
paroxysmal  upper  cervical  pain  associated  with 
dizziness  and  drawing  of  the  head  backwards. 
This  patient  also  died  suddenly  after  administra- 
tion of  morphine.  The  tumors  were  found  at 
post  mortem,  one  a cyst  and  the  other  an  ependy- 
mal blastoma.  Shuman’s  experience  made  him 
urge  e.xtreme  caution  in  the  relief  of  pain  that 
may  be  the  result  of  increased  intracranial  pres- 
sure. Morphine  is  contraindicated  in  this  type 
of  pain.  IMagnesium  sulphate  usually  gives  def- 
inite relief  from  this  type  of  pain. 

DISCUSSION 

DR.  J.  J.  KEEGAN:  I don’t  know  that  I have  any- 
thing to  add  except  that  the  case  represents  the  advis- 
ability of  not  trying  to  do  too  much  in  an  operation 
even  when  you  find  a tumor.  Decompression  itself 
gives  a good  prospect  of  relief;  tumors  in  that  region 
are  rather  slow  growing  and  the  prospect  of  recovery 
or  relief  by  x-ray  treatment  is  good.  The  patient  shows 
no  herniation  at  the  site  of  operation,  there  is  no  evi- 
dence of  enlargement  of  the  tumor.  It  has  been  a 
year  and  the  outlook  I think,  is  very  good. 

DR.  C.  B.  PIERCE:  I agree  with  the  preceding 
speaker — radiation  is  of  value.  Bailey  and  Sosman, 
who  follow  most  of  Cushing’s  cases,  have  recently  re- 
ported a critique  of  their  results.  They  are  rather 
pessimistic  about  brain  tumors  in  general;  but  one 
occasionally  gets  startling  results.  Their  dosage  is 
far  more  intensive  than  ours,  although  the  physical 
factors  are  about  the  same.  They  begin  immediately 
post  operative  with  60  to  80  per  cent  skin  dose.  If 
they  get  no  reaction,  they  proceed  to  administer  a 
hundred  per  cent  skin  dose  every  week  for  a period 
of  six  months. 

The  essential  thing  in  this  case  to  bring  out  from 
a radiation  standpoint  is  the  advisability  of  operative 
intervention,  to  at  least  localize  the  tumor,  and,  if 
possible,  discover  the  type  of  tumor  before  the  radia- 
tion therapy  begins. 
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The  meningiomas  and  similar  tumors  are  more  or 
less  amenable  to  surgery,  the  gliomas  are  not  amen- 
able to  radiation  in  any  large  degree,  so  that  infor- 
mation in  regard  to  those  two  groups  is  valuable  if 
we  are  to  offer  some  information  as  to  the  possibility 
of  relative  improvement,  or  temporary  cessation  of 
the  neoplastic  extension  after  operation. 

This  man  demonstrated  marked  improvement  at  the 
time  I saw  him  in  December,  last.  Whether  the  im- 
provement was  due  to  Dr.  Keegan’s  investigation  or 


to  our  treatment,  I couldn’t  say,  but  I think  we  should 
at  least  give  the  patient  the  benefit  of  the  doubt,  by 
administering  Roentgen  therapy,  post  operative. 
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INTUSSUSCEPTION* 

O.  D.  JOHNSON,  M.  D„ 
Kearney,  Nebr. 


Intussusception  is  the  protrusion  or  the  in- 
vagination of  one  part  of  the  intestine  into  an- 
other. This  usually  takes  place  in  a forward  or 
downward  direction,  but  occasionally  does  occur 
in  an  upward  or  backward  direction.  The  cause 
is  said  to  be  for  the  most  part  an  irregular 
peristalsis,  which  in  turn  may  be  caused  by  me- 
senteric bands,  contractions  due  to  peritoneal  ad- 
hesions, and  possibly  to  irregular  stimuli,  due  to 
embryonic  misplaced  nerve  fibers.  Perrin  and 
Lindsay  contend  that,  the  determining  factor  is 
the  production  of  the  equivalent  of  a foreign  body 
within  the  intestines.  The  foreign  body  is  pro- 
vided by  the  swelling  of  pre-existing  lymphoid 
tissue.  The  factor  that  provokes  this  swelling  is 
some  gastrointestinal  disturbance.  In  primary 
colic  intussusception  an  important  factor  being 
the  narrowness  of  the  colic  lumen  in  early  life^^b 
A pedunculated  polypoid  tumor  arising  from  the 
mucous  membrane  of  the  intestinal  wall  may  be 
forced  along  the  interstinal  canal  dragging  the 
wall  with  it. 

According  to  their  locations  invaginations  are 
classified  as  enteric,  ileo-caecal,  ileo-colic,  colic, 
or  colico-rectal,  and  other  rare  types.  The  ileo- 
cecal form  in  which  the  ileocecal  valve  prolapses 
into  the  cecum,  and  drags  with  it  the  ileum  and 
its  mesentery  is  by  far  the  most  common,  espe- 
cially in  children. 

The  exciting  cause  is  usually  not  apparent,  but 
in  some  instances  is  due  dietetic  errors,  active 
purgation,  or  violent  jolting.  It  is  by  far  the 
most  common  form  of  intestinal  obstruction  in 
children,  about  5(5%  of  all  cases  occurring  from 
the  fourth  month  to  the  tenth  year'^b  Among 
these  the  male  is  by  far  the  most  commonly  af- 
fected, the  ratio  being  about  three  to  one^^b 
While  the  most  frequent  form  of  intestinal  ob- 
struction in  children,  it  is  by  far  the  most  un- 
usual in  adults. 

As  a result  of  the  compression  of  the  mesen- 

*Read  before  the  Ninth  Councilor  District  Medical  Society.  Kearney. 
October  9.  1928. 


teric  vessels  of  the  invaginated  portion,  which 
soon  occurs,  there  is  an  oedema  of  the  intestinal 
walls,  inflammation,  and  agglutination  of  the 
layers;  as  the  compression  increases  a hemor- 
rhagic infarction  occurs,  which  if  not  relieved 
terminates  in  gangrene. 

The  symptoms  of  intussusception  characterized 
by  the  dramatic  suddenness  of  the  attack — af- 
fecting the  sturdy  youngster  as  frequently  as  the 
puny — pains  in  the  epigastric  or  umbilical  region 
which  cause  the  youngster  to  cry  out,  great  rest- 
lessness, drawing  up  of  the  legs,  vomiting  fre- 
quently repeated,  and  complete  arrest  of  pas- 
sage of  feces,  after  the  primary  emptying  of  the 
colon  ; tenesmus  and  the  passage  of  blood  and 
mucous  in  the  great  majority  of  instances.  In 
the  intervals  between  pain  the  patient  lies  very 
quiet,  and  sometimes  assumes  a knee  chest  posi- 
tion in  the  bed.  The  right  iliac  fossa  feels  empty. 
In  favorable  subjects  a tumor  may  be  discovered 
in  the  abdomen,  and  after  twelve  to  eighteen 
hours  a mass  may  be  felt  on  rectal  examination 
in  about  fifty  per  cent  of  cases^^b  Peristaltic 
waves  may  be  visible.  The  nearer  the  lesion  is 
to  the  stomach  the  more  quickly  constitutional 
symptoms  appear.  Prostration  always  sets  in 
soon  after  the  onset  and  collapse  ensues  within 
a few  days  unless  relief  is  at  hand.  The  pulse 
may  be  unchanged  at  first  but  within  a few  hours 
mounts,  temperature  normal  or  subnormal,  until 
peritonitis  supervenes. 

Once  the  diagnosis  is  established  there  is  no 
alternative  to  operation,  since  the  method  of  in- 
flation, haphazard  and  dangerous,  has  been 
abandoned.  An  hour’s  time  spent  in  preopera- 
tive preparation,  for  the  prevention  of  operative 
shock  is  not  to  be  regretted.  These  patients  are 
always  suffering  from  a privation  of  fluid.  The 
subcutaneous  administration  of  normal  salt  solu- 
tion and  the  intravenous  administration  of  dex- 
trose may  be  of  benefit.  The  application  of  ex- 
ternal heat,  with  diathermia  over  the  lower  chest 
and  upper  abdomen  may  be  well  worth  while. 
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The  administration  of  digitalis  in  adequate  dos- 
age is  always  indicated  at  this  time^^^. 

Through  an  adequate  incision  manual  disin- 
vagination  should  be  tried.  Having  exposed  the 
full  length  of  the  intussusception,  the  fingers  of 
the  one  hand  gently  press  the  intussusceptum 
backwards,  advancing  with  each  little  progress 
that  may  be  recognized.  The  opposite  hand 
steadies  the  intussuscipiens  along  which  the  in- 
tussusceptum is  passing,  if  the  intussusception  be 
of  any  considerable  length.  If  it  be  very  limited 
the  surgeon’s  hand  which  has  been  steadying 
the  intussuscipiens  against  the  fingers  which  have 
been  pushing  the  prolapsed  portion  backward, 
now  takes  place  upon  the  freed  portion  of  the 
intussusception  and  exerts  very  gentle  tension, 
just  enough  to  assist  the  bowel  in  the  right  di- 
rection, outward. 

If  reasonable  efforts  fail,  similar  attempts 
should  be  discontinued  and  one  of  the  following 
means  taken: 

( 1 ) Partial  enterectomy  of  the  entire  site  of 
invagination,  followed  by  end  to  end  or  side  to 
side  enteroenterostomy. 

( 2 ) Partial  enterectomy  of  the  base  of  the 
invagination,  followed  by  end  to  end  enterostomy, 
leaving  the  detached  intussusception  to  be  passed 
by  rectum. 

(3)  Partial  enterectomy  of  the  site  of  invag- 
ination followed  by  the  formation  of  a tempor- 
ary anus. 

(4)  Jewett  Barked  Method.  Intussuscepiens 
and  intussusceptum  are  sutured  together,  and  an 
incision  is  made  through  the  wall  of  the  intus- 
suscepiens, over  the  base  of  the  intussusceptum 
and  through  this  incision,  the  intussusceptum  is 
excised,  the  free  ends  of  the  intestines  sutured 
together  and  the  window  in  the  intussuscepiens 
closed^®\ 

CASE  REPORT 

A male  child,  two  years  of  age,  was  put  to  bed 
about  eight-thirty  p.  m.,  feeling  fine.  The  parents 
were  not  awakened  during  the  night  by  any  restless- 
ness or  crying  of  the  child  but  shortly  after  awaken- 
ing he  was  taken  with  a sudden  pain  in  the  abdomen. 
He  vomited  and  had  frequent  loose  stools  and  when 
his  symptoms  failed  to  lessen,  the  family  doctor.  Dr. 
Chas.  Lucas,  of  Shelton,  Neb.,  was  summoned.  He 
found  the  child  crying  out  with  pain  in  his  abdomen, 
the  temperature  axillary,  ninety-seven  and  eight- 
tenths,  and  while  a physical  examination  was  being 
attempted,  a stool  of  bright  red  blood  and  mucous 
was  passed.  At  this  time  a casual  diagnosis  of 
bloody  flux  was  made  and  a tentative  treatment  out- 
lined, alkalinization,  colonic  irrigation,  forced  fluids 
and  nothing  by  mouth.  He  was  not  called  again  until 
the  evening  of  the  following  day  and  at  that  time 
had  no  difficulty  in  outlining  a saucer  shaped  mass 
in  the  left  hypochondrium.  The  enemas  were  return- 
ing clear  and  fecal  vomiting  had  occurred. 


At  this  time  he  immediately  surmised  intussuscep- 
tion and  the  child  was  brought  to  the  hospital  about 
nine  fifteen  p.  m. 

Examination  revealed  a two  year  old  child  in  bed 
turned  face  down  in  the  knee-chest  position  moaning 
with  pain  and  who  tried  to  reassume  this  position 
when  an  examination  of  the  abdomen  was  attempted. 
The  features  were  drawn,  skin  dry,  eyes  listless  and 
dull,  tongue  slightly  coated  and  heart  sounds  a little 
weak,  pulse  140  and  temperature  ninety-nine  and 
four-tenths.  The  abdomen  was  scaphoid,  save  for  a 
visible  enlargement  in  the  left  side  on  a level  with 
and  extending  about  three  inches  below  the  umbilicus, 
there  was  quite  a marked  muscular  rigidity,  palpable 
saucer  shaped  tumefaction  in  the  same  region,  where 
a gurgling  sound  could  be  heard.  The  patient  was 
not  sensitive  to  manual  examination.  This  point  I 
consider  important  in  differentiating  between  an  acute 
inflammatory  and  a mechanical  condition. 

Without  further  diagnostic  procedure  we  concurred 
in  a diagnosis  of  intussusception.  The  possibility  of 
a volvulus  or  visceral  herniation  was  kept  in  mind, 
500  cc  of  normal  saline  was  given  subcutaneously. 

Under  ether  anaesthesia  a mid-line  incision  re- 
vealed a tumor  mass,  apparently  the  descending  colon 
crowding  itself  into  the  wound.  This  proved  to  be 
an  intussusception  extending  from  the  ileo-cecal 
junction  through  the  colon  to  a point  just  below  the 
descending  loop  of  the  sigmoid.  The  child  took  the 
anaesthetic  badly,  and  the  slightest  manipulation  of 
the  bowel  seemed  to  produce  an  apnoea.  However,  a 
dis-.invagination  up  to  the  last  six  inches  was  ac- 
complished in  the  usual  way.  At  this  point  further 
progress  was  impossible,  and  it  looked  as  though  a 
Jewet-Barker  procedure  was  indicated.  However, 
time  was  an  important  factor,  and  it  occurred  to  me 
that  an  incision  through  the  serosa  and  muscular 
layers  of  the  intussuscepiens  might  make  enough  dif- 
ference to  clear  the  intussusceptum.  I made  such  an 
incision  through  these  layers  in  a line  that  would  be 
used  for  the  former  procedure  and  was  able  to  gain 
almost  the  entire  distances,  the  incision  was  carried 
down  to  lower  edge  of  the  intussuscepiens  and  the 
disinvagination  completed. 

The  last  four  inches  of  the  involved  bowel  looked 
bad,  an  ashy  grayish  background  studded  with  hem- 
orrhagic infarcts  and  oedematous.  The  mesenteric 
vessels  were  functioning,  so  the  bowel  was  closed 
with  a double  aught  (00)  catgut  suture  ,and  the  peri- 
toneal edges  burled  by  continuous  suture.  The  me- 
sentery of  the  ileocecal  fold  was  sutured  together 
with  interrupted  sutures,  care  being  taken  to  avoid 
its  vessels.  The  opposing  lateral  walls  of  the  ileum 
and  colon  were  sutured  together  and  the  abdominal 
wall  closed.  The  recovery  was  uneventful. 

CONCLUSIONS 

( 1 ) That  owing  to  the  peculiar  pathologic 
changes  involved  in  intussusception,  a section  of 
gut  that  may  appear  beyond  repair  will  do  so  if 
the  mesenteric  vessels  are  functioning. 

( 2 ) In  this  particular  instance,  the  longitudin- 
al incision  through  the  serous  and  muscular 
coats  of  the  bowel,  saved  from  twenty  to  twenty- 
five  minutes  time  and  its  attending  shock — in 
this  instance,  a life  saving  measure. 

I have  mentioned  this  procedure  not  because 
I claim  priority,  though  I know  of  no  previous 
publication,  but  because  it  relieved  me  from  a 
trying  situation,  in  a satisfactory  manner. 
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THE  USE  OF  LACTIC  ACID  AS  A VAGINAL  DOUCHE* 

CHAS.  MOON,  M.  D., 

Omaha,  Nebr. 


The  treatment  given  in  this  ])aper  is  one  based 
on  a knowledge  of  the  physiology  and  the  bac- 
terial flora  of  the  normal  vagina. 

First,  undoubtedly  there  is,  under  normal  con- 
dition, a balance  or  symbiotic  relationship  between 
the  bacterial  inhabitants  of  the  vagina.  The  con- 
dition we  know  as  disease  is  the  invasion  into 
these  parts  by  some  stronger  organism  or  changed 
condition  of  the  parts  whereby  a dormant  organ- 
ism becomes  active  and  under  these  peculiar  con- 
ditions flourishes.  In  1892,  Doederlein'^^  pub- 
lished the  results  of  his  studies  of  the  bacterial 
flora  of  the  normal  vagina.  He  found  that  the 
predominating  organism  was  a long,  thick,  non- 
motile,  gram-positive  bacillus  and  he  named  it 
the  Doederlein  vaginal  bacillus.  These  organ- 
isms produce  lactic  acid  which  has  bacteriocidal 
properties.  Second,  undoubtedly  these  organ- 
isms belong  to  a group  rather  than  all  being  of 
one  particular  kind  and  we  shall  more  properly 
.speak  of  the  Doederlein  group  of  vaginal  bacillus 
than  to  speak  or  think  of  them  as  one  definite 
organism.  Doederlein  also  noted  that  the  bacilli 
were  associated  with  yeast  spores  in  39%  of  his 
cases. 

The  recent  work  of  ApeF^^  and  even  more 
recent  work  of  Tateyama^^^  tend  to  corroborate 
Doederlein's  original  observations.  Tateyama 
found  that  the  vaginal  bacilli  were  present,  in 
large  numbers  or  pure  cultures,  in  90%  of  healthy 
women  during  the  first  and  second  months  of 
pregnancy.  With  the  advance  of  gestation,  the 
vaginal  bacilli  become  less  numerous.  Upon  this 
basis  Apel  divided  the  cleanliness  of  the  vagina 
of  the  pregnant  woman  into  three  stages.  Tate- 
yama found  that  in  the  non-pregnant  women  with 
a genital  infection,  the  vagina  was  not  of  the 
first  degree  of  cleanliness. 

lie  concluded  that  when  the  first  degree  of 
cleanliness  was  found  pregnancy  should  be  sus- 
pected. 

The  fact  that  Doederlein’s  vaginal  bacilli  are 
the  ])redominating  organisms  in  the  vaginal  flora 
is  also  borne  out  by  the  researches  of  Solomon 

*Read  at  the  Elkhorn  Valley  Medical  Society  meeting,  Norfolk,  Nebr., 
July  18.  1928. 


Solomon  found  the  vaginal  bacilli  could  be  found 
in  the  vagina  of  a new  bofn  19  hours  after  birth. 
The  bacilli  constituted  10%  of  the  total  flora  in 
24  hours  and  G4%  in  ten  days. 

In  view  of  the  above  observations,  it  seems 
natural  to  assume  that  if  the  growth  of  the  ba- 
cilli can  be  stimulated ; by  their  increased  num- 
bers, they  will  flourish  at  the  expense  of  other 
organisms.  The  growth  of  the  bacilli  can  best 
be  stimulated  by  lactic  acid  vaginal  douches, 
since  by  their  own  secretions  that  is  the  normal 
medium  for  their  growth.  Yeast  markedly  in- 
creases the  efficiency  of  the  douches,  since  the 
yeast  apparently  favors  the  growth  of  the  vaginal 
bacilli. 

LandaiF^)  first  inaugurated  the  use  of  yeast 
in  chronic  gonorrhea  in  women.  That  author  in- 
troduced yeast  and  relatively  large  quantities  of 
fresh  cultures  of  non-pathogenic  bacteria.  Lan- 
dau reported  very  good  results  and  concluded 
that,  first,  quickly  growing  yeast  deprives  other 
bacteria  of  the  water  and  food  necessary  for 
growth.  Second,  a peptogenic  ferment  is  formed 
which  deadens  the  activities  of  the  pathogenic 
bacteria.  Third,  the  yeast  would  change  the  re- 
action of  the  vagina  and  would  neutralize  the 
toxins  of  pathogenic  bacteria. 

Schiller^®^  repeated  much  of  the  work  of  Lan- 
dau and  although  he  did  not  necessarily  agree 
with  conclusions  which  Landau  arrived  at,  he 
did  conclude  that  the  use  of  yeast  was  beneficial. 
He  found  that  veast  grows  best  on  "Bierwurke” 
and  uses  fresh  brewery  yeast.  He  cleans  the 
vagina  with  .sterile  water  and  then  introduces  two 
teaspoons  of  yeast  and  one  teaspoon  of  grape 
sugar  through  a speculum.  This  may  be  followed 
by  a tampoon  if  the  procedure  has  to  be  carried 
out  in  the  office.  After  eight  to  twelve  hours 
the  vagina  is  cleansed  with  a vaginal  douche.  The 
above  process  is  repeated  every  48  hours. 

In  our  pre-natal  clinic,  suppositories  made  of 
Fleischmann’s  yeast  are  used  rather  than  brewery 
yeast.  The  lactic  acid  douche  is  followed  by  the 
insertion  of  the  yeast  suppository. 

Since  Doederlein  bacillus  excreates  lactic  acid 
and  flourishes  in  a lactic  acid  media  it  was 
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thought  when  this  idea  first  came  to  us  that  by 
the  increase  of  lactic  acid  we  might  make  con- 
ditions favorable  for  the  overgrowth  of  Doeder- 
lein  bacillus  and  thus  crowd  out  the  unwanted 
organisms  which  were  present.  I often  explain 
to  the  students  as  a comparison  that  any  wheat 
seed  thrown  on  well  tilled  freshly  raked  soil  will 
germinate  and  grow,  whereas  the  same  grain 
thrown  on  a well  sodded  lawn  cannot  gain  a 
foothold.  I want  you  to  understand  that  this  is 
only  used  as  an  illustration  and  I do  not  believe 
that  Doederlein  bacillus  forms  a protective  coat- 
ing or  armour  over  the  vaginal  muccus  mem- 
brane. ^"arious  strengths  of  lactic  acid  were 
used  and  it  was  found  that  of  1%  was  the 
most  desirable  strength  for  use  of  lactic  acid  as 
a douche  since  it  gave  us  the  desired  results  and 
yet  caused  no  irritation  or  burning  when  it  was 
used.  Roughly  this  amounts  to  about  tea- 
spoon full  of  ordinary  commercial  lactic  acid  as 
purchased  at  the  drug  store  to  two  quarts  of 
warm  water.  I think  that  the  manner  of  taking 
the  douche  all-important.  I believe  the  patient 
should  lie  down,  preferably  in  the  bath  tub  and 
the  douche  bag  should  be  only  a foot  or  18  inches 
above  the  hips  and  I recommend  that  she  use 
a large  douche  point  and  insert  it  as  far  as  pos- 
sible without  causing  pain.  One  to  two  douches 
a day  clean  these  cases,  with  a large  amount  of 
discharge  and  especially  those  whose  discharge 
causes  irritation  around  the  vulva  and  over  the 
thighs,  in  a very  few  days  and  where  a case  of 
this  severity  is  found  they  should  have  at  least 
two  douches  a day  and  after  the  evening  douche 
should  insert  a suppository  of  a half  cake  of 
Fleischman’s  yeast.  The  yeast  apparently  does 
two  things,  it  aids  in  increasing  the  acidity  of  the 
vagina  and  also  by  its  growth  tends  to  rid  the 
vagina  of  other  organisms  except  the  Doederlein 
group.  It  has  been  found  by  practically  every 
person  working  on  a determination  of  vaginal 
flora  that  a large  percentage  of  cases  have  yeast 
present  and  seemingly  the  Doederlein  group  and 
yeast  exist  well  together.  This  particular  douche 
will  not,  nor  will  any  douche  clear  up  what  is 
ordinarily  spoken  of  as  a chronic  cervicitis  or 
cervical  endometritis  and  in  these  cases  a cautery 
should  be  used  and  lactic  acid  douche  depended 
upon  to  prepare  the  cases  for  cauterization. 

The  last  four  years  this  douche  has  been  used 
in  my  private  practice  and  in  the  dispensary  at  the 
I'niversity  of  Nebraska  Medical  College  and  has 
proven  so  successful  that  I have  discarded  all 
other  douches  and  used  this  e.xclusively. 
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COLTXCILORS  ANNUAL  MEETING 

J.VNUARY  14,  1929. 

The  annual  meeting  of  the  Councilors  was  held  at 
the  Omaha  Athletic  Club,  January  14,  1929  at  6:30 
P.  M.  The  meeting  was  called  to  order  by  Dr.  Bry- 
son. The  following  members  of  the  Council  were 
present:  Drs.  Lehnhoff,  Overgaard,  Plehn,  Fordyce, 

Cook,  Tornholm,  Potter,  Nielsen,  Bryson,  Rork,  Doug- 
las and  President-elect  Owens.  In  addition  to  these 
the  following  guests  were  also  present:  Drs.  Hohlen, 
Hays,  Dunn,  Fouts,  Adams,  and  the  Journal  Commit- 
tee consisting  of  Drs.  Bailey,  Bridges  and  Long.  Mr. 
Gene  Huse  was  also  a guest. 

Dr.  Frank  Tornholm  was  elected  President  and  Dr. 
Overgaard  reelected  secretary.  The  regular  order  of 
business  was  then  taken  up. 

Dr.  Adams  read  the  Journal  Fund  financial  report. 
Motion  made  that  a standing  vote  of  appreciation  be 
given  the  Journal  Committee  for  their  splendid  work 
during  the  year.  Seconded  and  carried. 

Dr.  Dunn  read  the  report  of  the  Delegates  to  the 
A.  M.  A. 

Motion  made  that  Dr.  Dunn’s  report  be  accepted 
and  published.  Seconded  and  carried. 

Dr.  Hohlen  read  the  report  of  the  Campaign  Com- 
mittee. 

Motion  made  that  the  report  be  accepted  and  placed 
on  file.  Seconded  and  carried. 

Motion  made  that  a recommendation  be  made  to 
the  House  of  Delegates  to  make  an  additional  appro- 
priation of  $500.00  for  the  Campaign  Committee.  Sec- 
onded and  carried. 

Dr.  Hays  read  the  report  of  the  Public  Activities 
Committee. 

Motion  made  that  the  report  of  the  Committee  be 
accepted  and  published.  Seconded  and  carried. 

Motion  made  that  a recommendation  be  made  to  the 
House  of  Delegates  for  an  additional  appropriation  of 
$1,000  for  the  Public  Activities  Committee  to  be  used 
for  office  expense.  Seconded  and  carried. 

Motion  made  that  as  an  emergency  the  secretary  be 
authorized  to  draw  a check  payable  to  Dr.  Hays  for 
$360.00  for  office  expense  this  year.  Seconded  and 
carried. 

Dr.  Fouts  read  the  report  of  the  Medical  Defense 
Committee. 

Motion  made  that  the  report  of  the  Medical  Defense 
Committee  be  accepted  and  placed  on  file  and  that 
the  chairman  be  complimented  for  his  work  during 
the  year.  Seconded  and  carried. 

Dr.  Bailey  gave  his  report  on  the  Legislative  Com- 
mittee. 

Dr.  Nielsen  read  the  report  of  the  Insurance  Com- 
mittee. 

Motion  made  that  this  report  be  accepted  and  placed 
on  file.  Seconded  and  carried. 

Dr.  Adams  read  the  secretary's  report,  and  also  the 
treasurer’s  report. 

Motion  made  that  the  secretary-treasurer’s  report 
be  accepted  and  published.  Seconded  and  carried. 

A committee  of  three  consisting  of  Drs.  Nielsen. 
Rork,  and  Bryson  appointed  by  the  chair  to  audit  the 
books. 
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Dr.  Hayes  suggested  that  the  Program  Committee 
get  a man  to  speak  on  the  subject  of  State  JMedicine. 

The  report  of  the  Sub  Committee  was  read. 

Motion  made  that  this  report  be  accepted  and  pub- 
lished. Seconded  and  carried. 

The  program  Committee  report  was  read. 

Motion  made  that  this  report  be  accepted  and  pub- 
lished. Seconded  and  carried. 

The  report  of  the  Committee  on  Medical  Education 
and  Hospitals  was  read. 

Motion  made  that  this  report  be  accepted  and  pub- 
lished. Seconded  and  carried. 

Report  of  the  Auditing  Committee  was  called  for. 

Report  of  the  Auditing  Committee: 

The  Auditing  Committee  certify  to  the  financial 
statements  of  the  General,  Defense,  and  Journal  F’unds 
as  being  correct  as  submitted. 

— Drs.  Nielsen,  Rork  and  Bryson,  Auditing  Committee. 

Motion  made  that  the  Auditing  Committee  report  be 
adopted  and  that  the  several  reports  be  published  in 
the  Journal.  Seconded  and  carried. 

Motion  made  that  since  an  emergency  exists,  the 
secretary  be  authorized  to  draw  a check  of  $50.00  for 
lawyer’s  fee.  Seconded  and  carried. 

Motion  made  that  an  emergency  appropriation  of 
$100.00  be  allowed  the  Legislative  Committee.  Sec- 
onded and  carried. 

Motion  made  that  the  secretary  be  instructed  to 
Invest  $1,500  for  the  General  Fund  and  $1,000  for  the 
Defense  Fund  in  reliable  companies.  Seconded  and 
carried. 

Motion  made  to  adjourn.  Seconded  and  carried. 


REPORT  OF  THE  NEBRASKA  DELE- 
GATES TO  THE  MEETING  OF  THE 
AMERICAN  MEDICAL  ASSOCIA- 
TION AT  MINNEAPOLIS, 

JUNE  11-15.  1928. 

Many  problems,  more  or  less  vital  to  the  medical 
profession,  were  subjects  of  consideration  by  the 
House  of  Delegates  at  the  Minneapolis  Session,  June 
11-15,  1928.  We  shall  try  to  emphasize  only  some  of 
the  obviously  more  important  things  considered,  and 
to  call  your  attention  to  two  problems  for  the  im- 
mediate future. 

P’irst,  the  multiplicity  of  medical  meetings  and  their 
bearing  on  the  function  of  the  parent  organization; 
second,  the  ever  increasing  pressure  to  take  the  prac- 
tice of  medicine  out  of  the  hands  of  the  individual 
physician  and  put  it  under  corporate  or  governmental 
control. 

Both  President  Thayer  in  his  address  to  the  House 
of  Delegates  and  Secretary  West  in  his  report  to  the 
House  of  Delegates  mentioned  the  multiplicity  of 
medical  societies  and  remarked  that  the  American 
Medical  Association  was  the  one  important  organi- 
zation for  the  practitioner  to  adhere  to  through  his 
county  and  state  society.  President  Thayer  said,  “He 
who  attends  them  (the  meetings  of  the  A.  M.  A.),  and 
distributes  his  time  as  he  should,  familiarizes  him- 
self with  the  scientific  exhibit  and  follows  the  record 
of  the  proceedings  in  The  ,Iournal,  will  find  himself 
well  abreast  of  the  progress  of  the  day.  Especially 
familiar  with  the  programs  of  these  meetings  for 
more  than  twenty-five  years  I,  for  one,  am  proud  of 
them.  More  than  this,  the  opportunity  to  meet  one’s 
fellows  from  all  over  the  country  is  invaluable.”  Sec- 
retary West  spoke  of  the  serious  possibility  of  “over- 
organization  due  to  the  existence  of  a veritable  multi- 
tude of  societies,  clubs,  institutes,  colleges,  convoca- 
tions, congresses,  conferences,  assemblies  and  asso- 
ciations. Of  course,  many  of  these  are  doing  good 
work,  some  are  helpfully  supplemental  to  regularly 


organized  medical  societies,  and  it  is  probably  true 
that  a few  of  them  are  doing  what  our  own  societies 
cannot  readily  do.  It  is  possible,  however,  if  not  def- 
initely a proved  fact,  that  some  are  merely  intruding, 
duplicating  and  interfering,  whether  designedly  or 
otherwise.” 

It  is  obvious  that  something  will  have  to  be  done 
to  lessen  the  demands  made  by  multifarious  meet- 
ings on  one’s  time  and  energy.  Some  of  us  are  sup- 
posed to  attend  three  or  four  hospital  meetings  a 
month,  two  meetings  of  the  county  medical  society  to 
say  nothing  of  meetings  civic  and  otherwise  that  de- 
mand attention. 

Every  meeting  of  the  A.  M.  A.  since  we  have  been 
members  of  the  House  of  Delegates  has  revealed  the 
insinuating  effort  of  various  bodies  to  control,  restrict 
or  hamper  certain  phases  of  medical  practice.  We 
are  hedged  about  with  more  or  less  troublesome  al- 
coholic and  narcotic  restrictions.  The  Sheppard- 
Towner  Maternity  Act  was  extended  by  Congress  for 
two  years,  by  an  act  approved  Jan.  22,  1927,  with  the 
express  provision  that  it  shall  be  void  thereafter.  Leg- 
islation similar  in  principle  has  already  been  intro- 
duced into  the  Seventieth  Congress. 

For  the  fiscal  year  ending  June  30,  1927,  71,967  ad- 
missions had  been  made  to  the  hospitals  under  the 
control  of  the  Veterans’  Bureau.  During  that  year 
49%  were  based  on  injuries  and  disease  not  of  serv- 
ice origin — this  irrespective  of  the  social  or  financial 
status  of  the  individual.  The  Board  of  Trustees  has 
adopted  the  following  resolutions  and  has  had  copies 
thereof  sent  to  the  Veterans’  Bureau,  to  members  of 
the  Committee  on  World’s  War  Veteran  Legislation 
of  the  House  of  Representatives  and  of  the  Commit- 
tee on  Finance  of  the  Senate; 

WHEREAS,  the  Veterans’  Bureau  provides  hos- 
pitalization, medical  and  surgical  care,  and  nursing 
for  many  persons  suffering  from  diseases  and  in- 
juries of  civil  life  and  without  any  relation  whatso-*" 
ever  to  military  service;  and  provides  for  the  trans- 
portation of  the  patients  between  their  homes  and 
the  places  of  treatment,  without  cost  to  the  patients 
so  treated  and  at  the  sole  expense  of  the  taxpayers  of 
the  country;  and 

WHEREAS,  Private  hospitals,  and  physicians,  sur- 
geons, and  nurses,  that  depend  for  their  support  and 
activities  on  fees  paid  by  patients  for  services  can- 
not compete  with  the  Veterans’  Bureau  on  the  basis 
stated  above;  and 

WHEREAS,  The  service  rendered  by  the  Veterans’ 
Bureau  at  public  expense  is  not  a pension  to  which  a 
veteran  is  entitled  because  of  disability  incurred  in 
line  of  duty,  inasmuch  as  it  has  no  relation  whatso- 
ever to  the  existence  or  extent  of  any  such  disability, 
and  is  not  a philanthropic  provision  by  the  federal 
government  to  meet  the  needs  of  the  destitute,  inas- 
much as  it  is  available  to  both  rich  and  poor,  but  is 
simply  a gratuity  provided  by  the  government  at  the 
expense  of  the  taxpayer;  and 

WHEREAS,  Legislation  is  pending  in  Congress  to 
enlarge  and  to  perpetuate  the  system  of  gratuities 
thus  established  ; therefore  be  it 

RESOLVED,  That  it  is  the  sense  of  the  Board  of 
Trustees  of  the  American  Medical  Association  that 
no  legislation  that  proves  for  the  enlargement  or  per- 
petuation of  the  treatment  of  patients  by  the  Veter- 
ans’ Bureau  for  diseases  and  injuries  having  no  re- 
lation to  military  service,  without  cost  to  the  patient 
but  at  the  expense  of  the  taxpayer,  should  be  enact- 
ed; and  be  it  further 

RESOLVED,  That  it  is  the  sense  of  the  Board  of 
Trustees  that  legislation  should  be  enacted  to  dis- 
continue as  speedily  as  possible  the  present  system 
providing  for  the  treatment  of  such  patients  at  pub- 
lic expense. 

Two  bills  have  been  introduced  to  provide  hospital- 
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ization  at  the  expense  of  the  federal  government  for 
civilian  employees.  The  bills  do  not  state  whether 
this  is  to  provide  only  for  such  individuals  as  have 
incurred  their  disability  through  line  of  duty.  There 
seems  to  be  a constant  urge  on  the  part  of  "philan- 
thropic” individuals  to  offer  gratuitous  medical  serv- 
ice to  this  or  that  group  of  individuals,  which  medi- 
cal service  is  to  be  provided  in  part  at  the  expense  of 
the  medical  profession.  In  the  Veterans’  Bureau 
“gratuities  thus  distributed”  have  no  relationship  to 
the  nature  of  the  illness  or  the  nature  of  the  service, 
but  are  based  simply  on  the  ill  health  or  injury  of  the 
applicant  and  his  ability  to  abandon  his  home  and 
means  of  livelihood  and  enter  a hospital  maintained 
by  the  Veterans'  Bureau. 

The  activities  of  the  Bureau  of  Legal  Medicine 
have  been  far  reaching  in  their  importance.  Through 
their  work  relief  was  obtained  from  the  unjust  dis- 
crimination against  the  medical  profession  by  the  In- 
ternal Revenue  Department  in  allowing  other  pro- 
fessions and  not  the  medical  profession  to  deduct 
traveling  expenses  to  scientific  meetings.  The  Bureau 
with  the  American  Bar  Association  are  attempting 
to  work  out  some  solution  of  the  problem  of  expert 
testimonj-.  The  Bureau  prepared  a draft  of  a pro- 
posed law  which  has  been  submitted  to  the  committee 
of  the  American  Bar  Association.  Copies  of  this  draft 
have  been  furnished  to  the  several  State  Associations. 
A law  has  been  drafted  to  regulate  the  manufacture 
and  sale  of  cosmetics. 

Through  a legislative  reporting  service  the  Bureau 
of  Legal  Medicine  and  Legislation  received  in  1927 
about  2,000  bills  of  interest  to  the  medical  profession. 

The  subject  of  institutions  practicing  medicine  was 
voiced  in  a supplementary  report  on  Medical  Educa- 
tion and  Hospitals.  It  was  argued  that  the  practice 
of  medicine  was  an  individual  and  not  a corporate 
thing.  The  full  time  clinical  teacher,  an  experiment 
which  is  not  working  out,  was  an  entering  wedge  to 
institutional  medical  practice.  It  was  urged  that  the 
medical  profession  do  as  the  legal  profession  has 
done;  place  itself  on  record  as  against  institutional 
practice  of  medicine. 

The  question  of  eugenic  sterilization  and  the  legal- 
ization of  the  imparting  of  contraceptive  information 
to  patients  in  the  regular  course  of  medical  practice 
is  sure  to  come  up  in  the  not  too  distant  future. 

Mention  must  be  made  of  the  work  of  the  Council 
on  Education  and  Hospitals  and  the  so-called  Hos- 
pital Register.  There  are  now  6807  hospitals  included 
in  the  Hospital  Register;  462  have  been  refused  ad- 
mission. Hospitals  are  divided  into  satisfactory  hos- 
pitals, hospitals  considered  suitable  for  the  teaching 
of  internes,  and  hospitals  approved  for  residence  in 
the  specialties.  It  is  the  opinion  that  this  standard- 
ization of  hospitals  should  be  in  the  hands  of  the 
American  Medical  Association,  which  is  best  suited  to 
gain  the  information  requisite  to  hospital  classifica- 
tion. Progress  has  been  made  in  the  classification 
of  Clinical  and  Roentgenological  laboratories. 

A letter  was  received  from  the  Secretary  of  the 
National  Grange  on  to  the  dearth  or  rural  physicians, 
indicating  that  if  the  A.  M.  A.  did  not  take  care  of  it 
somebody  else  would  . He  stated  that  they  were  not 
advocating  one  class  of  doctors  for  town  and  another 
for  country;  he  said  that  what  was  required  was 
more  practical  instruction  in  less  time  and  with  the 
expenditure  of  less  money  than  under  the  prevailing 
conditions. 

The  following  resolution  submitted  by  the  Reference 
Committee  on  Public  Health  and  Hygiene  was  passed 
by  the  House  of  Delegates: 

RESOLVED,  that  an  official  reply  to  The  Grange 
be  formulated  by  the  Secretary  of  the  House  of  Dele- 
gates embodying  the  following  thoughts: 

1.  That  the  House  of  Delegates  is  keenly  alive  to 


the  problems  involved  and  recognizes  that,  although 
there  will  always  be  some  inadequacy  of  medical 
service  in  sparsely  settled  communities,  improvement 
of  medical  service  in  rui"al  districts  is  needed. 

2.  That  the  problem  is  being  intensively  studied  by 
the  Commission  on  Medical  Education  (already  in  its 
fourth  year),  the  Committee  on  the  Cost  of  ^Medical 
Care,  the  Council  on  Medical  Education  and  Hospitals, 
and  other  bodies. 

3.  That  the  problem  is  fundamentally  economic  and 
the  solution  involves  much  more  than  the  mere  length 
and  costs  of  medical  education. 

4.  That  patience  and  time  are  necessary  in  order  to 
obtain  data  and  evolve  methods  for  solving  this  prob- 
lem. 

5.  That  suggestions  from  the  National  Grange  and 
information  will  be  welcomed  by  the  House  of  Dele- 
gates and  by  any  of  the  bodies  specially  engaged  in 
the  study  of  medical,  educational  and  economic  prob- 
lems. 

It  is  interesting  to  note  that  the  Council  on  Medical 
Education  had  this  information  to  offer: 

Of  the  demands  of  rural  communities  for  physicians 
which  came  to  the  A.  M.  A.  in  the  last  several  years 
and  were  investigated  (93  in  number)  it  was  found 
that  in  33%  of  the  cases  there  was  a physician  avail- 
able in  that  community,  in  48%  a physician  was 
available  within  five  miles  and  in  88%  within  ten 
miles. 

Your  delegates  would  appreciate  any  advice  and 
instructions  in  regard  to  any  matters  that  should  be 
considered  by  the  House  of  Delegates  of  the  American 
Medical  Association. 

(Signed):  A.  D.  Dunn, 

R.  W.  Fonts. 


REPORT  OF  PUBLIC  ACTIVITIES  CO^)I- 
MITTEE,  JANUARY  14,  1929 

The  work  of  the  Public  Activities  Committee  for 
1928  consisted  of  five  major  efforts: 

1.  A Health  Education  course  was  arranged  and 
given  at  the  State  Normal  School  and  Teachers  Col- 
lege at  Peru,  Nebraska. 

From  February  7 till  April  5 a weekly  lecture  was 
given  by  a member  of  the  State  Medical  Association, 
dealing  with  some  phase  of  health.  The  specific  pur- 
pose of  the  lecture  course  was  to  teach  the  teachers 
how  to  make  physical  examinations  of  the  pupils  as 
now  required  by  law,  and  also  aid  her  in  carrying  on 
a constructive  health  program  within  her  school. 

2.  A Health  Week  Program  was  given  to  lay  groups 
in  conjunction  with  the  annual  meeting  of  the  Ne- 
braska State  Medical  Association  at  Hastings,  May 
13  to  18,  1928.  The  Mayor  of  Hastings  proclaimed 
this  week  as  Health  Week  and  urged  all  citizens  to 
attend  these  lectures. 

The  program  was  designed  to  offer  to  all  classes  an 
opportunity  to  hear  the  talks,  and  they  were  well  at- 
tended and  much  appreciated.  In  all  eleven  lectures 
were  given  and  we  had  requests  for  more. 

3.  In  conjunction  with  the  Nebraska  Tuberculosis 
Association  a Health  Education  course  was  put  on 
at  the  L^niversity  of  Nebraska  from  June  4 to  July  15. 
Twelve  lectures  were  giVen  by  members  of  the  Ne- 
braska State  Medical  Association  which  covered  well 
the  subject  of  School  Health.  Physical  Examination, 
Special  Examinations,  Care  of  the  Teeth,  Adenoids 
and  Tonsils,  Malnutrition,  Nutrition,  Mental  Hygiene, 
Conservation  of  Seeing  and  Hearing,  First  Aid,  Con- 
trol of  Contagious  Diseases,  Prevention  of  Heart  and 
Lung  Disease,  and  The  Value  of  School  Health  Pro- 
gram were  the  phases  dealt  with. 

4.  The  Health  Demonstration  at  the  Nebraska  State 
Fair,  August  31  to  September  7.  a running  report  of 
which  was  giv'en  in  the  October  issue  of  the  Journal. 
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The  Nebraska  State  Fair  offers  the  greatest  op- 
portunity to  educate  the  masses  on  preventive  and 
scientific  medicine  that  we  have  yet  discovered.  Our 
teachings  are  elementary  and  our  program  yet  crude, 
for  we  have  been  handicapped  by  many  obstructing 
forces  and  lack  of  cooperation.  The  task  is  great,  in- 
volving a tremendous  amount  of  work,  diplomacy  and 
patience.  Yet  the  results  obtained  make  the  effort 
well  worth  while.  Already  the  public  is  beginning  to 
realize  that  the  Nebraska  State  Medical  Association 
Exhibit  is  one  of  the  important  educational  features 
of  the  Fair. 

5.  An  arrangement  with  the  Kearney  State  Teachers 
College  at  Kearney,  Nebraska,  for  a Health  Educa- 
tion course  to  be  given  by  members  of  the  State  Asso- 
ciation. This  course  began  on  October  3,  1928,  and 
carries  through  until  May  22,  1929. 

Besides  these  major  efforts  forty-six  speaking  en- 
gagements have  been  filled  through  this  committee, 
by  medical  men  who  addressed  Rotary  Clubs,  Kiwanis 
Clubs,  P.  T.  A.  meetings.  Commercial  Clubs,  and 
church  gatherings  on  some  phase  of  medicine. 

The  accomplishments  for  the  year  may  not  appear 
great,  but  the  scope  of  this  class  of  educational  work 
is  unlimited  and  the  opportunities  to  strengthen  our 
position  with  the  public  are  many,  yet  to  do  these 
things  it  has  required  of  the  chairman  an  absence  of 
thirty-five  days  from  his  office,  a correspondence  of 
over  400  pages  and  from  the  other  members  of  tbe 
committee  a proportionate  amount  of  time  and  ef- 
fort. 

E.  R.  Hays,  Chairman, 
Public  Activities  Committee. 


SECRETARY’S  REPORT 

The  Nebraska  State  Medical  Association  ended  the 
year  1928  with  1204  members  in  good  standing.  This 
is  eight  less  than  for  the  year  1927.  During  1928  eighty 
eight  members  were  dropped  from  the  rolls,  due  to 
deaths,  removal  from  the  State  and  other  causes. 
Eighty  new  members  were  enrolled. 

The  year,  on  the  whole,  has  been  a very  successful 
one  as  indicated  by  the  various  reports  of  the  com- 
mittee chairman.  The  work  of  the  Public  Activities 
Committee  is  again  to  be  highly  commended.  The 
State  Pair  Exhibit  was  much  bigger  and  finer  than 
one  year  ago.  The  lecture  courses  at  the  State  Nor- 
mal Schools  and  the  summer  sessions  of  the  Uni- 
versity of  Nebraska,  were  exceedingly  popular  and 
of  much  benefit  to  the  students  attending.  In  the 
secretary’s  opinion  both  of  these  programs  should  be 
encouraged  in  every  way. 

While  there  has  been  no  session  of  the  Legislature 
during  the  past  year,  the  committee  on  Public  Policy 
and  Legislation  and  the  Campaign  Committee  work- 
ing together,  found  plenty  of  work  to  do.  This  con- 
cerned the  investigation  carried  on  by  a committee 
appointed  by  the  Governor  to  study  and  make  recom- 
mendations relative  to  the  Compensation  Law.  Sev- 
eral changes  in  the  personel  of  the  Basic  Science 
Board  occurred  and  this  had  to  be  watched.  Finally 
Dr.  Hohlen  and  Dr.  Bailey  spent  a great  deal  of  time 
keeping  things  lined  up  during  the  campaign  and 
election,  looking  towards  the  present  session  of  the 
legislature.  All  of  these  things  will  no  doubt  be  ex- 
plained in  detail  in  the  reports  of  the  respective 
chairman. 

There  are  three  matters  yet  which  the  medical  pro- 
fession should  consider  seriously,  and  with  one  of 
them  must  do  so  for  their  own  welfare: 

1.  Reciprocity  with  other  states  is  not  yet  satisfac- 
tory. The  Basic  Science  Board  last  spring  adopted  the 
policy  of  accepting  examination  reports  from  other 
states  but  this  is  as  far  as  things  have  been  devel- 
oped. The  Secretary  of  the  Department  of  Public 
Welfare  maintained  his  old  idea  and  has  made  no 


move  to  secure  official  reciprocity  between  the  states. 
It  is  to  be  hoped  that  with  a new  man  in  the  above 
office  this  can  be  settled. 

2.  The  old  board  of  Medical  Examiners  still  refuses 
to  recognize  the  Basic  Science  Board.  It  requires  all 
students  to  take  a repeat  examination  on  all  subjects 
better  covered  by  the  Basic  Science  Board.  This  is 
an  injustice  to  the  Basic  Science  Board  and  was  not 
intended  by  the  Law.  It  will  also  injure  both  of  our 
medical  colleges.  In  fact,  in  order  to  assume  such 
power  the  old  board,  has  to  do  quite  a fantastic  piece 
of  interpreting  of  the  Law.  Your  secretary  feels  that 
it  is  the  old  case  of  an  executive  board  being  asked 
to  give  up  some  of  its  authority.  If  the  members  of 
the  Nebraska  State  Medical  Association  will  bring 
pressure  on  the  board  both  as  individual  members 
and  as  societies  this  matter  i)robably  can  be  straight- 
ened out,  but  will  not  be  if  left  to  the  old  board. 

3.  The  third  matter  is  one  of  national  scope.  It 
has  reached  a much  more  severe  condition  in  the 
East  and  in  the  large  cities  than  it  has  in  Nebraska. 
By  this  is  meant  making  provision  of  some  sort  to 
give  adequate  medical  care  to  every  individual  at  a 
cost  that  the  individual  can  pay.  The  cost  of  medical 
care  has  Increased  quite  materially  and  justly  so,  in 
the  last  few  years,  along  with  the  cost  of  all  things 
necessary  and  desirable.  This  has  produced  a situa- 
tion whereby  a large  per  cent  of  our  population  who 
are  not  charity  cases,  cannot  afford  the  cost  of  ade- 
quate medical  care.  Outright  charity  cases  and  those 
who  are  well  to  do  are  adequately  cared  for,  but  the 
great  mass  of  people  in  between  are  not.  As  an  il- 
lustration, only  four  per  cent  of  our  people  pay  income 
tax.  As  a result  of  this  condition  a great  many  lay 
organizations  have  began  to  function  as  practitioners 
of  the  healing  art  with  the  usual  bad  and  even  vicious 
things  that  creep  in  where  the  laity  try  to  regulate  the 
care  of  the  sick.  The  Ford  Hospital  in  Detroit,  Ros- 
enwald’s  $20,000,000  gift  to  build,  equip  and  operate 
Lay  Health  Centers,  are  examples.  Other  organiza- 
tions with  no  apparent  serious  aim  are  establishing 
these  centers.  No  effort  is  made  to  find  out  what 
the  patient  should  honestly  pay  and  as  a result  much 
that  is  bad  is  developing.  Dr.  Olin  West,  Secretary 
of  the  A.  M.  A.,  made  the  statement  that  “This  is  the 
biggest  question  facing  the  medical  profession  today.” 
This  question  can  be  solved  in  one  of  three  ways: 

1.  It  can  go  on  and  be  developed  by  lay  organiza- 
tions as  is  being  done. 

2.  It  can  be  taken  over  and  be  handled  by  the 
State.  In  other  words  “State  Medicine”. 

3.  It  can  be  taken  over  and  handled  properly  by 
the  medical  profession. 

In  all  probability  one  of  the  above  or  a combina- 
tion of  these  will  be  worked  out  as  time  goes  on.  It 
is  a question  for  the  medical  profession  to  decide 
just  how  much  relation  to  and  control  of  this  work 
it  wants. 

— R.  B.  Adams,  Sec, 


REPORT  ADVISORY  COMMITTEE 

■January  2,  1929. 

Dr.  R.  B.  Adams,  Secretary, 

Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Dear  Doctor: 

As  chairman  of  the  Advisory  Committe  to  the  Legis- 
lative Committee,  I beg  to  report  that  my  committee 
has  not  been  called  upon  to  do  any  work  during  the 
year  1928. 

Sincerely  yours, 

.1.  .1.  Hompes. 

PROGRAM  COMMITTEE  REPORT 

This  committee,  composed  of  R.  B.  Adams,  chair- 
man, Dr.  J.  S.  Welch,  Dr.  W.  J.  Arrasmith,  Dr.  Floyd 
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Clarke  and  Dr.  C.  P.  Fordyce,  held  its  first  meeting 
in  December,  1927.  This  was  followed  by  several 
other  meetings  and  a great  deal  of  other  work  by  the 
members.  As  a result  the  program  given  at  the  Hast- 
ings lileeting  was  prepared.  Dr.  Dean  Lewis  of  John 
Hopkins,  Dr.  Gilbert  J.  Thomas  of  the  L'niVersity  of 
Minn.,  Dr.  Wilber  Post  of  Rush  Medical  College,  Dr. 
W.  H.  Frost  of  the  U.  S.  Public  Health  Service  and 
Dr.  E.  C.  Rosenow  of  the  Mayo  Clinic  wei-e  our  guests 
and  gave  addresses  to  the  members. 

One  other  new  project  was  introduced  at  this  meet- 
ing, namely  three  papers  were  given  on  subjects  re- 
lating to  Medical  Economics.  This,  in  the  chairman’s 
opinion,  was  well  worth  while  and  should  be  repeated. 

— R.  B.  Adams,  Chairman. 


REPORT  OF  COMMITTEE  OX  MEDICAL 
EDUCATION  AND  HOSPITALS 

There  have  been  no  additional  calls  for  inspection 
of  hospitals.  You  are  probably  informed  by  Dr.  Col- 
well of  the  national  association  that  their  central 
offices  have  now  field  men  who  do  the  detailed  work 
of  inspection  of  hospitals.  This  will  relieve  your  com- 
mittee except  in  an  advisory  capacity  and  for  certain 
details  which  the  central  committee  may  call  upon 
us  to  perform.  I think  this  is  a very  good  change 
because  we  have  in  the  past  had  considerable  em- 
barrassment at  times  where  the  ruling  of  the  com- 
mittee and  the  central  organization  was  adverse  to 
the  pleasure  of  the  staff  of  the  hospital  in  question. 
Local  relationship  with  the  displeased  staff  made  it 
difficult  for  the  committee.  Now  the  burden  will 
rest  upon  the  hospital  inspector. 

Your  committee  has  been  asked  to  inv'estigate  and 
report  back  at  some  later  date  concerning  the  post 
graduate  work  in  the  state.  We  are  still  busying 
ourselves  with  this  task  and  we  have  little  progress  to 
report.  We  find,  where  states  have  tried  this,  such 
as  Kansas,  that  certain  major  difficulties  arise  to 
impede  the  progress  of  the  plan.  Nowhere  can  we 
find  a staff  of  teachers  available,  at  the  pleasure  of 
the  State  Medical  Association,  to  put  on  this  work. 
The  plan,  which  seems  good  in  theory,  has  not  yet 
found  a working  basis.  We  will  have  a report  for 
you  at  a later  time. 

Your  committee  chairman  is  planning  to  attend  the 
annual  Congress  at  Chicago,  in  February,  Any  in- 
structions or  directions,  which  you  may  wish  to  com- 
municate to  your  humble  servant,  will  be  gratefully 
received. 

Yours  truly, 

J.  S.  Welch,  M.  D. 
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U.  S.  F.  & G.  CO.  To  pay  for  Letterheads....  10.97 


Total  Direct  Receipts $5,684.66 

Share  Dues  Rec’d — General  Fund 1,768.50 


Total  Receipts — All  Sources $7,453.16 

Direct  .lournal  Disbursements: 

.Salaries: 

F.  A.  Long $1,200.00 

R.  B.  Adams 1,300.00  $2,500.00 


March,  1929 

Publication  Expen.se: 

$ 11.87** 

Huse  4,089.02 

Baker  260.87 

Bank  Chg 1.94 

Uni.  Press  Clipping  Bureau 42.00  4,405.70 


Total  Direct  Disbursements $6,905.70 


Excess  Cash  Over  Disbursements $ 547.46 

Cash  on  Hand  January  1 $1,359.17 


Total  Cash  on  Hand $1,906.63 

**Refund  on  ad $ 1.00 

Gen.  Fund  for  U.  S.  F.  & 

G.  Co's.  Letterheads....  10.87 

$11.87 

STATEMENT  OF  INVESTMENTS 
Jan.  1,  1928,  to  Dec.  31,  1928. 

Investments  on  Hand  Jan.  1,  1928: 

Balance  in  Account — Omaha  Loan 

& Bldg.  Assn $2,555.88 

Balance  in  A c c o u n t — Standard 

Savings  & Loan  Assn 1,462.20 

Balance  in  Account — Union  Loan 

& Savings  Assn 1,679.52 

Total — January  1,  1928 $5,697.60 

Additions  to  Investments  During  Year: 

Represented  by: 

Dividend  Credits  — Omaha 
Loan  and  Bldg.  Assn.: 

July  1,  1928 $63.87 

Dec.  31,  1928 65.50  $129.37 


Dividend  Credits  — Standard 
Savings  & Loan  Assn.: 

July  1,  1928 40.20 

Dec.  31,  1928 41.30  81.50 

Dividend  Credits — L'nion  Loan 
& Savings  Assn.: 

July  1,  1928 50.39 

Dec.  31,  1928 51.90  102.29 


Total  Dividend  Credits  During  Year 313.16 

Investment  on  Hand  January  1,  1929 $6,010.76 

Represented  by: 

Balance — Omaha  Loan  & Bldg. 

Assn $2,685.25 

Balance — Standard  Savings  & Loan 

Assn 1,543.70 

Balance — Union  Loan  & Savings 
Assn 1,781.81  $6,010.76 


GENERAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBl'RSEMENTS 
Jan.  1,  1928,  to  Dec.  31.  1928. 


Cash  Receipts: 

Membership  dues  $9,432.00 

Interest  51.85 

Western  X-Ray — Wrong  deposit 25.00 

L^.  S.  F.  & G.  Co. — To  pay  for  let- 
terheads   10.87 


Total  Cash  Receipts $9,519.72 

Cash  Transferred  to  Other  Funds: 

.lournal  Fund  $1,768.50 

Defense  Fund  2,358.00 
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•louriial  Fund — Westei'n  X-Ray  de- 

liosit — Advertising  25.00 


Interest  Credits  — Conserva- 
tive Sav.  & Loan 119.20  2,304.68 


Total  Cash  Transferred. 


4,151.50 


Balance  available  for  General  Ftmd $5,368.22 

Cash  on  Hand  Jan.  1,  1928 1,687.89 


Cash  Disbursements; 

Salaries — R.  B.  Adams $ 

Office  and  Administrative  Expense: 

Rent  $ 180.00 

Telephone  87.75 

Printing  109.50 

Stamps  145.00 

Secretary  of  State  Fee..  1.00 

F.  A.  Long  (1927  Ex- 
pense)   35.50 

Insurance  Premium  5.00 

L.  C.  Smith,  Typewriter  75.00 

A.  M.  A 12.00 

Hotel  of  Guests  and 

Miss  Scott  24.20 


$7,056.11 


600.00 


674.95 


Miscelaneous  Expense: 

F.  Tornholm — Refund  on 

dues  8.00 

Councilor  Expense  239.26 

Annual  Meeting  35.20 

Huse  Publishing  Co. — 

Programs  48.32 

Program  Committee  28.69 

Speakers  for  Meeting 282.04 

Service  Charge — Peters  3.30 

K.  S.  J.  Hohlen 500.00 

State  Fair  Committee....  436.08 
Public  Activities  Com- 
mittee   286.44 

Nebr.  Central  Bldg.  & 

Loan  Assn 1,500.00  3,367.33 


Convention  Expense: 

R.  W.  Fouts 

A.  D.  Dunn 

Alice  Cary  Gilchrist. 
Dr.  Welch  


26.53 

26.53 

155.00 

51.08  259.14 


Withdrawals  During  Year  1928: 
Trustee  Fee  Year  Ending  Febru- 
ary 8,  1928  

Transfer  to  Principal  Account — 
Peters  


$10,470.29 


8.75 

370.00  378.75 


Investment  on  Hand  Jan.  1,  1929 $10,091.54 

Represented  by; 

Cash  held  by  Peters  Trust  Co $ 12.60 

Securities  held  by  Peters  Trust  Co.  4,370.00 


4,382.60 

Bal.  in  Acct. — Omaha  Bldg.  & 

Loan  Assn 1,396.72 

Bal.  in  Acct. — Conservative  Sav. 

& Loan  2,739.00 

Bal.  in  Acct. — Nebr.  Central  Bldg. 

& Loan  1,573.22  10,091.54 


DEFENSE  FUND 

STATEMENT  OP  CASH  RECEIPTS  AND  DIS- 
BURSEMENTS 

January  1,  1928  to  Deember  31,  1928. 

Cash  Receipts; 

Share  Dues  Received  from  General 

Fund  $2,358.00 

Interest  Received  28.50 


Total  Cash  Receipts  $2,386.50 

Cash  Disbursements; 

A.  S.  von  Mansfelde,  Salary,  $ 300.00 

R.  W.  Fouts,  Salary 300.00  $ 600.00 


Attorney  Fees: 

R.  P.  Stout  600.00 

J.  P.  Baldwin 186.26 

H.  A.  Bryant 455.00  1,241.26 


R.  W.  Fouts,  Expense 84.85 

Shaw-Walker,  Filing  Cabinet  80.15  165.00 


Total  Cash  Disbursements $2,006.26 


Total  Disbursements  for  Year  1928 4,901.42 


Balance — Cash  on  Hand  Dec.  31,  1928 $2,154.69 

STATEMENT  OP  INVESTMENTS 
Jan.  1,  1928,  to  Dec.  31,  1928. 

Investments  on  Hand  Jan.  1,  1928: 

Cash  held  by  Peters  Trust  Co $ 216.35 

Securities  held  by  Peters  Trust 
Co 4,000.00  $4,216.35 


Balance  in  Account — Omaha  Loan 

& Bldg.  Assn 1,329.46 

Balance  in  Account — Conservative 

Sav'.  & Loan 2,619.80 


$8,165.61 

Additions  to  Investments  During  Year  1928: 

By:  Interest  Credits — Peters  Trust 

Co $ 175.00 

Transfer  from  Income  Acct. — 

Peters  370.00 

Dividend  Credits  — Omaha 

Loan  & Bldg 67.26 

Investment  — Nebr.  Central 

Bldg.  & Loan 1,500.00 

Interest  Credits — Nebr.  Cen- 
tral Bldg.  & Loan 73.22 


Excess  Cash  over  Disbursements 380.24 

Cash  on  Hand  Jan.  1,  1928 706.21 

Balance  Dec.  31,  1928 $1,086.45 


STATEMENT  OP  INVESTMENTS 


January  1,  1928  to  December  31,  1928 
investments  on  Hand  .Jan.  1,  1928: 

Cash  held  by  Peters  Trust  Co $ 198.30 

Securities  held  by  Peters  Trust  Co...  1,500.00 


Total  Jan.  1,  1928 $1,698.30 

Interest  Credited  During  Year 123.75 


$1,822.05 

Cash  Transferred: 

Trustees  Fee  for  Year  Ending  2/8/28..  6.25 

Transferred  to  Principal  Account 300.00  306.25 


$1,515.80 

Additions  to  Investment: 

Transferred  from  Income  Account....  300.00  300.00 


Investment  on  Hand  .Jan.  1,  1929 $1,815.80 

Represented  By: 

Cash  Held  by  Peters  Trust  Co 15.80 

Securities  Held  by  Peters  Trust  Co...  1,800.00  $1,815.80 
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ROSTER  OF  OP'FICERS 

Dr.  B.  R.  McGrath,  Grand  Island,  President 1929 

Dr.  Frank  S.  Owen,  Omaha,  President-Elect 1930 

Dr.  E.  L.  Brush,  Norfolk,  Vice  President 1929 

Dr.  W.  R.  Boyer,  Pawnee  City,  Vice  President 1929 

Dr.  R.  B.  Adams,  Lincoln,  Secretary-Treasurer 1930 

COUNCILORS 

Dr.  R.  D.  Bryson,  Calloway 1929 

Dr.  L.  W.  Rork,  Hastings 1929 

Dr.  C.  A.  Selby,  North  Platte 1929 

Dr.  F.  W.  Plehn,  Scottsbluff 1929 

Dr.  A.  P.  Overgaard,  Omaha,  Secretary 1930 

Dr.  H.  .1.  Lehnhoff,  Lincoln 1930 

Dr.  C.  P.  Fordyce,  Falls  City 1930 

Dr.  A.  E.  Cook,  Randolph 1930 

Morris  Neilsen,  Blair 1931 

Dr.  M’.  J.  Douglas,  Atkinson 1931 

Dr.  FYank  Tornholm,  Wahoo,  Chairman 1931 

Dr.  H.  E.  Potter,  Fairbury 1931 

DELEGATES  TO  A.  M.  A. 

Dr.  A.  D.  Dunn,  Omaha 1929 

Dr.  R,  W.  Fonts,  Omaha 1930 


DELEGATE,  COUNCIL  ON  MEDICAL  EDUCA- 


TION, A.  .M.  .\. 

Dr.  J.  S.  Welch,  Lincoln 1929 

MEDICO-LEGAL  DEFENSE  COMMITTEE 

Dr.  Roy  W.  Fonts,  Omaha,  Chairman 1929 

Dr.  C.  A.  Hull,  Omaha 1930 

Dr.  R.  B.  Adams,  Lincoln,  Secretary .-. 1930 


Note;  In  case  of  suit  notify  secretarj’  at  once. 


THE  ANNUAL  COUNCILOR  MEETING 
AND  REPORT 

\\  e are  sometimes  asked  what  becomes  of  the 
eight  dollars  we  pay  for  dues.  Why  is  so  much 
money  needed  ? The  answer  is  in  the  report  of 
the  councilor  meeting  published  in  this  issue  of 
the  Journal.  It  is  the  duty  of  every  member  to 
study  this  report  and  inform  himself.  The  Ne- 
braska State  Medical  Association  has  become  a 
small  giant  functioning  in  various  activities  for 
the  good  of  the  profession  and  the  public  wel- 
fare. The  council  and  the  several  standing  com- 
mittees are  the  pulsating,  functioning  parts  of 
the  organization  from  one  annual  meeting  to  an- 
other. The  delegates  to  the  American  Medical 
Association  constitute  a committee  that  keep  us 
in  touch  with  the  activities  of  this  great  organ- 
ization. Read  the  delegates’  report.  The  pub- 
lic activities  committee  is  functioning  in  a sur- 
prisingly active  manner,  by  promoting  health  edu- 
cation courses  at  the  state  normal  schools,  at  the 
.state  university,  at  the  annual  meeting  places  of 
the  Nebraska  State  iMedical  Association  and  by 
health  exhibits  at  the  state  fair.  The  report  is 
well  worth  reading.  The  program  committee 
functions  quietly  and  effectively.  Last  year’s 
program  was  one  of  the  best  ever  presented.  The 
work  of  the  campaign  committee  and  also  of  the 
legislative  committee  are  not  matters  often  put 
into  print ; but  the  functioning  of  these  commit- 
tees is  well  known  to  those  who  keep  in  touch 
with  association  affairs.  The  committee  on 
medical  defense  is  active  throughout  the  year 
and  handles  several  dozen  alleged  malpractice 
cases  effeciently.  The  financial  report  shows  an 
annual  budget  well  above  nine  thousand  dollars, 
with  over  seventeen  hundred  dollars  transferred 
to  the  Journal  fund,  over  twenty-three  hundred 
dollars  to  the  defense  fund  and  smaller  sums  to 
various  committees  and  activities  for  the  good  of 
the  profession.  The  report  also  shows  a balance 
on  hand  in  the  general  fund  represented  by  in- 
vestments of  ten  thousand  dollars.  The  Journal 
fund  has  investments  of  over  fifty-six  hundred 
dollars,  while  the  defense  fund  has  investments 
of  over  eighteen  hundred  dollars.  This  shows  a 
prosperous  condition  and  an  ability  to  undertake 
and  handle  new  problems.  Study  the  report  care- 
fully and  be  convinced  your  eight  dollars  is  go- 
ing to  a good  purpose  and  is  being  handled  by 
your  servants  in  an  efficient  manner. 

You  pay  from  fifteen  to  thirty  dollars  annual- 
ly to  belong  to  your  golf  club,  or  to  one  of  the 
luncheon  clubs,  and  never  ask  why  it  costs  so 
much  ; why  should  one  question  the  eight  dol- 
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lars  that  goes  to  the  organized  profession,  con- 
cerned with  one's  life  work? 

Jt  takes  money  to  get  worth  while  things  done. 


THE  LATE  COLONEL  JOHN.  M.  BAN- 
NISTER 

John  M.  Banister,  Omaha,  Nebr. : iMedical  De- 
partment University  of  \'irginia,  1H7H;  ophthalm- 
ologist and  otolaryngologist  in  Omaha  since 
1910 : previous  to  that  for  thirty  years  in  the 
medical  corps  of  the  U.  S.  Army  in  home  and 
foreign  service;  president,  Nebraska  State  Medi- 


JOHN  M.  BANISTER 


cal  Association,  1919-1920  ; died  January  ;51,  1929, 
following  a long  standing  cystitis,  wbicb,  with 
an  acute  exacerbation,  terminated  in  hypostatic 
pneumonia ; aged  seventy-four  years. 

Colonel  J.  M.  Banister,  Medical  Department, 
U.  S.  Army  (retired),  was  born  at  Greensboro, 
Alabama,  the  son  of  an  Episcopal  minister.  In 
1874  he  graduated  from  Washington  and  Lee 
University  and  then  attended  the  University  of 
Virginia  Medical  College  and  received  his  medi- 
cal degree  in  1878.  He  entered  the  Medical 
Corps  of  the  U.  S.  Army  in  1879  and  served  with 
distinction  until  his  retirement,  after  over  thirty 
years'  service,  in  1910.  During  his  service  he 
developed  his  knowledge  of  opthalmology  by 
studying  in  New  York  and  Philadelphia.  While 
stationed  at  Fort  Leavenworth  he  carried  out  a 
series  of  tests  on  healthy  soldiers  which  establish- 


ed a new  standard  in  regard  to  the  dynamics  of 
coordinated  eye  movements.  He  early  recognized 
the  value  of  the  Bassini  operation  and  it  was 
through  his  efforts  that  it  was  introduced  into 
the  army  and  became  the  authorized  procedure 
for  hernia.  When  in  command  of  the  ho.spital 
of  the  military  academy  at  West  Point  he  modern- 
ized and  equipped  the  operating-  room  and  used 
his  operative  skill  to  give  the  cadets  the  benefit 
of  skilled,  modern  surgery.  In  the  Phillipines, 
while  chief  surgeon  of  the  Department  of  Luzon, 
and  later  in  command  of  the  First  Reserve  Hos- 
pital, he  met  the  problems  of  tropical  medicine 
fearlessly  and  successfully. 

He  entered  the  army  as  a lieutenant  and  on 
retirement  he  ranked  as  a full  colonel. 

\\  hereever  he  served,  in  whatever  situation, 
he  fulfilled  his  duties  with  intelligence,  courtesy, 
skill  and  courage. 

The  thousands  of  his  friends  among  the  en- 
liste<l  men  and  officers  bear  witness  that  he  ever 
upheld  the  highest  traditions  of  medicine  and  of 
the  U.  S.  Army. 

Doctor  Banister  was  president  of  the  Nebraska 
State  Medical  Association  in  1919-1920,  and  al- 
ways one  of  its  most  active  members.  He  was 
a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  of  the  Am- 
erican Medical  Association.  He  attended  the  In- 
ternational Congress  of  Surgeons  at  IMoscow  in 
1897  and  read  a paper  on  the  Bassini  operation 
before  that  body.  He  was  a member  of  the  Oma- 
ha Professional  Men’s  and  University  clubs. 

My  own  intimate  association  with  him  for 
nineteen  years  enables  me  to  testify  to  those 
qualities  which  have  endeared  him  to  all  mem- 
bers of  this  Association.  His  upright,  dignified 
bearing  was  symbolical  of  the  spirit  whose  in- 
tegrity, honor  and  uprightness  impressed  them- 
selves immediately  on  his  fellows.  He  was  often 
spoken  of  by  his  friends  as  a gentleman  of  the 
old  school.  James  Blair,  the  founder  of  Wil- 
liams and  Mary  College,  and  John  Blair,  Jr.,  one 
of  the  signers  of  the  Declaration  of  Independence, 
were  members  of  his  family  and  his  ancestors 
were  among  the  early  English  settlers  of  \'irginia 
and  represented  the  best  traditions  of  the  south. 

But  added  to  all,  his  love  for  his  fellows  gave 
that  added  charm  to  his  innate  courtesy  for  which 
he  was  so  well  known. 

Our  heads  are  bowed  in  sorrow  because  he  has 
left  us,  but  who  can  deny  that  his  remarkable 
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embodiment  of  what  was  upright,  kind  and  true 
will  increasingly  inspire  our  profession,  even 
though  he  is  gone. 

He  was  buried  from  the  First  Presbyterian 
church  with  a military  ceremony  in  charge  of 
Major  General  Harry  A.  Smith,  commander  of 
the  Seventh  Corps  area. 

The  sun  has  gone 

And  yet,  now  comes  the  beauteous  portion  of  the  day 
Lingering  but  a brief  half  hour,  and  then  the  night. 
My  friend  has  gone 

And  by  the  glorious  coloring  of  his  life  and  way 
Inspiring  us  forever  with  increasing  light. 

— H.  B.  Leniere. 


LEGISLATIVE  .MATTERS 

The  profession  is  interested  in  what  transpires 
in  the  legislature.  If  results  are  to  be  expected 
this  must  be  an  active  interest.  The  legislative 
committee  must  be  supported  in  efforts  to  pass 
or  kill  the  following  bills  as  indicated.  Write  to 
your  senators  and  representatives  at  once.  They 
want  your  support  in  whatever  they  do  on  these 
measures. 

The  following  three  measures  should  have 
your  active  support : 

H.  R.  No.  186.  allowing  the  Board  of  Control  to 
fix  salary  of  Superintendents  of  the  Nebraska  Hos- 
pitals for  Insane,  and  the  Warden  of  the  Penitentiary. 

H.  R.  No.  527  creates  State  Anatomical  Board,  and 
provides  for  the  distribution  and  the  use  of  certain 
dead  human  bodies  for  educational  purposes. 

H.  R.  No.  543.  gives  the  Department  of  Public  Wel- 
fare power  to  inspect  certain  additional  homes,  in- 
stitutions, etc.,  amends  existing  laws. 

The  following  Bills  should  be  killed.  Write 
your  representative  at  once. 

H.  R.  No.  253,  introduced  by  Stanley  Wright  of 
Box  Butte.  Provides  that  all  health  boards.  State. 
County  or  Municipal,  shall  comprise  not  more  than 
two  doctors.  One  from  a medical  school  and  one 
from  a drugless  school  of  healing,  one  competent 
business  man  and  four  or  more  sanitary  engineers 
qualified  by  technical  training  and  knowledge.  In 
the  event  of  an  insufficient  number  of  such  trained 
engineers,  it  shall  be  the  duty  of  those  empowered, 
etc.  to  appoint  men  of  practical  experience  in  sani- 
tation such  as  expert  or  master  plumber,  etc.  Furth- 
er— the  public  health  director  of  the  state,  as  well 
as  the  health  commissioner  of  city  or  county,  shall  in 
every  case  be  a competent,  experienced,  sanitary  en- 
gineer who  is  not  a graduate  of  any  system  or  school 
of  healing,  etc. 

Senate  File  No.  152,  introduced  by  Senator  Mc- 
Gowan of  Norfolk.  An  Act  to  amend: — provides  that 
a witness  in  a civil  action  may  be  required  to  respond 
to  a subpoen.a  of  the  district  court  any  place  within 
the  state  upon  payment  to  him  in  advance  of  the 
mileage  fees  provided  by  law  for  the  purpose  of  giv- 
ing testimony  before  the  court,  but  for  taking  his 
deposition  he  may  not  be  required  to  respond  to  a 
subpoena  outside  of  the  county  where  he  resides,  or 


where  he  may  be  when  the  subpoena  is  served  upon 
him. 

The  Newton  Bill,  in  the  National  Congress,  H.  R. 
No.  14070,  a Bill  to  provide  a Child  AVelfare  Exten- 
sion service,  and  for  other  purposes.  Your  Legisla- 
tive Committee  urges  you  to  wire  or  write  your  L^nit- 
ed  States  Senator  and  Congressman,  asking  him  to 
oppose  this  Bill.  The  A.  M.  A.  is  also  opposing  this 
Bill. 

Several  other  vicious  bills  have  been  killed  in 
committee  and  need  not  here  be  mentioned. 


ARE  WE  AERAID  OF  IMPORTED 
TALEXT? 

A correspondent  writes  that  last  ^larch  he  se- 
cured as  associate,  a Dr.  J.  A.  B.,  from  the  Mayo 
Clinic,  where  he  had  finished  a three  year  fel- 
lowship and  in  addition  three  months  in  clinical 
patholog}'.  He  is  a graduate  of  the  University  of 
Manitoba  and  had  a good  internship  at  Ft.  Wil- 
liams, Ontario.  He  is  a native  of  Canada,  but 
had  taken  out  his  first  naturalization  papers 
three  years  ago.  He  is  licensed  in  California 
where  he  had  practiced  for  about  a year  before 
going  to  the  Mayo  Clinic.  When  he  came  to  Ne- 
braska he  filed  his  papers  with  the  Board  and 
was  refused  a license  pending  completion  of  his 
citizenship — hence  he  could  not  engage  in  prac- 
tice in  this  state.  The  party  referred  to  is  a high 
class  man  in  every  respect,  says  our  corre- 
spondent. and  he  wonders  why  Nebraska  should 
have  such  silly  regulations  as  to  keep  out  high 
class  man  three  years  after  he  has  applied  for 
citizenship  and  has  lived  in  the  country  over  five 
years ; while  on  the  other  hand  there  are  many 
doctors  in  the  state  who  are  a disgrace  to  the 
profession  and  are  poor  citizens  who  are  not  re- 
stricted or  restrained  in  the  least  in  the  jwactice 
of  medicine. 

It  seems  not  only  unfortunate  but  unju»t  to 
have  such  a rule  in  the  Department  of  Welfare: 
but  it  is  there.  Under  existing  laws  a foreigner 
who  comes  to  this  country  and  applies  for  natur- 
alization may  vote  at  local  and  state  elections  and 
is  accepted  in  practically  all  respects  as  one  of  us 
in  social,  civic  and  commercial  matters : should 
the  Department  of  Public  Welfare  impose  such 
restriction  on  medical  men!  M’hy  this  injustice? 

This  regulation  must  date  back  to  the  period 
immediately  succeeding  the  war  and  must  have 
had  its  inception  in  the  fear  that  the  profession 
would  be  overrun  by  foreigners,  which  is  coward- 
ly- 

Let  us  show  our  liberality  by  doing  away  with 
such  drastic  regulations.  ‘‘A  man  is  a man  for 
a’  that". 
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POST  .MORTEMS 

Once  upon  a time  the  doctor  was  prudent  and 
discreetly  buried  his  mistake,  and  he  was  loved 
by  the  community  and  his  patients.  The  modern 
doctor  is  scientific,  and  fearlessly  has  a post  mor- 
tem examination  made  before  he  buries  his  mis- 
take. And  he  is  sued  by  his  patient's  relatives 
and  loved  by  the  relatives’  lawyer. 

It  appears  to  be  difficult  for  the  medical  pro- 
fession to  realize  that  some  desirable  scientific 
programs  are  legal  hazards. 

Post  mortem  e.xaminations  are  now  a require- 
ment for  Plospital  Standardization.  Post  mortem 
examinations  may  be  scientific  assets,  but  they  are 
legal  liabilities. 

No  matter  how  the  “autopsist”  is  secured,  he 
is  legally  an  employee  of  the  immediate  relatives 
of  the  autopsy  subject. 

The  immediate  relatives  are  legally  entitled  to, 
and  may  demand,  a report  from  the  physician  who 
made  the  autopsy.  This  report  must  be  the  same 
as  the  one  made  for  record. 

This  report  is  sufficient  medical  evidence  to 
file  a suit,  and  get  the  suit  before  a jury,  for 
alleged  mal-practice  or  manslaughter. 

The  employee,  that  is  the  doctor  or  layman, 
who  made  the  autopsy,  can  be  subpoened  and 
compelled  to  state  what  he  saw,  what  he  did  and 
what  he  said. 

The  doctor  who  did  the  autopsy  is  a plaintiff 
witness  and  be  be  so  used  in  whole  or  part  in 
the  examination  of  any  defendent  witness. 

The  physician  or  physicians  who  attended  the 
patient  is  accountable  and  any  evidence  disclosed 
by  the  autopsy  which  may  be  prejudicial  to  him, 
or  them,  cannot  be  prevented  from  appearing  in 
the  trial. 

Mal-practice  is  based  upon  negligence.  Medi- 
cal negligence  in  law,  is  doing  something  that  a 
reasonably  prudent  doctor  would  not  do  under 
the  circumstances,  or  failure  to  do  something  that 
a reasonably  prudent  doctor  would  do  under  the 
circumstances. 

Post  mortem  procedures  may  supply  readily 
available  incriminating  evidence.  In  every  case, 
the  accountability  should  be  kept  in  mind  and 
there  should  be  a reasonable  certainty  that  the 
scientific  knowledge  to  be  gained  outweighs  the 
legal  risk. 


NEBRASlvA  SECTION,  AMERICAN  COL- 
LEGE OF  SURGEONS 

The  annual  meeting  of  the  Nebraska  Section 
of  the  American  College  of  Surgeons  will  be  held 
in  Lincoln,  Thursday  and  Friday,  March  14th 
and  15th.  All  physicians,  whether  members  of 
the  College  or  not,  are  invited  to  attend.  Head- 
quarters for  the  meeting  will  be  Cornhusker  Ho- 
tel, 13th  and  M Sts. 

Arrangements  are  being  made  for  some  na- 
tionally known  speakers.  There  will  be  opera- 
tive clinics  at  the  various  hospitals  Thursday  and 
Friday  mornings. 

Detailed  information  and  programs  will  be 
mailed  out  later. 

A QUESTION  OF  X-RAY  ETHICS  AND 
COMPENSATION 

A medical  friend  out  in  the  state  sent  us  the 
following  question  for  a judicial  opinion  under 
the  evident  impression  that  an  editor  is  necessar- 
ily an  authority : 

“What  is  the  custom  or  habit  of  the  profession  m 
compensation  cases  when  the  insurance  company  de- 
mands the  x-ray  film  for  diagnosis  by  their  own 
staff? 

“Had  a telephone  man  come  in  yesterday  morning 
demanding  to  see  the  x-ray  of  one  of  its  employees. 
Had  informed  him  that  there  was  no  fracture.  The 
gentleman  looked  at  the  film  very  critically  and  then  „ 
announced  that  he  would  send  the  patient  to  Omaha. 

“This  morning  have  a request  from  an  insurance 
company  in  Iowa  for  a film  of  a fracture  ®f  the 
fibula. 

“If  we  are  not  able  to  interpret  our  films  why  not 
send  in  our  thermometers  and  have  these  men  see 
whether  we  are  able  to  read  a thermometer  correct- 
ly. One  is  as  logical  as  the  other. 

“Would  appreciate  your  comment  on  the  above 
question.” 

To  which  we  answered:  ‘T  am  at  a loss  to 
answer,  for  this  question  has  not  come  before  me 
in  my  own  practice.  I do  not  know  what  the 
practice  is  in  such  cases.  I would  think,  how- 
ever, off-hand,  that  in  case  the  company  wants 
to  check  up  on  the  diagnosis,  that  courtesy  would 
prevail  and  one  would  send  the  film. 

“Such  things  often  are  very  aggravating  and 
I can  see  good  cause  for  resentment ; but  after 
all,  one  had  better  swallow  his  pride  and  comply 
with  the  request. 

“It  is  very  similar  to  the  references  we  are 
so  often  asked  to  fill  out  by  insurance  companies 
for  our  friends  who  are  under  consideration  for 
appointment  as  local  examiners.  We  should  be 
paid  for  doing  so ; yet  we  ahvays,  more  or  less 
cheerfully,  do  it  without  thought  of  compensa- 
tion.” 

Any  member  desiring  to  discuss  this  question 
will  be  granted  space  to  do  so. 
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ORGANIZING  FOR  EFFICIE5:CY 

Before  the  annual  Conference  of  State  As- 
sociation Secretaries  and  Editors  at  the  head- 
quarters of  the  American  Medical  Association, 
Chicago,  in  November  last,  Dr.  II.  H.  Shoulders, 
secretary-editor  of  the  Tennessee  State  ^ledical 
Association  read  a very  able  paper  under  the  title 
above  given.  This  and  other  papers  brought  out 
full  and  free  discussion  of  organizational  prob- 
lems in  the  several  states,  in  which  the  delegates 
from  Nebraska  participated  as  follows  (Ameri- 
can Medical  Association  Bulletin,  Jan.,  192!))  : 

Dr.  R.  B.  Adams,  Nebraska:  Nebraska  is  another 
one  of  the  states  situated  a good  deal  as  Tennessee 
is.  This  state  is  450  miles  long  and  250  miles  wide, 
with  about  a million  and  a third  population,  and 
probably  two-thirds  of  that  population  is  in  the 
eastern  third  of  the  state.  There  are  ninety-three 
counties,  one  of  which  has  about  3,000  population  and 
is  bigger  in  area  that  Rhode  Island.  There  are  so 
few  physicians  in  many  of  the  counties  that  they 
cannot  organize.  Because  of  the  immense  distances, 
they  cannot  combine  in  those  sections  of  the  gtate. 

We  have  been  wondering  for  a number  of  yvars 
what  we  could  do  with  those  counties.  The  men  out 
in  those  county  societies  still  belong  to  the  organiza- 
tion and  are  intensely  loyal  to  the  state  society,  but 
they  say  they  are  not  getting  anything  for  their 
$8  a year,  which  is  true. 

We  have  devised  another  method  of  helping  those 
men.  Instead  of  trying  to  organize  those  societies 
and  having  paper  societies,  we  are  trying  to  develop 
some  work  that  will  result  in  good  to  them.  So  far 
we  have  done  two  things  that  we  think  will  eventual- 
ly help  a whole  lot.  One  of  them  is  that  we  are 
carrying  a course  of  instruction  to  the  state  normal 
schools.  Every'  y'ear  a course  is  given,  and  physi- 
cians in  the  community  where  the  state  normal  school 
is  located  appear  on  the  program  and  give  talks  on 
health  and  medicine.  We  are  trying  to  teach  those 
girls  and  boys  who  are  going  to  be  the  country* 
school  teachers  of  the  state,  to  have  a health  con- 
sciousness, and  in  their  work  with  the  children  they 
will  develop  the  idea  of  looking  to  the  family  physi- 
cian for  the  things  they  should  look  to  him  for.  We 
are  hoping  that  this  will  bring  good  results. 

We  are  also  holding  exhibits  at  our  state  fair.  We 
have  a state  fair  which  draws  about  a third  of  the 
population  of  the  state,  and  we  have  an  exhi’^it  there. 
This  year  they  turned  over  an  entire  building  to  us, 
and  we  were  swamped.  As  a result  of  that,  there 
were  some  hitches  in  the  operation,  but  those  ean 
be  ironed  out.  We  are  trying  to  do  the  same  thing 
there  with  the  people  that  we  are  doing  through  the 
normal  schools.  We  have  a baby  show,  we  have 
periodic  health  examinations,  we  have  health  talks 
and  we  have  stercopticon  and  moving  picture  shows 
on  health  subjects. 

The  reaction  we  get  is:  “Why  haven’t  you  been 
doing  this  for  a long  time?”  The  people  are  crazy 
for  it. 

Last  fall  we  conceived  the  idea  that  we  would  give 
one  person  from  each  county  a health  examination 
free  of  charge.  That  examination  is  organized  ac- 
cording to  the  suggestions  of  the  American  Medical 
Association,  with  the  idea  that  the  family  physician 
does  the  examining.  The  person  is  not  examined  by 
a group  of  specialists;  he  goes  to  one  man,  who  makes 
the  examination.  We  have  x-ray*  and  laboratory 
men,  of  course. 

Instead  of  examining  one  man  from  each  county*. 


we  had  such  a demand  for  examinations  that  we 
could  not  handle  them.  The  physicians  examined 
all  day  long  during  the  seven  or  eight  days  of  the 
fair,  and  then  they*  did  not  examine  everybody  who 
wanted  to  be  examined.  We  think  the  result  of  that 
is  having  a good  effect  with  the  public.  We  are 
teaching  them  to  look  to  the  health  of  their  families 
and  to  go  to  the  family  physician  for  it. 

Dr.  F.  A.  Long,  Nebraska:  I should  like  to  tell 
about  a county*  society*  in  rural  Nebraska.  The  Madi- 
son County*  Medical  Society  was  organized  about 
twenty-four  y*ears  ago.  Gradually*  we  came  to  in- 
terest ourselves  in  having  a program  and  meeting 
more  often,  though  our  first  function  had  been  prin- 
cipally* that  of  pay*ing  dues.  Following  the  war,  the 
membership  in  several  of  the  counties  around  us 
got  small  and  they  could  not  keep  sufficient  interest 
to  organize  and  have  a county  society,  so  they  asked 
to  join  us,  and  we  now  hay*e  five  counties  belonging 
to  the  Madison  County*  Medical  Society. 

We  had  programs  of  our  local  men  for  several 
y*ears  until  interest  began  to  wane.  We  did  not  par- 
ticularly* care  to  hear  our  nel.ghbors  tell  us  what 
they*  knew  when  we  knew  a great  deal  more,  we 
thought,  so  we  asked  men  from  outside  to  come  in 
and  give  our  programs.  For  several  y*ears  that  has 
worked  wonderfully*  well.  We  get  men  from  Sioux 
City*.  Lincoln  and  Omaha  to  come  and  give  us  pro- 
grams, and  they*  are  glad  to  do  it.  Occasionally*,  we 
have  some  one  from  Kansas  City*  or  Chicago. 

There  is  one  drawback,  hotvever,  and  that  is  that 
it  does  not  bring  out  the  local  men  to  the  extent 
that  it  should.  The  secretary*  has  an  alphabetical 
list  of  members,  and  out  of  that  alphabetical  list,  at 
the  beginning  of  each  y*ear.  he  appoints  a committee 
for  each  monthly*  meeting  during  the  year.  Every 
one  knows  who  is  on  the  committee  for  e\*  ry*  month 
of  the  succeeding  year,  and  the  committee  is  re- 
sponsible for  the  program.  I have  in  mind  advancing 
a proposition  for  next  year  that  we  continue  asking 
men  from  outside  to  come  and  .give  part  of  the  pro- 
grams, but  that  the  committee  be  required  to  pre- 
sent part  of  the  program,  either  present  a case,  or 
several  cases  or  read  a paper. 

We  have  fifty*  members,  and  we  have  from  thirty* 
to  forty*  present  at  each  meeting.  We  think  the  plan 
yvorks  well. 

Dr.  R.  B.  Adams,  Nebraska:  Four  or  five  of  the 
societies  are  solving  the  problem  in  their  districts, 
but  they*  will  not  solve  the  problem  in  the  part  of  the 
state  that  I spoke  about.  One  point  that  Dr.  Long 
did  not  mention  about  his  society,  a point  brought 
up,  I believe,  in  Dr.  Shoulders'  paper,  is  that  when 
y*ou  combine  four  or  five  societies,  the  societies  that 
are  going  in  w'ith  a stronger  combination  lose  t>*eir 
identity*  and  delegates  to  the  state  medical  associa- 
tion. In  these  organizations  in  our  state  (I  do  not 
know*  whether  this  is  legal  or  not.  but  it  w*orks), 
there  is  a compact  society  and  each  local  society 
maintains  its  organization,  but  they*  meet  together 
for  convenience.  Each  society*  is  still  entitled  to  its 
representative  in  the  state  association.  The  five 
counties  that  Dr.  Long  belongs  to  legally*  would  be 
entitled  to  two  delegates,  but  from  our  association 
they*  usually*  send  fi\*e. 


CHRONIC  HEREDITARY  EDEMA:  MIL- 
ROY’S  DISEASE 

Chronic  hereditary  edema  consists  in  a firm 
edema.  It  is  limited  in  extent  to  the  toes  or  to  a 
part  or  the  whole  of  one  or  both  feet,  or  of  one 
or  both  legs.  It  never  extends  above  Poupart’s 
ligament.  It  is  not  painful  or  tender  and  is  with- 
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out  constitutional  symptoms.  It  arises  from  no 
apparent  cause.  Hereditary  transmission  is  con- 
spicuous in  its  behavior.  The  edema  is  permanent, 
although  it  subsides  to  some  extent  by  rest  in 
bed.  It  occurs  in  both  sexes.  It  is  not  inimical 
to  long  life.  Some  observations  have  suggested 
a bad  nervous  make-up  as  a predisposing  cause 
of  the  edema.  It  is  the  opinion  of  W.  F.  Milroy, 
Omaha  (Journal  A.  M.  A.,  Oct.  20,  1928),  that 
neither  arrested  mental  development  nor  a feeble 
or  perverted  nervous  system  is  an  etiologic  fac- 
tor in  this  trophedema.  Nor  does  the  edema  in- 
duce enfeebled  physical  development.  It  seems 
probable  that  there  is  a local  cause  for  the  edema. 
This  might  be  venous  obstruction  or  thrombosis, 
lymphatic  obstruction,  or  an  error  in  the  activity 
of  the  blood  vessels  or  lymphatics  dependent  on  a 
perverted  nerve  supply.  Raynaud’s  disease,  urti- 
caria and  angioneurotic  edema,  it  is  believed,  owe 
their  strange  existence  to  vasomotor  neuroses. 
These  differ  clinically  in  essential  particulars.  May 
not  other  apparently  wholly  different  and  extra- 
ordinary manifestations  of  vasomotor  activity  oc- 
cur? It  seems  very  possible  that  this  trophedema 
is  closely  allied  to  the  other  conditions  just  named 
and  is  another  whim  of  the  vasomotor  system.  All 
sorts  of  internal  remedies  and  local  treatment  for 
the  cure  of  this  condition  have  been  tried  without 
any  benefit  whatever.  The  treatment  of  the 
“acute  attacks”  is  symptomatic  and  palliative. 
For  the  edema,  firm  support  by  bandage  or  other 
appliance  is  of  great  value. 


PERINEAL  PROSTATECTOMY  UNDER 
SACRAL  ANESTHESIA 

Edwin  Davis,  Omaha  (Journal  A.  M.  A.,  Nov. 
24,  1928),  reviews  121  consecutive  cases  of  per- 
ineal prostatectomy  under  sacral  anesthesia  with 
no  deaths.  The  method  of  anesthesia  used  has 
been  the  so-called  sacral  block,  including  injection 
through  the  sacral  hiatus  (caudal  anesthesia)  as 
well  as  through  the  first,  second  and  third  sacral 
foramina  on  either  side.  Each  patient  received  a 
preliminary  hypodermic  injection  of  morphine,  34 
grain  (IG  mg.),  followed  by  a caudal  injection 
through  the  .sacral  hiatus  of  approximately  40  cc. 
of  1 per  eent  procaine  hydrochloride,  and  supple- 
mented by  the  injection  of  approximately  10,  8 
and  5 cc.  of  the  same  solution  into  the  first,  sec- 
ond and  third  sacral  foramina  on  either  side. 
There  has  not  been  a single  case  requiring  aux- 
iliary gas  inhalation  anesthesia  during  the  last 
fifty-one  consecutive  cases,  and  out  of  the  last 
hundred  cases  gas  has  been  necessary  during  the 
final  stages  of  enucleation  in  only  three  instances. 
Careful  attention  to  the  factors  of  preliminary 


preparation,  sacral  anesthesia  and  hemostasis  has 
resulted  in  reducing  the  immediate  mortality  of 
prostatectomy  to  almost  nil.  Delayed  hemorrhage 
has  oecurred  in  five  out  of  UG  cases.  Sudden, 
profuse  hemorrhage,  occurring  as  late  as  the 
tenth  postoperative  day,  and  interrupting  an  oth- 
erwise smooth  convalescence,  is  a menace  which 
cannot  be  foreseen  or  prevented.  This  occurs 
probably  as  the  result  of  infection  and  slough, 
and  constitutes  a grave  emergency,  in  that  its 
seriousness  may  not  be  recognized  until  the  pa- 
tient has  gone  into  collapse.  Hemorrhage  of  this 
character  is  a complication  which  should  not  be 
temporized  with  and  which  calls  for  immediate 
active  measures  directed  toward  mechanical  con- 
trol. In  three  of  the  five  cases,  a suprapubic  in- 
cision was  made  under  local  anesthesia  in  order 
to  permit  evacuation  of  clots  and  the  reintroduc- 
tion of  a hemostatic  bag  or  pack.  Hemorrhage 
of  this  character  was  indirectly  responsible  for 
one  of  the  deaths  in  that,  although  measures  di- 
rected toward  control  were  successful,  the  pa- 
tient’s resistance  was  lowered  by  loss  of  blood  to 
such  an  extent  that  gangrenous  infection  of  the 
incision  set  in,  resulting  in  general  sepsis  and 
death  ten  days  later.  Eighty-one  of  100  patients 
replying  to  inquiry  unequivocally  stated  that  they 
considered  themselves  well,  while  there  were  fif- 
teen improved  and  four  unimproved.  An  analysis 
of  the  data  indicates  that  the  majority  of  those 
who  reported  themselves  as  “improved”  rather 
than  “well  ” did  so  on  account  of  varying  degrees 
of  frequeney  of  urination.  Two  patients  had  a 
sufficient  degree  of  incontinence  to  be  the  cause 
of  considerable  inconvenience.  One  case  of  per- 
sistent complete  urinary  fistula  resulted  from  the 
formation  of  a fibrous  stricture  or  septum  at  the 
apex  of  the  prostate.  There  has  been  no  case  of 
immediate  postoperative  urethrorectal  fistula.  In 
the  case  of  retention  following  prostatectomy,  the 
condition  was  later  found  to  be  due  to  an  un- 
suspected vesical  carcinoma  occurring  in  the  re- 
gion of  the  prostatic  orifice. 


EDITORIAL  PARAGRAPHS 

Five  thousand  people  die  annually  in  India 
from  snake-bite ; last  year  twenty-seven  deaths 
from  snake-bite  were  reported  in  the  United 
States. 

Be  reminded  that  your  income  tax  report  must 
be  in  the  Omaha  office  by  March  15.  Expenses 
for  attending  medical  society  meetings  are  now 
deductable. 

The  First  International  Congress  on  Mental 
Hygiene  will  be  held  at  Washington,  D.  C.,  May 
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5-ln.  Mr.  Clifford  \\\  Beers.  3T0  Seventh  Ave., 
New  York  City,  is  secretary-general. 

The  Xorthwestern  Railroad  Co.  tendered  all 
their  >nrgeons  a free  trip  with  all  entertainment, 
to  Rafiid  City,  last  month,  where  a surgeons'  meet- 
ing was  held  at  the  Alex  Johnson  Hotel. 

.\  meeting  of  unusual  im])ortance  will  be  that 
of  the  Nebraska  Section.  .American  College  of 
Surgeons.  Cornhu>ker  hotel.  Lincoln,  Alarch  14- 
l.j,  to  which  all  Nebraska  jiliysicians  are  cordial- 
ly invited. 

It  is  authoritatively  stated  that  the  last  L'.  S. 
Maternity  and  Infancy  funds  available  for  Ne- 
braska will  be  used  to  send  a woman  physician 
into  many  counties  to  hold  Child  Health  Confer- 
ences and  to  advise  expectant  mothers. 

Contrary  to  what  might  have  been  e.xpected 
from  early  reports  the  English  King  seems  to  be 
recovering:  but  now  that  he  is  recovering  a mad 
scramble  is  on  for  the  credit  for  his  recovery 
under  the  guise  of  ruptured  medical  ethics. 

hollowing  close  upon  the  heels  of  the  propa- 
ganda to  promote  the  sale  of  cigarettes  by  decry- 
ing the  use  of  sweets,  comes  the  National  Food 
Products  Protective  Committee  with  letters  and 
circulars  to  combat  the  tobacco  propaganda. 

In  line  with  the  decision  of  the  courts  of  New 
Jersey.  .Attorney  General  Sorenson  has  issued  an 
opinion  that  only  a licensed  physician  and  sur- 
geon has  the  right  to  operate  an  x-ray  machine 
to  give  treatment  and  to  interpret  x-ray  pictures. 

Any  one  having  his  ear  attuned  to  the  signs 
of  the  times  must  notice  that  a more  vigorous 
policy  of  enforcement  of  quarantine  and  of  vac- 
cination prevails  in  the  state  bureau  of  health, 
as  evidenced  in  news  items  from  at  least  three 
point.s  in  the  state  where  epidemics  prevail. 

Recently  an  S.  O.  S.  call  went  out  from  Grant 
county  for  a ])hysician.  one  of  the  county’s  two 
physicians  having  been  taken  ill  while  influenza 
was  prevailing.  So  many  responses  came  that  the 
county  now  wants  it  known  that  they  are  sup- 
plied. This  looks  as  if.  after  all.  ])hysicians  will 
go  to  the  rural  districts  to  practice. 

Wonder  how  many  readers  of  the  Xcbraska 
State  Medical  Journal  observed  last  month  that 
the  Journal  arrived  in  an  envelope  instead  of  be- 
ing wrapped  ? We  also  wonder  how  much  bet- 
ter you  like  it  this  way.  It  is  thought  a worth 
while  im])rovement.  It  costs  the  Journal  fund 
several  hundred  dollars  additional  each  year. 

In  an  article  in  the  International  Journal  of 


Surgery,  for  January,  1929,  Dr.  Fred  H.  Albee, 
internationally  known  orthopedist.  New  A'ork 
city,  highly  commends  the  method  of  Dr.  H.  W. 
Orr,  Lincoln,  for  treating  osteomyelitis  and  cites 
several  cases  treated  bv  the  method,  .\lbee  sug- 
gests  that  Orr’s  results  may  be  ex])lained  by  the 
action  of  the  bacteriophage. 

Propoganda  started  by  Dr.  Palmer  Finley. 
Omaha,  in  his  Presidential  -Address,  advocating 
a better  and  fuller  course  of  teaching  in  obstetrics, 
before  the  .American  .Association  of  Obstetrics 
and  Gynecology  at  Toronto,  last  summer,  is  at- 
tracting the  attention  of  the  medical  press  and 
already  three  colleges.  Iowa,  Indiana  and  Long 
Island,  have  adopted  more  comprehensive 
courses. 

The  annual  meeting  of  the  .American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  this 
year  at  Dayton.  Ohio,  on  Alarch  2a.  2(5  and  21. 
The  primary  object  of  this  association  is  to  bring 
together  each  year  men  who  are  especially  in- 
terested in  the  study  of  goiter  and  its  associated 
problems.  Alembers  of  state  and  provincial  medi- 
cal societies  are  eligible  and  cordially  invited  to 
participate  as  attending  members. 

Julia  Lathrop  of  the  Children’s  Bureau  says 
in  The  Women’s  Journal  that  for  the  year  end- 
ing June  30,  1929,  $182,102,215  have  been  ap- 
propriated for  cooperative  projects  or  for  out- 
right grants  to  states  and  of  this  amount  $1,240.- 
000  is  for  Welfare  and  Hygiene  of  Alaternity  and 
Infancy  under  the  Sheppard-Towner  .Act.  and 
compares  the  two  to  show  the  silliness  of  ob- 
jecting to  the  Sheppard-Towner  .Act  on  the  theory 
of  State  Aledicine. 

The  recent  trial  of  three  powwow  doctors  at 
AMrk,  Pa.,  for  murder  and  their  conviction,  re- 
minds the  writer  of  his  boyhood  days  in  the  Le- 
high A’alley  where  belief  in  witches  and  sorcery 
were  at  that  time  more  or  less  common.  If  a 
cow  gave  blood}'  milk  she  was  thought  to  be  be- 
witched. If  a horse  became  sick  and  the  illness 
could  not  be  readily  explained  by  rational  methods 
he  was  bewitched.  .Andy  Graver  was  the  M’itch 
doctor  of  the  community  and  his  services  were 
in  great  demand  over  a large  territory.  .A  neigh- 
bor’s horse  became  ill.  refused  to  eat.  etc.  The 
witch  doctor  was  sent  for.  He  explained  that  if 
an  augur  hole  were  bored  through  the  feed  trough 
and  a wooden  pin  placed  therein  and  driven  in 
harder  every  day  the  witch  would  get  sick.  The 
pin  was  driven  further  each  day  with  much  en- 
thusiasm and  after  a number  of  days  a man  in 
the  community  became  ill  with  colic — and  the 
neighbors  said : “I  told  you  so.” 
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THE  SOCIETIES 

Regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society,  January  22,  1929. 

Meeting  was  called  to  order  by  Dr.  Frank  M.  Con- 
lin  who  presided  in  the  absence  from  the  city  of  both 
the  president  and  vice  president. 

Dr.  C.  A.  Roeder  presented  a case  showing  the 
complete  removal  of  the  right  half  of  the  neck  for 
epithelioma  of  a branchial  cleft  remnant.  This  was 
discussed  by  Dr.  Johnson. 

Drs.  George  W.  Pritchard  and  C.  H.  Waters  re- 
ported a case  of  ruptured  uterus  with  specimens. 
This  was  discussed  by  Drs.  Wearne  and  Bridges. 

Dr.  Conlin  then  presented  the  guest  speaker  of  the 
evening,  Dr.  Fi'ederick  A.  Willius  of  Rochester,  Min- 
nesota, who  talked  on  "Digitalis  in  Medicine”.  This 
paper  was  discussed  by  Drs.  Kleyla,  Anderson,  Sachs, 
Heagey,  Fitzgibbon,  Bridges  and  Warren  Thompson. 

The  Omaha- Douglas  County  Medical  Society, 
February  12,  1929. 

The  meeting  was  called  to  order  by  President  Lang- 
don  sharply  at  eight  o’clock  and  he  announced  that  all 
meetings  would  be  called  promptly  at  eight  o’clock, 
and  would  be  adjourned  promptly  at  ten  o’clock  un- 
less those  in  attendance  signified  their  desire  to  con- 
tinue. 

The  president  also  announced  that  the  Society 
would  go  to  Lincoln  on  Tuesday  evening,  February 
19th,  to  put  on  a return  program  for  the  Lincoln  So- 
ciety and  urged  all  members  who  possibly  could,  to 
go  down. 

Dr.  Lemere  read  resolutions  of  regret  at  the  death 
of  Dr.  Banister  and  the  report  was  adopted  by  the 
Society. 

Dr.  H.  B.  Hamilton  presented  the  first  paper  on 
the  program,  entitled  “Pediatric  Clinic”.  This  was 
discussed  by  Drs.  Clark  and  Henske. 

Dr.  C.  A.  Roeder  gave  a talk  entitled  “A  Post-op- 
erative Review  of  1400  Resections  of  the  Thyroid 
Gland”  illustrated  by  lantern  slides.  This  was  dis- 
cussed by  Drs.  W.  A.  Killins,  Rodney  Bliss  and  Don- 
ald Macrae. 

— Herman  M.  Jahr,  Sec. 

The  annual  meeting  of  the  Dawson  County  Medical 
Society  was  held  at  Gothenburg,  January  18,  after  a 
banquet  at  the  Hotel  Houston.  Dr.  A.  W.  Anderson, 
Lexington,  was  elected  president;  Dr.  R.  S.  Wycoff, 
Lexington,  secretary-treasurer.  Dr.  R.  D.  Bryson, 
Calloway,  read  a paper  on  ‘‘Focal  Infection”. 

The  regular  meeting  of  the  Richardson  County 
Medical  Society,  January  11,  was  held  in  the  club 
room  of  the  Hotel  Weaver,  Falls  City,  after  a dinner. 
Dr.  C.  B.  Fordyce,  Falls  City,  read  a paper  on  Lord 
Lister;  Dr.  J.  M.  Greene,  Falls  City,  a paper  on  Dis- 
eases of  the  Thyroid.  Dr.  M.  L.  Wilson,  Falls  City, 
was  elected  president;  Dr.  C.  L.  Hustead,  Falls  City, 
secretary- treasurer.  The  society  has  23  members 
out  of  a possible  26. 

The  Lincoln  County  Medical  Society  met  Wednes- 
day, Dec.  12,  1928.  Officers  were  elected  for  1929  as 
follows:  Dr.  J.  B.  Redfield,  president;  Dr.  H.  H. 

Walker,  secretary-treasurer;  Dr.  C.  F.  Heider,  dele- 
gate. 

Meetings  will  be  held  once  a month  and  medical 
and  surgical  topics  will  be  discussed.  The  meetings 
will  be  in  the  form  of  a round  table  discussion  fol- 
lowing a noon  day  luncheon  and  will  be  held  the  sec- 
ond Thursday  In  each  month. 


HUMAN  INTEREST  TALES 

Dr.  and  Mrs.  A.  F.  Jonas,  Omaha,  have  gone  to 
Florida,  Cuba  and  the  Canal  zone. 

Dr.  Max  Emmeit  has  become  chief  of  staff  of  the 
Evangelical  Covenant  hospital,  Omaha. 

Surprise,  Nebr.,  village  of  300  people  in  Butler 
county,  is  reported  without  a physician. 

Dr.  Ole  Grothan,  St.  Paul,  Nebr.,  submitted  to  an 
operation  for  strangulated  hernia  recently. 

Dr.  P.  J.  Gustin,  recently  connected  with  Dr.  Clyde 
Roeder,  Omaha,  has  located  at  Bedford,  Iowa. 

Dr.  E.  B.  Hamel  has  been  appointed  city  physician 
of  Hastings,  vice  Dr.  J.  V.  Beghtol,  resigned. 

After  a service  of  16  years  as  city  physician  of 
Hastings,  Dr.  J.  V.  Beghtol,  recently  resigned. 

Dr.  and  Mrs.  W.  F.  Callfas,  Omaha,  have  returned 
from  a trip  to  Cuba,  the  West  Indies  and  Panama. 

Dr.  G.  H.  Gilmore,  Murray,  has  retired  from  prac- 
tice and  is  to  be  succeeded  by  Dr.  John  T.  Eagleton. 

Dr.  and  Mrs.  C.  C.  Gafford,  Wymore,  have  gone  to 
southern  California  for  the  remainder  of  the  winter. 

The  sympathy  of  the  profession  goes  out  to  Dr. 
and  Mrs.  F.  L.  Wilson,  Stuart,  in  the  loss  of  their 
young  son. 

Dr.  LeRoy  Crummer,  Omaha,  has  given  a series 
of  lectures  on  the  heart  before  medical  students  and 
medical  societies  in  San  Francisco  during  the  winter. 

Dr.  P.  H.  Bartholomew,  for  some  years  in  charge 
of  the  division  of  social  hygiene  of  the  bureau  of 
health,  has  been  appointed  Chief,  Bureau  of  Health, 
of  this  state. 

Dr.  Nettie  Gerish,  Omaha,  has  been  awarded  $15,- 
000  by  the  district  court  in  her  suit  against  the 
Hinchey  Laundry  company  for  personal  injuries 
sustained  in  an  auto  accident. 

Coincident  with  their  removal  to  the  Stuart  build- 
ing, Lincoln,  the  clinic  of  Welch,  Rowe  and  Lehn- 
hoff  announces  the  accession  of  Dr.  Elmer  M.  Han- 
sen, in  the  practice  of  obstetrics. 

The  Campbell  Clinic  building  at  Norfolk  was  dedi- 
cated with  appropriate  ceremonies,  January  20,  and 
is  now  in  full  use.  The  building  is  of  the  Old  Eng- 
lish type  of  architecture,  has  22  rooms,  most  of 
them  for  examination  and  laboratory  use. 

The  Douglas  County  Woman’s  Auxiliary  elected 
Mrs.  B.  B.  Davis,  president,  for  the  ensuing  year. 
This  splendid  organization  is  doing  welfare  work  at 
the  Douglas  county  hospital  and  has  taken  up  free 
school  lunches  to  help  give  milk  and  lunches  to  poor 
hungry  waifs  who  come  to  school  without  breakfast 
and  with  no  lunch.  At  a recent  meeting  fifty  dol- 
lars was  appropriated  toward  this  work. 


NECROLOGY 

Banister,  John  B.,  Omaha:  (See  Editorial,  page  129). 


CARDIAC  DISEASE  IN  PREGNANCY 

For  purposes  of  obstetric  control,  Burton  E. 
Hamilton  and  Foster  S.  Kellogg,  Boston  {Jour- 
nal A.  M.  A.,  Dec.  22,  1928),  separate  all  the 
cardiac  clinic  patients  into  three  classes : In  class 
3 are  those  definitely  without  heart  disease.  The 
majority  of  these  are  patients  with  cardiac  neu- 
rosis or  neurocirculatory  asthenia.  Class  2 con- 
tains all  the  “possible  cardiacs”  and  those  believed 
to  have  rheumatic  heart  disease,  congenital  heart 
disease,  or  any  other  cardiac  condition,  but  who 
do  not  show  clear  signs  of  severe  injury.  Cardiac 
patients  in  class  3 and  class  2 have  been  treated 
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obstetrically  as  though  they  were  normal  so  far 
as  the  heart  is  concerned.  Class  1 contains  pa- 
tients with  severely  injured  or  disordered  hearts. 
With  very  few  exceptions,  they  are  so  classified 
because  they  have  a considerable  enlargement  of 
the  heart,  or  a diastolic  murmur,  or  both.  A very 
few  have  been  grouped  in  class  1 because  of  a 
very  loud  or  harsh  systolic  murmur  accompanied 
by  a thrill,  with  usually  additional  minor  signs  of 
an  injured  heart,  or  because  of  serious  disorder 
of  the  heart  beat  without  other  signs  of  an  in- 
jured heart.  In  a consecutive  series  of  252  class 
1 patients  at  the  Boston  Lying-In  Hospital  there 
have  been  twenty-one  maternal  deaths,  and  sev- 
enty-three have  shown  signs  of  a failing  heart. 
The  authors  further  group  in  class  1 patients  who 
will  tolerate  pregnancy  well  from  those  who  will 
not.  They  have  found  that  patients  who  have  or 
have  had  heart  failure,  or  some  much  less  com- 
mon complication,  such  as  an  auricular  fibrilla- 
tion or  a hypertension,  do  not  tolerate  pregnancy 
well.  They  have  grouped  these  as  class  1 A,  and 
believe  that  these  indications  justify  warning  a 
patient  against  pregnancy,  therapeutic  abortion  of 
the  patient  if  seen  early  in  pregnancy,  and  steril- 
ization when  practicable.  They  have  observed 
that  a number  of  noticeably  small  women  with 
mitral  stenosis  have  not,  as  a group,  borne  preg- 
nancy well.  They  have  found  from  experience 
that  satisfactory  medical  control  of  class  1 pa- 
tients in  pregnancy  consists  principally  in  rigid 
observance  of  a few  fundamental  rules  in  regard 
to  accurate  diagnosis,  early  recognition  and  stub- 
born prenatal  control  of  cardiac  patients.  The 
causes  of  congestive  heart  failure  are  usually 
(1)  overexertion  and  (2)  infections,  such  as 
colds,  grips  and  tonsillitis.  At  times,  patients 
develop  heart  failure  without  being  aware  of  it. 
The  first  reliable  physical  sign  is  nearly  always 
persistent  rales  at  the  lung  bases.  Class  1 cardiac 
patients  should  be  examined,  with  this  sign  par- 
ticularly in  mind,  at  least  once  a week  throught- 
out  pregnancy  for  early  discovery  of  failure.  The 
disregarding  of  this  sign  has  been  clearly  shown 
to  us  to  be  a dangerous  matter.  The  earliest 
important  symptom  of  failing  heart  of  which  the 
patients  are  aware  is  often  cough  on  exertion  or 
after  lying  down,  and  sometimes  hemoptysis.  Pa- 
tients often  think  that  they  have  a cold.  They 
should  be  instructed  to  report  at  once  should 
cough  or  hemoptysis  occur.  When  failure  once 
occurs,  patients  belong  in  the  hospital  or  under 
hospital  conditions  until  delivered.  This  should 
be  a law.  Patients  should  be  advised  strongly  to 
have  pregnancy  interrupted  if  failure  occurs  early 
in  pregnancy.  If  failure  occurs  in  the  last  months 
of  pregnancy  and  is  promptly  relieved  by  rest 


in  the  hospital,  the  patient  may  be  encouraged  to 
continue  the  pregnancy  in  bed  in  the  hospital  until 
the  child  is  viable.  She  should  be  delivered  as 
soon  as  there  is  reasonable  evidence  that  the  child 
is  probably  viable.  The  authors  believe  definite- 
h'  that  the  easiest  way  to  deliver  a patient  with 
heart  disease,  so  far  as  the  strain  on  the  heart 
is  concerned,  is  by  cesarean  section.  Nevertheless, 
because  of  the  feeling  that  this  adds  necessarily 
a risk  in  itself,  they  try  to  avoid  a cesarean  oper- 
ation as  much  as  they  dare.  They  select  it  only 
for  those  in  heart  failure,  unless  they  are  ad- 
vanced in  labor  when  first  seen,  and  for  obstetric 
reasons.  The  majority  of  their  primiparas  with 
cardiac  disease  have  been  delivered  by  cesarean 
section.  The  other  patients  have  been  eased 
through  the  first  stage  by  means  of  morphine, 
scopolamine  and  obstetric  ether  and  have  been 
delivered  at  full  dilatation  by  forceps,  rarely  by 
version.  There  will  never  be  a really  satisfactory 
method  of  delivering  a woman  in  heart  failure. 
All  methods  are  more  or  less  dangerous.  The 
same  patient,  when  not  in  failure,  is  a much  safer 
risk  for  any  method.  The  most  important  thing 
is  prenatal  control,  which  will  have  the  patient 
in  good  condition  at  the  time  of  delivery.  The 
first  common  trustworthy  sign  that  a cardiac 
patient  is  not  doing  well  in  pregnancy  (persistent 
rales  at  the  lung  bases)  is  actual  evidence  of  fail- 
ure itself.  Pregnancy  should  not  be  allowed  to 
continue  if  the  patient  has  or  has  had  failure,  or 
if  she  has  a dangerous  complication.  If  she  does 
not  have  these  complications,  she  should  be  guard- 
ed against  failure.  If  it  occurs,  in  spite  of  all  pre- 
cautions, it  should  be  recognized  early,  relieved, 
and  the  patient  delivered  before  it  returns. 


PLAYING  FA\^ORITES 

A Scotsman,  not  feeling  so  well  as  usual, 
called  on  his  family  doctor,  who  looked  him  over 
and  gave  him  some  pills  to  be  taken  at  bedtime. 
Whisky  was  also  prescribed  for  his  stomach's 
sake,  a small  glass  to  be  taken  after  each  meal. 

Four  days  later  Sandy  again  called  on  the  doc- 
tor, stating  he  was  feeling  no  better. 

“Have  you  taken  the  medicine  exactly  as  I in- 
structed?” the  doctor  inquired. 

‘‘Week  doctor,”  replied  the  patient,  ‘‘I  may 
be  a wee  bit  behint  wi’  the  pills,  but  I’m  six  weeks 
ahead  wi’  tha  whusky.” 


‘‘!My  friend,”  remarked  the  physician,  ‘‘you 
are  suffering  from  a chronic  complaint.” 

‘‘I  know  it.  Doc,  but  please  lower  your  voice,” 
cautioned  the  patient.  ‘‘She’s  in  the  next  room.’’ 

— Selected. 
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THE  ETIOLOGY  OF  GASTRIC  AND  DUODENAL  ULCER* 

A.  C.  IVY,  M.  D„ 

Professor  of  Physiology,  Northwestern  University, 

Chicago,  Illinois. 


The  etiology  of  gastric  ulcer  is  a problem  that 
is  of  much  interest  to  many  investigators,  and 
is  one  that  is  coming  up  daily  in  the  practice  of 
clinical  medicine  and  surgery.  It  is  a problem 
that  I have  been  personally  interested  in  and  per- 
forming experiments  on  for  over  ten  years.  I do 
not  believe  that  any  one  who  has  spent  consider- 
able time  investigating  this  problem  believes  the 
problem  is  settled.  We  know  that  there  are  a 
number  of  factors  which  are  responsible  for  de- 
laying the  healing  of  acute  ulcers  of  the  gastric 
mucosa.  Which  is  the  factor  of  prime  import- 
ance, or  whether  there  is  a single  factor  of  prime 

•Presented  before  Missouri  Valley  Medical  Association,  Omaha.  October 
31.  1928. 


importance,  is  a question  we  cannot  answer  pre- 
cisely at  the  present  time. 

There  are  a number  of  current  views  relative 
to  the  etiology  of  gastric  ulcer.  One  view  is 
ihat  gastric  and  duodenal  ulcers  are  caused  by 
the  corrosive  action  of  hydrochloric  acid-pepsin 
on  areas  of  mucous  membrane  which  have  had 
their  normal  resistance  lowered.  Another  view 
is  that  ulcer  is  caused  by  specific  organisms. 
Some  hold  that  it  is  due  to  neuro-atrophic  dis- 
turbances— that  the  sympathic  nerves  are  not 
functioning  correctly,  which  disturbs  the  meta- 
bolic activity  of  the  cells  of  the  mucous  mem- 
brane in  certain  areas,  and  ulcer  results.  Some 
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believe  that  a nutritional  factor  is  concerned  in 
the  genesis  of  gastric  and  duodenal  ulcer.  It  is 
possible  that  allergy  may  play  a role  in  the  eti- 
ology.' of  this  condition,  and  that  arterio-sclerosis 
of  the  gastric  and  duodenal  vessels  may  be  pri- 
marily concerned.  None  of  these  views  have  been 
definitely  proven. 

We  can  produce  in  animals  acute  lesions  of 
the  gastric  and  duodenal  mucosa  in  many  differ- 
ent ways.  These  lesions  in  animals  heal  rapidly 
and  almost  without  a failure.  We  can  produce 
acute  ulcers  of  the  gastric  and  duodenal  mucosa 
in  man,  and  they  heal  rapidly  and  almost  with- 
out a failure.  This  is  agreed  to  by  practically 
every  investigator. 

The  question  which  primarily  concerns  us  is 
not  so  much  what  is  the  cause  of  the  acute  lesion, 
but  what  prevents  it  from  healing,  or  causes  the 
acute  ulcer  to  become  chronic?  Acute  lesions 
can  be  produced  in  the  stomach  by  mechanical 
trauma  from  coarse  particles  of  food ; by  pro- 
ducing suction  with  the  stomach  tube ; by  blows 
to  the  abdomen;  and  by  vomiting  and  pyloric 
spasm. 

In  an  animal  which  has  died  and  in  which 
vomiting  was  a predominant  symptom,  one  finds 
hemorrhagic  ulcers  in  a high  percentage  of  cases 
in  the  pyloric  mucosa.  If  a spastic  contraction 
of  the  musculature  of  the  pyloric  antrum  is  caused 
by  vagus  stimulation,  one  frequently  finds  pe- 
techial hemorrhages  in  the  pyloric  mucosa.  If  a 
large  dose  of  pilocarpine  is  injected,  one  frequent- 
ly finds  small  hemorrhagic  ulcers  present.  I 
think  the  genesis  of  these  hemorrhages  is  analog- 
ous to  the  cause  of  blood  blisters  in  the  skin.  If 
you  compress  the  skin,  a blood  blister  occurs. 
When  the  musculature  of  the  pyloric  antrum  con- 
tracts vigorously,  the  capillaries  of  the  mucous 
membrane  are  broken,  a petechial  hemorrhage  re- 
sults, and  a hemorrhagic  erosion  will  follow  in 
the  presence  of  hydrochloric  pepsin. 

Acute  lesions  can  be  produced  by  injecting  bac- 
terial suspensions  in  to  the  arteries  leading  to 
the  stomach  or  duodenum.  If  one  takes  an  ani- 
mal with  a pouch  of  the  pyloric  antrum  and  in- 
jects bacteria  into  its  arteries,  areas  of  conges- 
tion and  edema  result.  Acute  ulcers  of  the  py- 
loric mucosa  may  hypothetically  result  from  neu- 
ro-atrophic  disturbances,  analogous  to  the  devel- 
opment of  herp>es  labialis.  Some  individuals  re- 
port that  on  ingesting  a full  meal,  during  a period 
of  anxiety  or  intense  nerve  strain  or  stress,  that 
herpes  labialis  will  appear.  Hypothetically  it  may 
be  suggested  that  similar  lesions  may  appear  in 
the  mucous  membrane  of  the  stomach.  Of  course. 


it  is  disputed  as  to  whether  the  cause  of  herpes 
labialis  is  infectious  or  neuro-trophic  in  etiology. 

If  water,  at  70°  C.,  is  introduced  into  the  stom- 
ach of  animals  every  day  for  a period  of  a week, 
autopsy  usually  reveals  acute  ulcers  of  the  stom- 
ach. I believe  irritants  and  hot  fluids  may  re- 
sult in  the  production  of  gastritis  with  the  oc- 
currence of  hemorrhages  and  hemorrhagic  ero- 
sions at  the  point  where  the  contraction  of  the 
pyloric  musculature  is  the  greatest. 

I have,  thus,  enumerated  a number  of  condi- 
tions which  may  lead  to  the  production  of  acute 
ulcers  of  the  stomach  and  duodenum  in  man. 

There  are  two  known  exceptions  to  the  gen- 
eral rule  that  acute  lesions  will  heal  rapidly.  One 
of  these  exceptions  occurs  in  the  rabbit  and  the 
other  in  the  dog  when  in  a poor  nutritional  state. 

If  in  rabbits,  according  to  Ferguson,  one  ex- 
cises an  area  of  gastric  mucosa  one  or  two  centi- 
meters in  diameter,  feeding  the  animal  a diet  of 
oats,  alfalfa  hay,  carrots  and  cabbage,  the  lesion 
may  persist  for  from  two  to  eight  months  or 
longer.  It  is  well  known  that  it  is  practically 
impossible  to  render  the  stomach  of  the  rabbit 
empty  even  by  starvation.  Its  stomach  is  filled 
constantly  with  oat  hulls  and  very  rough  mater- 
ial, which,  I believe,  is  an  important  factor  in 
delaying  the  healing  of  such  lesions  in  the  rab- 
bit’s stomach. 

I have  pointed  out  in  studies  published  else- 
where that  if  an  acute  lesion  is  produced  in  the 
gastric  or  duodenal  mucosa  of  a dog  suffering 
from  some  nutritional  disturbance,  or  disturbance 
of  normal  digestion  that  such  lesions  heal  slowly 
and  may  present  all  the  characteristics  of  a chron- 
ic ulcer.  (Slides  were  shown).  I have  also 
pointed  out  that  when  a gastroduodenostomy  is 
performed  with  clamps  that  the  clamps  frequently 
cause  an  acute  lesion  of  the  duodenal  mucosa, 
and  that  in  dogs  which  fail  for  some  reason  to 
do  well  post-operatively  this  acute  lesion  is  likely 
to  perforate  or  to  become  chronic.  (Slides).  The 
gastric  mucosa  is  more  difficult  to  injure  with 
clamps  than  the  intestinal  mucosa. 

Dr.  Shapiro  and  I have  attempted  to  produce 
chronic  gastric  ulcers  on  the  principles  of  Ar- 
thus’  Phenomenon,  or  local  anaphylaxis.  Arthus 
found  that  when  a foreign  protein  was  injected 
subcutaneously  at  five  day  intervals  that  follow- 
ing the  fifth  or  sixth  injection  an  indurated  ulcer 
of  the  skin  would  result.  We  sensitized  dogs  and 
rabbits  to  foreign  proteins  and  then  injected  the 
foreign  protein  into  the  gastric  and  duodenal 
mucosa.  An  acute  ulcer  resulted,  but  in  both  the 
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dogs  and  rabbits  the  ulcer  healed  usually  within 
thirty  days,  occasionally  fifty  days  being  required 
for  complete  healing.  We  attempted  to  render 
these  acute  ulcers  chronic  by  reinjecting  tlie  edges 
of  such  ulcers  made  in  animals  with  a pouch  of 
the  pyloric  antrum.  By  properly  timing  our  in- 
jections we  could  make  a number  of  ulcers  in 
the  mucosa,  but  we  could  not  cause  them  to  be- 
come chronic  in  normal  healthy  animals.  If  al- 
lergy is  a factor  in  determining  the  chronicity  of 
an  acute  lesion  of  the  gastric  or  duodenal  mucosa, 
we  were  unable  to  demonstrate  it.  ( Slides ) . 

.\  factor  that  is  important  in  determining  the 
healing  time  of  an  acute  ulcer  is  the  fibroblastic 
reaction  at  and  about  the  site  of  the  ulcer.  Chron- 
ic ulcers  of  the  stomach  and  intestine  can  be  ])ro- 
duced  with  x-rays,  ft  is  known  that  x-rays  first 
cause  a delay  in  fibroblastic  proliferation  and 
later  there  results  an  over-production  of  connec- 
tive tissue  which  leads  to  an  indurated  ulcer  that 
does  not  heal  readily.  In  the  first  stage,  in  which 
there  is  little  or  no  fibroblastic  reaction,  the  ulcer 
would  be  likely  to  perforate ; in  the  second 
stage,  in  which  there  is  an  over  production  of 
connective  tis.sue,  the  ulcer  does  not  heal  because 
the  connective  tissue  decreases  the  active  blood 
supply,  or  oxygenation,  of  the  mucosal  cells  which 
proliferate  and  lead  to  the  healing  of  the  ulcer. 
Dragstedt  has  shown  that  when  the  gastric  mu- 
cosa of  the  dogs  in  an  area  about  one  or  two 
centimeters  in  diameter  is  woven  in  and  out  with 
a silk  suture,  an  indurated  ulcer  not  infrequently 
results.  In  such  a case,  there  is  a connective  tis- 
sue proliferation  about  the  silk  and  a disturbance 
of  local  blood  supply  results,  in  addition  the  mu- 
co.sa  is  more  fixed  to  the  muscularis  than  nor- 
mal and  hence  is  more  exposed  to  mechanical 
trauma.  In  my  work  on  gastric  secretion,  I have 
had  the  occasion  to  perform  many  operations  on 
the  stomach.  I always  use  silk  for  suture  ma- 
terial, and  I have  yet  to  observe  my  first  ulcer 
at  the  site  of  a single  or  double  silk  suture  line. 
However,  if  a portion  of  the  mucosa  a centimeter 
or  more  long  becomes  umbilicated  into  the  lumen 
of  the  stomach,  a typically  chronic  ulcer  develops 
on  the  umbilicated  portion.  The  factors  con- 
cerned in  the  development  of  this  ulcer  are 
(1)  connective  tissue  proliferation,  (2)  conges- 
tion, (3)  greater  exposure  to  mechanical  trauma, 
and  (4j  the  digestive  action  of  gastric  juices  on 
this  mucosa  whose  resistance  is  reduced.  (Slides). 

A mechanical  factor  is  important  in  determin- 
ing the  healing  time  of  an  acute  ulcer  of  the 
stomach.  A number  of  investigators,  including 
myself,  have  shown  that  partial  pyloric  stenosis 
delays  the  healing  time  of  an  acute  ulcer  of  the 


stomach.  We  have  shown  recently  that  in  dogs 
pyloric  stenosis  per  sc  does  not  cause  ulcer.  The 
increased  motility,  the  gastric  retention,  the  dis- 
turbance  of  normal  digestion  anrl  nutrition  do 
not  cause  gastric  ulcer ; but  given  an  acute  lesion 
these  factors  delay  its  healing.  A number  of 
years  ago.  I produced  acute  ulcers  by  excision  of 
a piece  of  mucosa  from  a pouch  of  the  ])yloric 
antrum.  These  acute  ulcers  were  manipulated 
with  cotton  and  coarse  bread  crumbs  to  the  point 
of  bleeding  two  times  daily  for  ten  or  fifteen 
minutes.  It  was  found  that  the  manipulation  de- 
layed the  healing  of  the  ulcer.  .Such  ulcers  were 
also  manipulated  with  cotton  impregnated  with 
virulent  bacterial  (streptococcus)  cultures  and 
0.4%  IICl.  The  healing  time  was  not  jwolonged 
longer  than  it  was  by  simple  maniindation.  The 
acid  caused  bleeding  of  the  ulcer  to  occur  sooner 
and  such  ulcers  were  not  manipulated  as  long  as 
the  other  ulcers.  These  e.xpcriments  should  be 
repeated  keeping  the  time  factor  constant  and 
increasing  the  length  of  the  time  of  manipula- 
tion. 

It  seems  obvious  at  first  thought  that  the  fac- 
tor of  the  corrosive  action  of  the  gastric  juice 
should  be  an  important  and  a simple  factor  in 
preventing  an  acute  lesion  from  healing.  How- 
ever, examination  of  the  evidence  bearing  on  this 
subject  questions  strongly  the  possibility  of  this 
factor  being  an  important  one.  There  is  plenty 
of  acid-pepsin  in  the  stomachs  of  the  normal  man 
and  dog,  but  acute  lesions  of  the  stomach  and 
duodenum  heal  rapidly.  When  the  jejunal  or 
ileal  mucosa  is  “transplanted”  into  the  wall  of 
the  stomach  and  exposed  thereby  to  the  acid  of 
the  gastric  contents  ulcers  are  not  formed,  if 
the  blood  supply  of  the  transplant  is  not  inter- 
ferred  with.  I have  made  such  “transplants”  in- 
to the  wall  of  the  pyloric  antrum  about  one-half 
to  one  inch  from  the  sphincter  without  the  de- 
velopment of  an  ulcer  in  the  mucosa  of  the 
“transplant”  as  long  as  one  year  after  the  trans- 
plant was  made.  Mann  and  de  Takats  observed 
ulcers  to  occur  in  some  jejunal  “transplants”  that 
were  placed  along  the  lesser  curvature  of  the 
stomach.  However,  one  cannot  feel  certain  that 
the  normal  blood  su])ply  was  not  disturbed  with 
the  tran.splants  in  such  an  anatomical  position. 
Dragstedt  and  \'"aughn  have  decajisulated  a por- 
tion of  the  spleen  and  kidney  and  have  fixed  such 
an  area  to  the  edges  of  an  opening  in  the  stom- 
ach. so  that  the  splenic  and  kidney  parenchyma 
was  exposed  to  the  gastric  content.  The  spleen 
and  kidney  parenchyma  showed  no  evidence  of 
being  digested.  Living  skin,  muscle,  bone  and 
connective  tissue  with  a normal  blood  supply  are 
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digested  by  gastric  juice,  but  intestinal  mucosa, 
spleenic  and  kidney  parenchyma  with  a normal 
blood  supply  are  able  to  resist  the  corrosive  ac- 
tion of  gastric  juice. 

Mann  and  his  colleagues  have  produced  a high 
percentage  of  jejunal  ulcers  following  gastro- 
jejunostomy in  dogs  by  performing  the  following 
operation:  (1)  A pylorectomy  is  performed  and 
the  duodenum  is  closed  ; (2)  the  jejunum  is  cut 
across  and  the  distal  end  is  connected  to  the 
stomach  by  an  end-to-end  anastomosis,  and  (3j 
the  pro.ximal  end  of  the  jejunum  is  anastomosed 


In  this  type  of  operation,  the  bile  and  pancreatic 
juice  is  diverted  from  the  upper  intestine  but 
only  a small  percentage  of  ulcers  result.  How  is 
this  difference  to  be  e.xplained?  In  both  cases, 
there  is  a disturbance  of  normal  digestion,  which 
cannot  be  the  prime  factor.  Does  this  result  mean 
that  the  jejunal  mucosa  is  more  sensitive  to  acid 
chyme  than  the  duodenal  mucosa?  Such  a dif- 
ference is  not  indicated  from  the  results  of 
"transplanting"  the  jejunum  into  the  stomach. 
In  my  experience  in  experiments  on  gastric  se- 
cretion in  which  I applied  0.4%  HCl  to  the  in- 


Figure  1.  A picture  of  the  type  of  "contact"  or  "kis-ving"  ulcers  that  occasionally  develop  after 
ligation  of  the  cojmmm  bile  tluct  or  the  pancreatic  ducts. 


to  the  lower  portion  of  the  ileum.  This  tyjie  of 
an  operation  diverts  the  bile  and  pancreatic  juice 
into  the  lower  ileum  and  leaves  the  acid  chyme 
from  the  stomach  to  be  neutralized  solely  by  the 
succus  entericus  produced  by  the  jejunum.  The 
high  percentage  of  ulcers  that  occur  in  the  jejun- 
um near  the  gastro-jejunostomy  strongly  sug- 
gests that  the  acid  chyme  is  responsible  for  the 
development  of  the  ulcers.  We  have  recently 
confirmed  these  obser\-ations.  However,  we  have 
performed  the  following  operation  in  over  forty 
dogs  with  only  a five  per  cent  incidence  of  ul- 
cers: (1)  A pylorectomy  was  performed  and  the 
duodenum  is  closed;  (2)  a gastro-duodenostomy, 
end  of  the  stomach  to  the  side  of  the  duodenum 
(Polya  type  of  operation),  is  done;  (3)  the  ani- 
mals are  allowed  to  continue  for  several  weeks 
or  months  in  some  cases  and  then  (4)  the  duo- 
denum is  cut  across  below  the  bile  duct  and  pan- 
creatic ducts  and  proximal  to  the  gastro-duo- 
denostomy, the  distal  end  being  closed  and  the 
proximal  end  is  anastomosed  to  the  lower  ileum. 


teslinal  mucosa,  1 found  no  marked  difference  in 
the  capacity  of  the  mucosa  to  neutralize  acid,  but 
I did  note  that  bleeding  occurred  more  readily 


Figure  2.  A picture  of  tlie  tn)e  of  ulcer  that  occurs  along  a non- 
absorbable suture  line  when  a considerable  portion  of  the  mucosa  ha^ 
been  turned  in  towards  the  lumen. 

from  the  jejunal  mucosa  than  the  duodenal  as 
the  result  of  such  a procedure.  The  type  of  gas- 
tro-enterostorny  differed  in  these  two  series  of 
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experiments.  In  the  work  of  Mann  and  his  col- 
leagues an  end-to-end  anastomosis  was  made ; in 
our  series  an  end-to-side  anastomosis  was  made 
the  ostomy  being  II/2  to  2 inches  in  size.  This, 
I believe,  is  an  important  factor  because  in  the 
former  case  the  motor  drive,  on  the  ejection  of 
chyme  under  pressure,  of  the  stomach  is  main- 
tained, whereas  in  the  type  of  anastomosis  we 


Balfour,  in  reviewing  270  cases  of  gastro-je- 
junal  ulcers  in  man,  states  that  in  one-fifth  of 
these  cases  no  free  HCl  was  found  on  repeated 
examinations.  Free  acid  might  have  been  pres- 
ent if  the  examination  had  been  made  four  or 
five  hours  after  a regular  meal.  However,  this 
is  fairly  good  evidence  that  achlorhydria  does 
not  prevent  the  development  of  jejunal  ulcers 


Figure  3.  Diagrams  to  show  the  different  types  of  gastro-enterostomy  performed.  “A"  is  the  key  to  diagrams.  “B" 
and  "I"  is  the  plyoric  antrum,  "2*'  the  beginning  of  the  duodenum,  “3"  and  “4”  the  site  of  the  “Polya"  end- 

to-end  gastio-duodenostomy,  “5“  and  “6“  the  rite  of  the  “Bilroth"  end-to-end  gastro-jejunostomy.  “7“  is  the  last  few 
inches  of  the  ileum,  and  “8“  is  the  caecum.  “B“  is  the  type  of  operation  in  which  a large  percentage  (80-90%)  of 
ulcers  develop  in  the  jejunum  at  “6".  “C“  is  the  type  of  operation  in  which  only  a small  percentage  (5%)  of  ulcers 
develop  in  the  duodenum  at  “4". 


used  the  motor  drive  was  decreased  and  the  stom- 
ach probably  emptied  faster. 

I have  occasionally  observed  duodenal  ulcers  to 
occur  following  ligation  of  the  pancreatic  ducts 
and  the  common  bile  duct.  These  ulcers  have 
commonly  occurred  double  in  my  experience,  the 
so-called  “kissing  type”,  and  have  occurred  at 
the  point  where  the  duodenum  is  grasped  with 
the  fingers  for  the  purpose  of  exposing  it  for 
the  dissection  and  ligation  of  the  ducts.  Pre- 
sumably the  fingers  caused  the  acute  lesions 
which  did  not  heal.  In  such  animals  there  occurs 
a disturbance  of  normal  digestion  in  addition  to 
the  absence  of  the  neutralizing  action  of  the  bile 
and  pancreatic  which  in  the  case  of  bile  is  not 
very  significant.  (Slides  of  such  ulcers  were 
shown ) . 


after  gastro-jej unostomy.  At  this  point  I should 
like  to  again  mention  that  surgeons  should  exer- 
cise much  care  in  the  use  of  clamps,  instruments 
and  fingers  when  handling  the  intestine. 

When  one  considers  the  foregoing  facts  and 
possibilities,  it  is  evident  that  one  cannot  state 
definitely  that  the  lack  of  neutralization  of  the 
acid-chyme  is  of  prime  importance  in  the  genesis 
of  gastro-jejunal  ulcer.  I am  willing  to  grant 
that  it  is  possible  that  acid  is  a factor  in  the  gene- 
sis of  chronic  ulcer  but  the  evidence  at  hand 
does  not  show  that  it  is  a prime  factor.  Evidence 
is  at  hand  which  in  my  opinion  shows  that  the 
mechanical  factor  is  of  prime  importance  in  de- 
termining chronicity.  My  experimental  data  also 
shows  that  the  nutritional  (a  disturbance  of  nor- 
mal digestion)  factor  plays  a role  in  the  chronicity 
of  ulcer. 


A STUDY  OF  THE  PRINCIPLES  OE  MEDICAL  DIAGNOSIS* 

. JULIUS  WEINQi-ART,  M.  D., 

Des  Moines,  Iowa. 


There  is  no  poverty  of  treatises  on  medical 
diagnosis,  and  let  me  say  at  the  outset  that  I have 
no  desire  to  swell  the  already  effete  condition  of 
our  literature  by  repeating  the  usual  trite  admon- 
itions, salutary  though  they  be.  We  propose 
merely  a criticism  of  our  methods  of  attack  upon 

•Bead  before  the  Missouri  Valley  Medical  Association  meeting,  Omaha, 
November  1,  1928. 


diagnostic  problems  and  an  inquiry  as  to  the  fac- 
tors causing  error,  as  well  as  a search  for  general 
principles,  if  such  there  be. 

Diagnosis  is  not  only  the  most  difficult  part 
of  medicine.  It  is  also  the  most  important,  for 
prognosis  and  rational  treatment  are  based  upon 
it.  It  is  beside  the  point  to  say — which  is  true — 
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that  a considerable  percentage  of  ailments  are 
cured  either  with  no  diagnosis  or  a wrong  one. 
For  it  is  just  in  those  conditions  where  an  ac- 
curate determination  of  the  cause  is  necessary 
that  the  physician  proves  his  superiority  over  the 
medicine  man.  \\*e  may  often  be  worried  over 
the  proper  method  of  treatment,  but  it  is  as  noth- 
ing to  the  feeling  of  helplessness  when  even  the 
cause  of  the  patient’s  symptoms  is  unknown. 

Perhaps  as  consoluation  we  should  reflect  that 
it  is  not  so  much  a wonder  that  we  fail  so  often, 
but  that  we  are  so  often  correct.  A survey  of  our 
elaborate  systems  of  medicine  would  lead  one  to 
think  that  all  diseases  had  been  properly  classi- 
fied, and  that  nothing  remained  but  to  file  each 
case  in  its  proper  pigeon  holes.  A survey  of  hos- 
pital wards  and  of  pathological  specimens,  how- 
ever, shows  us  that  Nature  is  not  so  easily  com- 
prehended. and  that  many  lacunae  still  exist  in 
our  knowledge.  Even  yet  there  mai'  be  two  or 
three  different  diseases  where  we  suppose  one  to 
exist. 

Then,  too,  one  pathological  condition  may 
manifest  itself  under  a multitude  of  diagnosis. 
Syphilis  is  the  classical  example  in  this  field,  but 
it  is  by  no  means  the  only  one.  Consider  even 
the  variation  in  symptomatolog}',  patholog}',  and 
complications  in  such  a relatively  simple  disease 
as  acute  appendicitis. 

This  is  so  true  that  an  eminent  German  clin- 
ician once  said,  “Es  giebt  keine  Krankeiten,  es 
giebt  nur  Kranke.”  By  this  he  meant  that  in 
spite  of  classifications  of  disease  there  is  an  in- 
dividuality about  every  case — no  two  are  exactly 
alike — and  that  is  the  experience  of  all  of  us. 
The  picture  outlined  so  vividly  in  our  medical 
treatises  is.  in  reality,  a composite  photograph  of 
many  single  ones,  each  with  its  own  variations 
and  peculiarities. 

On  the  other  hand,  if  there  were  not  some  un- 
iformity in  symptoms  and  signs,  diagnosis  would 
be  impossible.  The  only  reason  for  the  possibil- 
ity of  success  lies  in  the  fact  that  disease  is  a 
rational  phenomenon  and  obeys  certain  laws ; is 
laid  out  upon  an  apparently  rational  scheme  like 
the  rest  of  nature.  Or,  stated  otherwise,  that 
the  physiology  of  the  human  body  is  fairly  con- 
stant and  that  it  reacts  similarly  to  similar  de- 
fects and  disturbances. 

There  is  enough  variability,  however,  in 
physiologic  reactions  due  to  age,  sex,  race,  ob- 
scure idiosyncrasies,  etc.,  as  well  as  rather  wide 
ranges  of  variability  in  such  factors  as  virulence 
of  infecting  agent,  extent  of  tissue  damage,  etc., 
to  result  in  an  extremely  variegated  picture. 


In  attacking  a diagnostic  problem,  two  means 
are  employed  in  eliciting  the  facts — the  one,  a 
study  of  the  patient’s  symptoms ; the  other,  a 
study  of  such  objective  findings  as  may  be  elicited 
by  various  types  of  examination. 

The  former  is  the  usual  and  rational  starting 
point.  Enough  has  been  said  in  late  years  in 
medical  meetings  about  the  importance  of  a care- 
ful history.  It  is  just  as  well  to  keep  in  mind, 
however,  that  a good  history  does  not  consist  in 
taking  down  everything  the  patient  says ; that  the 
history  is  not  necessarily  valuable  because  it  is 
prolix  and  gossipy,  so  to  speak,  nor  worthless 
because  it  is  brief.  The  purpose  of  this  part  of 
diagnostic  method  should  be  constantly  kept  in 
mind — that  is,  that  when  we  obtain  a history  we 
are  making  an  attempt  to  elicit  from  the  patient’s 
own  story  of  his  symptoms  some  clue  as  to  the 
location  and  character  of  his  disease.  The  worth 
of  the  history  in  diagnosis  depends  on  just  how 
much  information  of  a leading  or  decisive  charac- 
ter it  gives  us. 

Thus  the  history  may  have  much  more  value 
in  some  cases  than  in  others.  Indeed,  it  may  be 
worthless ; or  it  may  contain  the  only  important 
facts  obtainable.  Whether  a history  of  any  con- 
sequence is  possible  depends  also  on  the  intelli- 
gence and  reliability  of  the  patient.  Some  are 
too  sick,  some  too  stupid,  and  some  wilfully  try 
to  mislead  the  physician. 

One  is  often  struck  by  the  way  disease  of  one 
part  of  the  body  may  spread  its  symptoms  over 
the  whole  sensorium,  so  that  hardly  any  localiz- 
ing symptoms  may  be  present.  The  history,  how- 
ever, often  reveals  a point  dii  depart,  a necessary 
and  irreplaceable  clue  to  a mystery  which  other- 
wise would  scarcely  be  possible  of  solution.  An 
excellent  example  is  given  by  Foster  in  his  man- 
ual, “The  Examination  of  Patients’’ : 

“A  young-  man  -was  brought  to  the  Ne-vv  York  hos- 
pital in  coma.  There  was  fever  up  to  103°.  No  evi- 
dence of  any  injury.  It  was  noted  that  the  neck  -was 
stiff  and  all  muscle  groups  hypertonic;  the  reflexes 
were  present  and  there  was  no  paralysis.  There  was 
no  evidence  of  otitis  media.  Examination  of  the  heart 
and  lungs  disclosed  nothing  abnormal.  The  spleen 
was  slightly  enlarged.  Purulent  urethritis  was  pres- 
ent, due  to  the  gonococcus,  it  was  determined.  The 
special  examination  of  the  blood  and  urine  yielded  no 
significant  fact.  Thus  far  the  facts  indicated  some 
infection  of  the  nervous  system.  Especially  consid- 
ered were  gonococcus  septicemia,  with  meningitis, 
tuberculous  meningitis,  typhoid  with  meningitis,  and 
some  form  of  poisoning. 

"Blood  cultures  were  made,  a lumbar  puncture  per- 
formed, and  the  fluid  examined;  radiograms  of  the 
skull  to  exclude  fracture,  the  stomach  and  bowel  lav- 
aged  and  chemical  tests  of  the  blood  started.  On  the 
evening  of  the  day  of  admission  of  the  patient,  his 
pal  came  to  the  hospital  seeking  his  friend.  From 
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him  we  learned  that  they  belonged  to  a tramp  mer- 
chantman, and  the  last  port  of  call  had  been  in  Cen- 
tral America;  also  that  the  patient  had  had  chills  on 
the  voyage  north.  A diligent  search  of  blood  slides 
disclosed  an  occasional  malarial  crescent,  and  vigor- 
ous quinine  therapy  cured  the  patient.” 

Another  example  from  our  own  files : 

A middle-aged  man  had  consulted  several  physi- 
cians in  regard  to  a hematuria.  Tentative  diagnosis 
was  renal  stone,  and  as  his  work  involved  frequent 
automobile  trips,  he  bought  a larger  car  thinking 
that  the  jolting  might  have  brought  on  these  occa- 
sional attacks.  After  one  such  seizure,  he  was  exam- 
ined by  a competent  urologist  and  radiologist  with 
negative  results.  My  first  inquiry  on  seeing  him  was  to 
ask  him  to  describe  his  first  attack  fully.  He  stated 
that  it  came  on  after  being  severely  chilled  one  fall 
night  when,  on  one  of  his  trips  to  look  at  farm  land,  he 
had  been  stranded  in  an  out-of-the-way  place  and 
compelled  to  sleep  in  a deserted  building  with  insuf- 
ficient covering.  In  the  morning  he  had  a chill  and 
passed  bloody  urine. 

Further  investigation  disclosed  that  each  attack 
was  brought  about  by  chilling  of  the  body  surface, 
and  a diagnosis  of  paroxysmal  hemoglobinuria  was 
made.  The  urine  of  a subsequent  seizure  was  typical 
of  this  condition. 

There  is  no  need  to  multiply  examples.  All 
of  us  from  time  to  time  have  been  able  to  make 
the  diagnosis  from  the  history  alone. 

Now  for  the  other  side  of  the  picture.  A per- 
fectly satisfactory  history  from  an  intelligent  pa- 
tient, given  with  the  best  good  will  in  the  world, 
may  not  only  give  us  no  information,  but  even 
lead  us  astray. 

A woman  of  sixty  with  good  bodily  nutrition  came 
to  the  hospital  complaining  of  pain  radiating  from 
the  left  loin  downwards.  Hematuria  had  occurred  at 
times  in  the  past  eight  or  ten  years.  In  ever>'  way 
the  anamnesis  fitted  the  usual  one  of  renal  stone. 
Physical  examination  showed  an  enlarged  axillary 
lymph  node  and  a scar  on  the  back.  This  latter,  the 
patient  then  said,  was  due  to  a small  black  tumor 
which  had  started  to  grow  three  years  ago  and  had 
been  removed  then.  She  refused  a biopsy  of  the  node, 
and  any  renal  examination  was  deferred.  Two  or 
three  days  later  she  coughed  up  a little  bloody  sputum. 
The  radiograph  showed  the  lungs  riddled  with  meta- 
stases,  and  she  died  six  weeks  later  from  generalized 
melanosarcoma. 

It  is  evident  that  the  history  has  a very  variable 
value.  Theoretically,  the  patient's  symptoms  are 
our  most  delicate  index  of  disease.  Mackenzie 
and  other  eminent  modern  clinicians  have  pointed 
out  that  the  sensorium  is  a more  delicate  instru- 
ment than  any  that  we  yet  possess.  The  diffi- 
culty, however,  lies  in  the  interpretation.  Which 
symptoms  are  significant  and  which  not?  Por- 
tions of  the  body  far  distant  and  seemingly  unre- 
lated to  the  pathologic  process  may  be  the  seats 
of  pain.  We  no  longer  believe  that  all  epigastric 
pain  is  due  to  disease  of  the  stomach  or  gallblad- 
der; that  right  iliac  pain  is  always  a sign  of  ap- 
pendicitis, or  sacral  pain  a .symptom  of  retro- 
verted  uterus. 


An  accurate  physician  should  soon  drop  these 
naive  notions.  Study  of  the  sympathetic  nervous 
system  and  of  the  physiology  of  pain  reference 
has  cleared  up  some  of  these  puzzles.  Yet  even 
with  all  our  care  in  analysis,  symptom-complexes 
often  come  to  our  notice  where  it  seems  as  if  Na- 
ture had  deliberately  set  a trap  to  ensnare  us. 

The  same  criticism  may  be  made  relative  to  the 
data  of  physical  examination.  No  one  doubts  the 
importance  of  careful  scrutiny  of  the  patient’s 
body  by  all  the  means  at  our  command.  Yet  in 
certain  diseases  physical  examination  gives  but 
indifferent  information.  For  instance,  in  some  of 
the  severest  types  of  heart  disease,  the  symptoma- 
tology is  of  far  more  importance. 

Then  there  is  the  ever-present  danger  of  find- 
ing signs  which  are  not  there.  One  is  reminded 
of  the  story  of  a famous  clinic  where  one  profes- 
sor showed  a patient  with  tuberculosis  of  the 
right  apex  in  the  morning,  and  another  professor 
showed  the  same  patient  with  tuberculosis  in  the 
left  apex  in  the  afternoon. 

It  is  also  an  easy  pitfall  for  the  consultant  to 
pride  himself  on  an  especially  fine  ear,  or  a tac- 
tus  cruditissimns,  so  to  speak,  and  thus  catch 
faint  cardiac  murmurs  and  outline  vague  abdom- 
inal tumors  which  none  of  his  confreres  can  find. 

One  must  maintain  a judicial  attitude  even  with 
reference  to  the  data  rendered  by  his  own  senses. 
I have  seen  Argyll-Robertson  pupils,  Bobinski 
reactions,  ankle-clonus,  etc.,  recorded  on  the 
chart,  when,  in  fact,  no  such  abnormalities  ex- 
isted. .A.  not  uncommon  error  on  the  point  of 
the  examiner  is  never  to  admit  that  the  organ 
examined  is  normal.  This  is  comparable  to  the 
attitude  of  the  pathologist  who  describes  all  sur- 
gically removed  appendices  as  chronically  inflam- 
med,  all  ovaries  as  cystic  or  sclerotic,  all  uteri  as 
having  hypertrophic  mucosae  or  fibrosis  of  their 
walls. 

What  we  call  normality  is  not  a straight  line, 
but  a somewhat  variable  grouping  about  an  av- 
erage. It  is  a nice  question  as  to  just  what 
should  be  called  abnormal?  No  more  difficult 
one  confronts  us.  Between  the  Scylla  of  neglect- 
ing the  faint  , early  signs  of  disease,  and  the 
Charybdis  of  being  led  astray  by  irrelevant  fluc- 
tuations in  bodily  architecture  and  function,  lies 
our  course,  one  which  is  at  times  exceedingly  dif- 
ficult to  steer. 

The  use  of  various  laboratory  procedures  in 
the  examination  of  the  patient  is  general  today, 
and  has  led  to  much  greater  accuracy  in  diagnosis. 
Any  refinement  in  diagnostic  procedure  is  to  be 


144 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


April,  1929 


welcomed.  \\’e  should  beware,  however,  that 
those  are  not  accepted  as  a substitute  for  think- 
ing. There  may  come  a time  when  it  will  be 
possible  to  practice  scientific  medicine  without 
brains,  but  that  golden  era  has  not  yet  arrived. 

I am  reminded  of  a prediction  some  years  ago 
relative  to  the  now  discredited  Abderhalden’s 
test.  It  was  stated  that  soon  it  would  be  pos- 
sible to  secure  serum  from  the  patient,  and  by 
layering  it  over  various  substrata  of  the  organs 
of  the  bod\',  determine  which  one  was  diseased. 

To  the  contrary,  haphazard  tests  are  about  as 
likely  to  lead  to  correct  diagnosis  as  the  firing 
of  a shot  gun  up  into  the  air  with  one’s  eyes 
closed  is  to  bring  down  a bird.  And  unless  the 
physician  is  willing  to  saddle  his  patients  with 
futile  yet  expensive  procedures,  he  should  have 
some  rational  e.xpectation  in  his  mind  that  ef- 
forts of  this  sort  may  lead  to  something.  It  is 
almost  true  that  the  acumen  of  a clinician  is  in 
inverse  proportion  to  the  number  of  laboratory 
tests  which  he  orders.  Do  not  forget,  either,  that 
there  are  times  when  such  tests  may  lead  us 
astray  instead  of  giving  aid.  i\Iany  a physician 
has  had  a test-tube  finding  change  his  previous 
sounder  judgment,  only  to  find  later  that  he  was 
originally  correct. 

A man  of  fifty-five  had  a severe  attack  of  epigas- 
tric pain.  Coronary  occlusion  was  diagnosed  mainly 
because  the  pain  followed  a public  address  which  he 
had  given.  At  autopsy,  the  diagnosis  was  corrobor- 
ated. A large  infarct  of  the  left  ventricle  was  found, 
and  also  a gallbladder  filled  with  stones.  Perhaps  it 
was  a fortunate  thing  for  me  that  I did  not  have  a 
dye  test  done. 

W’hat  does  any  test  mean,  anyway?  Only 
just  so  much  and  no  more.  A positive  \\'idal 
simply  means  that  the  patient  has  agglutinins  in 
his  blood  for  the  Bacillus  typhosus.  It  does  not 
discriminate  between  a previous  attack  of  typhoid 
or  previous  prophylactic  vaccination. 

An  x-ray  shadow  is  just  a shadow,  and  valu- 
able as  is  the  information  which  this  branch  of 
medicine  will  often  give  us,  there  are  many 
cases  where  no  amount  of  fine-spun  differentia- 
tion will  help  a physician  who  expects  too  much 
aid  from  it. 

How  many  pathognomonic  laboratory  pro- 
cedures do  we  have?  Recovery  of  a pathogenic 
bacterium  from  the  blood?  Yes,  if  one  can  be 
sure  it  is  not  a contaminant,  and  if  it  does  not 
represent  merely  an  antemortem  invasion.  Posi- 
tive culture  for  Bacillus  diphtheriac?  But  the 
patient  may  be  a carrier.  Positive  Wassermann 
reaction?  But  1 have  seen  epithelioma  incor- 
rectly diagnosed  on  this  account. 

The  blood  picture  of  leukemia?  Yet  two  re- 


cent cases  reported  with  the  typical  blood  find- 
ings of  this  disease  proved  to  be  generalized  mili- 
ary tuberculosis  at  autopsy.  And  so  on. 

After  all  the  data  have  been  assembled,  the 
symptomatology  and  the  objective  findings  given 
by  the  physician’s  unaided  senses  and  various 
laboratory  procedures,  comes  the  far  more  diffi- 
cult problem  of  putting  these  together.  This  is 
not  analogous  to  the  solution  of  an  algebraic  equa- 
tion where  the  various  variables  represent  the 
diagnostic  data,  leaving  the  diagnosis,  X,  to  be 
filled  in.  On  the  contrary,  diagnosis  is  far  from 
such  a mechanical  process.  There  must  be  selec- 
tive, synthetic,  adjudicative  ratiocination  in  near- 
ly all  problems  which  offer  any  difficulty. 

William  T.  \'aughn,  in  a brilliant  essay  some 
years  ago,  likened  the  diagnostic  art  to  that  of 
the  detective.  The  simile  is  very  apt.  A crime 
has  been  committed.  The  criminal  has  been  as- 
tute enough  to  leave  as  few  clues  as  possible.  He 
may  have  purposely  arranged  to  have  suspicion 
fall  on  some  one  else  and  have  contrived  a seem- 
ingly  perfect  alibi.  Now  the  detective  in  charge 
can  have  his  underlings  take  photographs  of  the 
scene  of  the  crime,  make  measurements,  e.xamine 
finger  prints,  and  shadow  suspects ; but  it  is  the 
final  putting  together  of  the  picture  puzzle  which 
is  the  difficult  part  of  the  work. 

Robert  Hutchison  writes  in  a recent  number  of 
the  British  Medical  Journal-. 

“Errors  in  diagnosis  may  arise  from  bad  observa- 
tion, from  ignorance,  or  from  want  of  judgment.  It 
is  commonly  said  that  more  mistakes  are  made  by 
not  looking  (defective  observation)  than  by  not  know- 
ing (ignorance).  However  this  may  be,  I believe  that 
still  more  mistakes  arise  from  bad  weighing  of  evi- 
dence (lack  of  judgment).  You  may  increase  the 
accuracy  of  your  observations  in  a case  and  the  range 
of  knowledge  brought  to  bear  on  it  by  the  most  skilled 
teamwork,  but  without  a good  judge  of  evidence  as 
captain  of  the  team,  these  things  will  avail  nothing 
in  diagnosis. 

“I  came  across,  not  long  ago,  a good  example  of  the 
prevalent  undervaluation  of  judgment  and  the  over- 
valuation of  observation  as  factors  in  making  a diag- 
nosis. A practitioner  wrote  to  a medical  journal  to 
say  that  he  had  no  use  for  the  consultant  whose  only 
instrument  was  the  stethoscope!  This,  being  inter- 
preted, means  that  that  particular  doctor  is  of  opinion 
that  he  never  needs  any  help  in  weighing  the  evi- 
dence in  a case;  all  he  wants  is  help  in  detecting 
more  signs  by  instrumental  and  laboratory  methods. 
I take  leave  to  doubt,  however  , whether  such  self- 
confidence  is  ever  justified.  Cases  must  arise  often 
enough  in  every  practice  in  which  what  is  wanted  to 
establish  a diagnosis  is  not  more  facts,  but  a new 
evaluation  of  existing  facts  by  a fresh  mind — in  other 
words,  a revised  judgment.” 

Now  let  US  assume  that  the  most  careful  study 
has  been  made  of  a large  group  of  patients.  The 
histories  are  complete ; the  physical  findings 
checked  and  rechecked,  and  all  necessary  labora- 
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tory  procedures  performed.  Finally,  the  most 
acute  and  experienced  practitioners  pass  on  these 
findings.  Wilt  there  be  any  errors?  Of  course, 
we  all  know  there  will.  The  percentage  of  er- 
rors is  large  even  in  the  best  hospitals.  And  I 
want  to  insist  that  this  cannot  always  be  laid  to 
either  carelessness  or  lack  of  experience. 

We  know  that  the  differentiation  between  some 
diseases  and  the  diagnosis  of  others  cannot  be 
made  before  autopsy,  and  that  even  then  this 
must  wait  until  extensive  mieroscopic  or  bac- 
teriologic  studies  have  been  made.  If  a dissem- 
inated cancer  of  the  lung  can  so  closely  simulate 
tuberculosis  as  to  be  only  surely  differentiated  by 
microscopic  sections,  as  in  one  case  I have  seen 
and  one  reported  by  H.  G.  Wells,  why  blame  the 
clinician  who  works  under  a far  greater  handi- 
cap ? 

Medicine  is  a growing  science.  In  comparison 
to  the  complexity  of  its  domain,  our  methods  even 
yet  are  crude.  This  is  more  true  in  certain  types 
of  disease  than  of  others.  The  diagnosis  of  dia- 
betes, diphtheria,  typhoid  fever,  meningitis,  etc., 
are  usually  accurate ; but  abdominal  tumors,  liver 
disease,  splenomegalies,  endocrine  dyscrasies, 
etc.,  are  notoriously  fields  for  speculative  diag- 
nosis, and  the  percentage  of  error  is  high. 

If  we  become  disheartened  at  times  we  should 
remember  how  great  an  advance  our  art  has 
made  in  the  last  half  century.  There  is  no  rea- 
son to  believe  that  following  generations  will  not 
look  at  our  mistakes  as  we  do  at  those  of  Hippo- 
crates and  Galen. 

Then,  too,  in  the  very  nature  of  things,  and 
subject  to  the  laws  of  chance,  there  must  occur 
now  and  then  pathologic  conglomerations  which 
defy  every  attempt  at  clinical  solution.  Multiple 
lesions  in  the  same  individual  are  uncommon,  but 
occur  often  enough  to  keep  us  humble.  And 
diagnosis  here  would  run  counter  to  one  of  the 
chief  principles  of  medical  logic.  For  it  is  recog- 
nized as  dangerous  to  diagnose  two  diseases  in 
the  same  patient. 

But  suppose  that  a patient  from  whom  a car- 
cinoma of  the  breast  was  removed  a year  before 
develops  an  endothelioma  of  the  spinal  dura ; or 
a patient  with  an  old  rheumatic  endocarditis  de- 
velops a silent  perinephric  abscess ; or  a patient 
who  ran  a dirty  nail  into  his  foot,  ten  days  later 
takes  a lethal  dose  of  strychnine.  Combination  of 
circumstances  can  occur  which  might  fool  the 
very  elect. 

A man  wa.s  admitted  to  the  hospital  with  a history 


of  syphilis  some  twenty  years  before,  and  presumably 
inadequate  treatment.  Right  hemiplegia  and  aphasia 
had  come  on  a few  days  before  admission.  There  was 
no  history  of  vomiting,  headache,  or  other  symptoms. 
Retinal  examination  was  negative,  as  was  also  blood 
and  spinal  fluid  serology.  A diagnosis  of  cerebral 
thrombosis  was  made,  the  result  of  a syphilitic  en- 
darteritis. At  autopsy,  a glioma  of  the  left  hemis- 
phere was  found. 

A woman  with  jaundice  and  ascites  stated  that  the 
former  had  been  painless  in  onset.  Stools  were  clay 
colored.  Liver  was  large,  indefinitely  felt,  and  furth- 
er attempts  at  palpation  told  no  more,  for  the  ab- 
dominal fluid  could  not  be  evacuated  by  paracentesis 
to  a sufficient  extent.  Abdominal  carcinoma  seemed 
most  probable,  but  at  autopsy  a hypertrophic  portal 
cirrhosis  was  found.  The  gallbladder  and  its  ducts 
were  distended,  but  no  organic  obstruction  could  be 
found. 

A young  man  of  thirty-five  with  daily  fever  of 
101°  to  102°  and  general  abdominal  pain  of  three 
weeks’  duration,  moderate  tenderness  and  doughy  feel 
of  the  abdomen,  showed  a gradually  increasing  ascites, 
and  a diagnosis  of  tuberculous  peritonitis  was  made. 
Autopsy  showed  no  sign  of  tuberculosis,  but  instead 
a chronic  peritonitis  of  unknown  origin. 

I believe  that  in  strict  honesty  we  must  admit 
that  as  far  as  academic  accuracy  goes,  a consid- 
erable percentage  of  diagnoses  are  either  not 
made,  or  are  wrong;  also  that  a large  proportion 
of  these  are  not  due  to  any  fault  on  the  part  of 
the  physician,  but  are  due  partly  to  the  inadequate 
development  of  medicine,  and  partly  to  the  tricks 
of  Nature.  There  is,  it  may  be  remarked,  just 
one  physician  whose  diagnoses  are  always  cor- 
rect. That  is  the  one  who  never  has  any  autop- 
sies performed. 

Fortunately,  most  diagnoses  are  prognostically 
correct.  It  is  seldom  that  under  good  hands  a 
patient  dies  because  of  a mistaken  diagnosis, 
though  often  enough,  needless  surgery  is  under- 
taken on  this  account.  In  some  conditions, 
it  matters  little,  as  far  as  the  patient’s  life 
and  health  are  concerned,  what  the  diagnosis  may 
be.  This  is  a poor  refuge,  however ; for,  in  the 
first  place,  with  increasing  efficiency  in  therapeu- 
tics, the  necessitv  for  correct  diagnosis  is  corre- 
spondingly increased  ;and  secondly,  he  who  con- 
demns accuracy  in  the  more  obscure  conditions, 
may,  by  the  very  habit  of  careless  observation  and 
mental  laziness,  fail  in  recognizing  remediable 
disease. 

In  conclusion,  we  feel  certain  that  there  is  no 
one  line  of  attack  to  follow  in  diagnosis.  It  is 
far  too  complicated  to  admit  yet  of  being  reduced 
to  standardized  procedure.  The  securing  of  the 
necessary  data  may  be,  and  generally  is,  reduced 
to  a method ; but  the  interpretation  of  these  is 
the  crux  of  the  matter,  and  it  will  depend  as  much 
on  the  judgment  of  the  physician  as  upon  his 
learning. 


FUSO-SPIROCHETAL  INFECTIONS  OF  THE  LUNG* 

RUSSELL,  L.  HADEN,  M.  D„ 
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Until  recently  the  spirochete  has  been  given 
scant  attention  as  a possible  factor  in  pulmonary 
disease.  It  is  a matter  of  historical  interest  to 
note  such  organisms  were  demonstrated  in  the 
sputum  of  patients  suffering  from  putrid  bron- 
chitis as  early  as  1867  although  no  significance 
was  attached  to  the  finding.  In  1906  Castellani^^^ 
described  a group  of  cases  observed  in  Ceylon 
in  which  he  considered  the  spirochete  as  the  eti- 
ologic  agent  in  the  pulmonary  disease.  These 
patients  presented  a clinical  picture  resembling 
tuberculosis.  The  radiographic  findings  were 
not  characteristic  of  such  an  infection  and  no 
tubercle  bacilli  could  be  demonstrated  in  the 
sputum.  The  clinical  symptoms  were  weakness, 
fever,  and  cough  with  scanty  bloody  expectora- 
tion. Examination  of  the  sputum  revealed  many 
spirochetes  which  Castellani  described  as  a spe- 
cific type,  spirochete  bronchialis.  No  mention 
was  made  of  the  presence  of  fusiform  bacilli. 

Until  1918  spirochetal  infection  of  the  lung 
was  generally  considered  a tropical  disease  of 
which  only  a few  cases  had  been  described.  Spor- 
adic cases  were,  however,  being  reported  from 
other  parts  of  the  world.  The  first  cases  on  rec- 
ord in  the  United  States  are  those  reported  by 
Johnson^^^  from  Mississippi  in  1909.  RothwelF^^ 
described  two  cases  from  Missouri  in  1910.  These 
patients  presented  clinical  symptoms  similar  to 
those  described  by  Castellani  and  were  desig- 
nated bronchial  Vincent’s  angina,  since  the  spu- 
tum showed  many  spirochetes  and  fusiform  ba- 
cilli. 

That  relatively  little  attention  has  been  given 
fuso-spirochetal  lung  infections  is  best  evidenced 
by  the  fact  that  only  107  cases  of  all  types  had 
been  reported  in  this  country  up  on  1927.  In- 
creased interest  in  the  subject  is  due  largely  to 
the  splendid  work  of  Pilot  and  Davis on  the 
role  of  this  group  of  organisms  in  suppurative 
lesions  of  the  lung,  and  of  Fisberg  and  Kline^^^ 
and  Kline  and  Blankenhorn^®^  on  spirochetal  pul- 
monary gangrene.  More  recently  SmithO^)  has 
studied  a large  group  including  all  types  of  pul- 
monary disease  due  to  the  spirochetes. 

The  spirochetes  and  fusiform  bacilli  are  easy 
to  demonstrate  if  properly  searched  for.  In  a 
routine  examination  for  tubercle  bacilli  or  with 
the  gram  stain  they  are  not  seen.  The  sputum 
must  be  washed  through  successive  changes  of 
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physiologic  salt  to  eliminate  mouth  contamina- 
tions. A very  thin  smear  is  made  on  a slide,  cov- 
ered with  Sterling’s  gentian  violet,  washed  off 
immediately  under  the  tap,  dried  and  examined. 
Carbol-fuchsion  may  be  used,  but  the  gentian 
violet  stain  is  far  preferable.  Smith^®)  could  find 
no  spirochetes  or  fusiform  bacilli  in  the  sputum 
of  150  control  cases  of  uncomplicated  pulmonary 
tuberculosis,  6 cases  of  bronchial  asthma,  and  5 
cases  of  mycotic  lung  infection. 

We  now  recognize  and  differentiate  four  types 
of  lung  infection  in  which  the  Vincent’s  group 
of  organisms  is  one  if  not  the  sole  etiologic  fac- 
tor. 

Group  I.  Acute,  Subacute,  and  Chronic  Bron- 
chitis. Acute  and  subacute  bronchitis  may  be  due 
to  a wide  variety  of  organisms.  The  infection  is 
usually  self  limited  but  may  pass  over  into  a 
chronic  type.  The  frequency  with  which  such 
acute  infections  are  due  to  fuso-spirochetes  can- 
not be  estimated  since  few  are  studied  bacteri- 
ologically.  In  an  epidemic  of  129  cases  of  Vin- 
cent’s infection  studied  in  England  during  the 
World  War,  seven  developed  only  a bronchitis, 
the  sputum  showing  abundant  spirochetes  and 
fusiform  bacilli.  Putrid  bronchitis  is  not  recog- 
nized as  always  due  to  this  group  of  organisms. 

Probably  cases  of  acute  bronchitis  due  to  fuso- 
spirochetes occur  often  in  clinical  practice.  The 
organisms  are  constant  inhabitants  of  the  mouth. 
Smears  taken  from  pockets  around  the  gums  al- 
ways show  spirochetes  and  fusiform  bacilli.  Ton- 
sil plugs  are  made  up  largely  of  masses  of  such 
organisms.  Some  factor  other  than  the  actual 
presence  of  the  organism  is  usually  necessary  for 
the  production  of  any  infection.  This  is  probably 
some  lowering  of  the  normal  resistance  of  the 
host. 

The  cases  of  spirochetal  bronchitis  which  are 
recognized  are  those  in  which  the  acute  stage  is 
followed  by  a chronic  infection  which  does  not 
yield  to  the  usual  therapeutic  measures.  With 
such  a spirochetal  bronchitis,  there  is  usually 
fever  and  cough  with  more  or  less  expectoration. 
The  radiograph  shows  little,  and  physical  exam- 
ination only  scattered  moist  rales.  Tuberculosis 
is  suspected,  but  not  verified  by  physical,  x-ray 
or  sputum  examinations.  The  following  are  typi- 
cal examples : 

Case  1.  A woman,  age  60,  in  April,  had  an  attack 
of  bronchitis.  She  had  been  seen  at  times  over  a 
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period  of  several  years  without  showing  any  symp- 
toms or  signs  of  pulmonary  disease.  There  was  no 
reason  to  think  the  bronchitis  was  other  than  the 
type  commonly  seen.  She  improved  under  treatment 
but  several  months  later  was  still  having  a tempera- 
ture as  high  as  100  each  day  with  a cough.  The 
radiograph  showed  only  the  markings  characteristic 
of  chronic  bronchitis.  The  physical  examination  re- 
vealed little.  The  sputum  showed  many  spirochetes 
and  fusiform  bacilli  and  no  tubercle  bacilli.  Six  doses 
of  neosalvarsan  were  given  with  complete  relief  of 
fever  and  other  symptoms.  There  has  been  no  re- 
currence. 

Case  2.  A barber,  age  43,  for  a long  time  had  been 
inducing  vomiting  to  relieve  a morning  nausea.  Three 
weeks  before  admission  to  the  hospital  he  had  be- 
gun to  have  chills,  fever,  cough  and  expectoration. 
The  fever  continued  as  high  as  102.  There  was  no 
hemoptysis.  The  white  blood  count  showed  7,900 
with  a normal  differential.  The  sputum  was  nega- 
tive for  tubercle  bacilli.  The  urine  showed  only  a 
trace  of  albumen.  An  x-ray  of  the  chest  showed  a 
“mild  Interstitial  fibrosis.”  The  Widal  test  was  nega- 
tive. 

^Vhen  seen  ten  days  after  admission  the  tempera- 
ture was  102.  The  only  positive  findings  were  a few 
moist  rales  and  possibly  a slight  friction  rub  over 
the  right  lower  lobe.  The  cough  was  severe.  The 
abundant  sputum  showed  many  spirochetes  and  fusi- 
form bacilli.  Neosalvarsan  was  given  with  immedi- 
ate return  of  the  temperature  to  normal  and  complete 
recovery. 

Group  II.  Bronchiectasis.  A number  of  fac- 
tors are  probably  operative  in  the  development  of 
a bronchiectasis.  The  dilation  of  the  bronchi  is 
probably  one  of  the  most  important  in  the  con- 
tinuation of  the  symptoms.  Often  the  organisms 
of  the  Vincent’s  group  play  a role  in  the  causa- 
tion of  the  symptoms  especially  of  the  periodic 
exacerbations  with  increased  cough,  expectora- 
tion and  fever.  The  fuso-spirochetes  are  always 
a factor  if  there  is  an  associated  putrid  bronchitis. 
The  following  cases  illustrate  this  group. 

Case  3.  A man,  age  65,  had  had  a chronic  cough 
since  an  attack  of  measles  in  childhood.  From  time 
to  time  he  had  attacks  of  fever  during  which  the 
cough  and  expectoration  became  more  severe.  The 
patient  was  first  seen  soon  after  one  of  these  at- 
tacks. There  were  the  physical  signs  of  a generalized 
bronchitis  and  a small  area  of  consolidation  in  the 
right  lower  lobe.  The  x-ray  showed  the  markings 
characteristic  of  bronchiestasis.  The  patient  was 
much  undernourished,  the  chest  was  barrel  shaped, 
and  the  lungs  were  emphysematous.  Oral  sepsis  was 
most  marked.  The  sputum  was  abundant  with  the 
characteristic  sweetish  odor  and  showed  many  spiro- 
chetes and  fusiform  bacilli.  The  patient  was  given 
several  doses  of  neosalvarsan  with  immediate  sub- 
sidence of  the  fever.  Several  months  later  another 
attack  developed  and  terminated  in  death. 

Case  4.  A woman,  age  65,  came  in  for  treatment 
for  a typical  atrophic  arthritis.  For  many  years  she 
had  had  a chronic  cough  with  abundant  sputum.  The 
respiratory  infection  she  dated  from  an  attack  of 
measles  in  young  adult  life.  The  joint  condition  had 
been  active  for  2 years  and  was  very  severe.  From 
time  to  time  she  had  had  exacerbations  of  the  lung 
Infection  with  fever,  and  increased  cough  and  expec- 
toration. 

The  physical  examination  of  the  chest  showed  only 
the  signs  of  a bronchitis.  The  x-ray  was  charac- 


teristic of  bronchiectasis.  The  lung  infection  was 
markedly  improved  under  neosalvarsan  therapy  and 
has  been  kept  under  control  for  three  years  by  courses 
of  treatment  at  intervals  of  several  months.  With 
the  control  of  her  lung  infection  the  arthritis  has 
improved  markedly. 

Group  III.  Abscess  of  the  Lung.  A lung  ab- 
scess may  result  from  a number  of  widely  dif- 
ferent causes.  The  most  common  cause  is  aspira- 
tion of  micro-organisms  with  or  without  foreign 
material.  We  now  recognize  that  spirochetes  and 
fusiform  bacilli  play  a most  important  role  in  the 
necrosis  of  tissue  characteristic  of  aspiration  lung 
abscesses.  The  following  cases  are  examples  of 
this  type : 

Case  5.  A young  man,  age  27,  four  hours  after  a 
tonsillectomy,  had  a chill  followed  by  a cough  and 
pain  in  the  chest.  Later  there  were  the  typical  signs 
of  an  abscess  in  the  right  middle  lobe.  Fever,  ex- 
pectoration and  hemoptysis  continued  for  several 
months.  A sputum  examination  after  the  lung  ab- 
scess was  far  advanced  showed  spirochetes  and  fusi- 
form bacilli  as  the  predominant  organisms  and  pres- 
ent in  large  numbers.  The  sputum  was  foul  smelling. 
The  patient  improved  under  neosalvarsan  treatment. 
There  was  no  further  extension  of  the  abscess.  This 
patient  was  lost  sight  of  after  discharge  from  the 
hospital.  The  abscess  cavity  was  so  large  surgical 
interference  would  probably  be  necessary. 

Case  6y/A  man,  age  28,  developed  a sudden  pain 
under  tj*e  left  costal  margin.  Several  days  previous 
to  theonset  he  had  fallen  while  carrying  a very  heavy 
machine.  The  pain  continued  without  evident  ex- 
planation until  he  developed  a cough,  fever,  expec- 
toration, and  the  physicai  and  x-ray  findings  of  an 
abscess  in  the  left  lower  lobe.  An  examination  of 
the  fetid  sputum  showed  many  spirochetes  and  fusi- 
form bacilli.  The  patient  improved  under  treatment. 
The  abscess  did  not  extend  and  became  walled  off. 
The  patient  was  discharged  from  the  hospital.  While 
in  another  state  he  developed  a second  abscess  in  the 
same  lung,  with  a marked  toxemia  and  died.  An 
autopsy  showed  the  primary  infection  to  be  in  the 
base  of  the  left  lung  near  the  diaphragm.  A small 
fistulous  tract  led  from  this  area  to  the  original  ab- 
scess. 

Group  IV.  Gangrene  of  the  Lung.  Probably 
all  cases  of  gangrene  of  the  lung  are  due  to  Vin- 
cent’s fuso-spirochetes.  The  following  cases  may 
be  cited  as  illustrations  : 

Case  7.  A colored  man,  age  24,  four  weeks  before 
admission  to  the  hospital,  was  struck  on  the  head  and 
rendered  unconscious  for  a short  time.  Three  days 
after  this  accident  he  developed  pain  in  the  chest, 
fever,  and  a cough  with  abundant,  foul-smelling  spu- 
tum. On  admission,  the  physical  examination  showed 
only  dullness  and  rales  at  the  right  base  and  a marked 
dental  sepsis.  The  x-ray  revealed  an  area  of  con- 
solidation, cone  shaped  with  the  base  to  the  hilus,  in 
the  right  lower  lobe.  The  cough  and  fever  continued 
and  the  sputum  became  more  abundant.  The  con- 
solidation as  shown  by  physical  examination  and  the 
x-ray  extended  and  numerous  cavities  developed.  The 
patient  had  a terminal  hemorrhage.  Only  the  day 
before  death  were  spirochetes  and  bacilli  looked  for. 
These  were  present  in  large  numbers.  An  autopsy 
confirmed  the  diagnosis  of  spirochetal  pulmonary 
gangrene. 

Case  8.  A boiler  maker,  age  37.  was  admitted  to 
the  hospital  in  September.  He  dated  the  onset  of 
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his  illness  from  an  acute  respiratory  infection  in 
February.  At  that  time  he  had  been  confined  to  bed 
for  one  month  with  chills,  fever,  cough,  and  pain  in 
the  right  chest.  He  was  unable  to  return  to  work 
although  the  symptoms  improved.  He  had  again 
been  confined  to  bed  since  June.  The  sputum  was 
abundant  and  foul  smelling  .He  had  lost  50  pounds 
in  weight  and  continued  to  have  fever  and  sweats. 

The  examination  on  admission  to  the  hospital  re- 
vealed a marked  anemia,  extreme  oral  sepsis,  and 
dullness  and  rales  over  the  right  lower  chest.  The 
x-ray  showed  consolidation  in  this  area.  The  sputum 
examination  showed  many  spirochetes  and  fusiform 
bacilli.  The  patient  made  a complete  recovery  under 
neosalvarsan  therapy. 

DISCUSSION 

Fuso-spirochetal  infections  of  the  lung  are 
common.  They  are  often  unrecognized  early  if 
recognized  at  all.  This  is  most  unfortunate  for 
the  patient,  since  treatment  is  satisfactory  if  be- 
gun early.  The  organisms  are  present  in  large 
numbers  around  the  teeth  and  in  the  tonsils.  At 
times  the  organisms  may  become  very  virulent 
and  initiate  primarily  a pulmonary  infection.  Epi- 
demics of  Vincent’s  angina,  due  to  an  increased 
virulence  of  the  organisms  were  not  uncommonly 
observed  in  the  camps  during  the  W'orld  war. 

Usually  there  are  predisposing  factors  other 
than  presence  of  the  organisms.  The  individuals 
affected  are  often  below  par  physically.  The 
various  types  of  chronic  bronchitis  are  common- 
ly associated  with  a bronchiectasis.  The  course 
of  the  infection  is  much  influenced  by  these  con- 
tributory factors  as  well  as  by  the  extent  of  the 
lesion. 

In  the  infections  characterized  by  destruction 
of  tissue  and  foul  expectoration,  as  abscesses, 
and  gangrene,  often  there  is  some  circumstance 
causing  aspiration  of  material  from  the  oral  cav- 
ity. In  other  cases  the  suppurative  process  seems 
to  be  simply  a continuation  of  an  acute  infection 
which  may  or  may  not  be  due  primarily  to  the 
fuso-spirochetes. 

Streptococci  are  usually  found  with  the  spiro- 
chetes and  fusiform  bacilli.  There  seems  little 
doubt  that  the  spirochete  is  the  organism  respon- 
sible for  the  death  of  tissue  as  it  can  be  demon- 
strated alone  in  the  zone  of  advance  of  necrosis 
in  the  involved  tissue.  In  gangrene  which  rep- 
resents the  most  virulent  type  of  the  disease, 
spirochetes  can  be  demonstrated  in  enormous 
numbers. 

The  treatment  is  satisfactory  if  instituted 
early.  Neosalvarsan  can  only  kill  spirochetes, 
however.  It  cannot  replace  dead  lung  tissue.  Too 
often  treatment  is  begpm  late  after  much  tissue  is 
destroyed.  The  fuso-spirochetes  should  be 
searched  for  early  in  atypical  cases  of  bronchitis. 


in  bronchiectasis,  and  all  destructive  lung  lesions 
with  foul  expectoration.  Neosalvarsan  is  often  of 
the  greatest  valve  in  holding  the  symptoms  in 
check  and  especially  in  preventing  exacerbations 
in  which  there  is  an  extension  of  the  disease 
process  from  the  bronchi  to  the  parenchyma  of 
the  lung. 

SUMMARY 

The  fuso-spirochetes  are  constant  and  normal 
inhabitants  of  the  oral  cavity. 

These  organisms  may  cause  pulmonary  disease 
due  to  a great  increase  in  virulence,  or  to  acci- 
dental aspiration,  or  in  conjunction  with  a de- 
crease in  local  or  general  resistance  of  the  indi- 
vidual. 

Four  types  of  disease  ma}'  result  from  such 
an  infection;  (1)  Bronchitis  of  different  types, 
(2)  bronchiectasis,  (3)  pulmonary  abscess,  and 
(4)  pulmonary  gangrene. 

The  characteristic  pulmonary  lesion  is  a 
bronchopneumonia  with  death  of  tissue,  and  cav- 
ity formation. 

The  spirochete  is  probably  the  active  etiologic 
factor. 

If  recognized  early,  treatment  with  neosalvar- 
san is  quite  satisfactory. 
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OUR  OWN  BODIES 
“You  know  the  model  of  your  car; 

You  know  just  what  its  powers  are. 

You  treat  it  with  a deal  of  care 
Nor  tax  it  more  than  it  can  bear. 

But  as  to  self — that’s  different; 

Your  mechanism  may  be  bent. 

Your  carburetor  gone  to  grass. 

Your  engine  just  a rusty  mass. 

Your  wheels  may  wobble,  and  your  cogs 
Be  hauled  over  to  the  dogs. 

And  you  skip  and  skid  and  slide 
Without  a thought  of  things  inside. 

What  fools,  indeed,  we  mortals  are 
To  lavish  care  upon  a car 
With  ne’er  a bit  of  time  to  see 
About  our  own  machinery!” 

— John  Kendrick  Bangs. 


ROUND  CELL  INFILTRATIONS  IN  POLIOMYELITIS  AND  ENCEPHALITIS* 

N.  A.  MICHELS,  Sc.  D„ 

Associate  Professor  of  Anatomy,  Creighton  College  of  Medicine, 

Omaha,  Nebr. 


This  is  a piece  of  research  I recently  under- 
took with  Dr.  Globus,  eminent  neurologist  of 
Mt.  Sinai  Hospital,  New  York  City.  Selection 
of  material,  writing  of  clinical  data  in  respect  to 
history,  diagnosis,  parallel  findings,  etc.,  was  at- 
tended to  by  Dr.  Globus.  My  work  consisted 
in  an  investigation  of  the  vascular  lesions  of  the 
central  nervous  systems  from  a view  point  of 
modern  hematology,  a field  in  which  I happen  to 
have  European  training. 

In  the  past  few  years  there  has  been  consider- 
able discussion  as  to  the  origin  of  exudate  cells 
which  appear  in  inflammatory  reactions.  Despite 
the  variety  of  new  methods  employed  as  intra 
vitam  staining,  injection  of  colloidal  dyes  and 
India  ink  suspensions,  growth  of  various  tissues 
in  vitro,  we  are  not  further  advanced  today  than 
in  the  time  of  Cohnheim  and  Virchow  when  it 
comes  to  sameness  of  opinion  as  to  the  genesis 
of  these  cells.  Back  in  1867,  Cohnheim  was  the 
first  to  state  that  white  corpuscles  leave  the  blood 
stream  and  are  responsible  for  the  exudates  that 
appear  in  inflammatory  conditions  and  chronic 
lesions.  Virchow  regarded  the  cells  as  of  local 
origin,  formed  from  fixed  connective  tissue  ele- 
ments around  the  blood  vessels.  Views  advocat- 
ing either  a hematogenous  or  histogenous  origin 
of  the  exudates  have  been  recorded  in  the  litera- 
ture ever  since.  Thus  Baumgarten,  Metchnikoff, 
Schridde  and  others  holding  an  exclusive  hemic 
or  blood  origin ; Ribbert,  Dominici,  Marchand, 
Herzog,  Ferrata,  Pappenheim  and  others  main- 
taining an  exclusive  histogenous  origin.  A mid- 
dle po.sition,  proposing  a mixed  origin  is  taken 
bv  Maximow,  the  well  known  Russian  histologist 
whose  services  America  was  fortunate  to  obtain. 
He  is  now  at  the  Chicago  University.** 

Pioneer  in  this  problem  of  inflammatory  re- 
actions, Maximow  for  twenty-five  years  has 
persistently  held  the  same  opinion  in  his  experi- 
mental and  pathological  investigations,  and  his 
recent  splendid  tissue  culture  work.  His  theory 
regarding  the  origin  of  the  exudate  cells  that 
appear  under  inflammatory  conditions  is  a mixed 
one.  The  cells  are  derived  (a)  partly  from  pre- 
existing round  wandering  cells  (emigrated  lym- 
phocytes). (b)  partly  from  clasmatocytes  and 
small  clasmatocyte-like  adventitial  cells  skirting 
the  blood  vessels,  (c)  the  vast  majority  from  the 

•Presented  before  Missouri  Valley  Medical  Association.  Omaha.  October 
31.  1928. 

••Died.  December,  1923. 


blood  vessels  through  emigration.  In  spite  of 
twenty-five  years  endeavor  to  prove  this  view, 
pathologists  are  not  prone  to  accept  it.  While 
there  are  few  who  do  not  question  or  deny  the 
developmental  power  of  the  lymphocyte,  many 
others  maintain  that  the  lymphocyte  is  a finished 
product.  In  spite  of  evidence  to  the  contrary, 
the  prevailing  opinion  still  seems  to  be  that  hemic 
lymphocytes  do  not  emigrate  for  subsequent  de- 
velopment and  differentiation.  Pathologists,  as 
a group,  are  strong  in  holding  the  fixed  perivas- 
cular connective  tissue  cells  responsible  for  the 
exudates.  Primary  amongst  these  are  the  so- 
called  Marchand  adventitial  cells  located  adja- 
cent to  capillary  and  vascular  endothelium.  The 
varied  morphology  of  these  cells  led  Maximow 
long  ago  to  interpret  these  structures  as  simply 
modified  previously  extravasated  lymphocytes. 
In  all  his  work  he  found  no  evidence  for  a cyto- 
poietic  activity  in  the  production  of  free  wander- 
ing cells  from  this  type  of  cell. 

At  present  there  is  a tremendous  discussion 
taking  place  regarding  the  significance  of  the 
“endothelial  leucocyte”.  What  does  the  term 
mean  and  where  does  the  respective  cell  come 
from?  Variously  termed,  it  is  known  as  macro- 
phage, polyblast,  clasmatocyte,  resting  wandering 
cell,  large  mono-nuclear  histiocyte,  hemohistio- 
blast.  Are  these  different  cells  or  have  they  a 
common  parentage?  In  a recent  series  of  papers 
Foot,  with  emphasis,  repeatedly  stated  that  vas- 
cular endothelium,  notably  that  of  the  capillaries, 
is  responsible  for  the  production  of  these  free 
wandering  cells.  Fontana,  prominent  pathologist 
of  Italy,  in  a recent  monograph  on  endocarditis 
lenta,  maintains  that  the  disease  is  characterized 
by  a large  percentage  of  endothelial  cells  . . . . 
cells  that  in  his  opinion  have  been  sloughed  off 
from  generalized  vascular  endothelium.  The  ir- 
regular, often  spindle-shaped,  cells  found  in  the 
blood  films  of  endocarditis  lenta  are  so  prevalent 
that  they  may  be  stated  to  be  specific  for  that 
disease.  Thus,  in  some  cases,  he  found  as  high 
as  18  per  cent  of  these  cells  in  the  white  corpuscle 
count. 

In  recent  German  literature  Oeller,  Toppich 
and  Siegmund  reported  that  during  anaphylactic 
shock  the  vascular  endothelium  responds  with 
an  almost  immediate  desquamation  of  endothelial 
cells.  Moellendorff  and  his  pupills  have  in  his 
recent  months  repeatedly  contended  for  a partici- 
pation of  vascular  endothelium  in  the  production 

149 


150 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


April,  1929 


of  free  wandering  cells.  Even  Marchand,  who 
originally  advocated  the  adventitial  cells  as  the 
parental  cells,  has  in  his  recent  publications  adopt- 
ed the  view  of  his  pupil  Herzog,  namely  that  the 
adventitial  cells  themselves  are  derivatives  of 
vascular  endothelium.  For  Marchand,  Herzog 
seems  to  have  cinched  the  argument ; for  experi- 
menting with  the  tongue  of  living  frog,  previous- 
ly injected  with  India  Ink,  Herzog  was  able  to 
see  carbon-laden  endothelial  cells  separate  them- 
selves from  the  vessel  wall  and  migrate  out  into 
the  tissue.  This  experiment  was  repeated  in  the 
laboratory  of  Maximow  by  Miss  Stilwell  with 
directly  opposite  conclusions  . . . the  endothelial 
cells  remained  fixed,  the  carbon  particles  passed 
through  them  and  were  taken  up  by  adjacent 
pericytes. 

With  this  before  us.  may  we  still  speak  of  an 
“endothelial  leucocyte”?  Properly  understood, 
there  is  a justification  for  that  term.  It  must, 
however,  be  restricted  to  the  derivatives  of  the 
reticulo-endothelial  system.  By  this  we  mean 
primarily  the  cells  lining  the  lymph  sinuses  of 
the  lymph  nodes,  the  venus  sinuses  of  the  bone 
marrow  and  spleen,  the  sinusoids  of  the 
liver,  the  venous  capillaries  of  the  hypophysis 
and  the  suprarenal  glands.  To  get  away  from  a 
confused  terminology-,  Siegmund,  and  later  !Max- 
imow,  suggested  a new  term  for  these  generative 
cells,  calling  them  littoral  cells.  A better  ido- 
matic  term  would  perhaps  be  riporinal  cells.  All 
workers  concede  that  these  have  the  potency  to 
give  rise  to  free  wandering  cells.  Long  known, 
it  has  repeatedly  been  corroborated  with  various 
experiments.  The  recently  emphasized  conten- 
tion. however,  that  the  general  vascular  endo- 
thelium should  be  included  as  instrumental  in  the 
production  of  free  cells  has  to  date  not  been  suf- 
ficiently proven. 

Interested  in  this  problem  of  a possible  origin 
of  exudate  cells  from  vascular  endothelium,  I 
sought  material  presenting  the  maximal  infiltra- 
tions known  to  pathology.  None  seemed  more 
promising  than  those  of  encephalitis,  of  which 
twelve  cases  were  studied.  What  was  the  result? 

Initial  infiltration  was  best  noted  in  cross  sec- 
tions of  capillary  tubes.  Here  lymphocytes  were 
frequently  seen  having  a uniform  marginal  seri- 
ation.  Many  vessels  showed  active  emigration 
pictures,  i.  e.,  hemic  cells  migrating  through  the 
endothelial  wall.  In  quantity  the  exudates  varied 
from  one  to  eighteen  rows  in  depth.  In  all  these 
types  we  found  emigrating  lymphocytes  and  large 
mononuclears.  Marcora,  in  his  report  on  en- 
cephalitis stated  that  emigration  of  lymphoid 


cells  could  not  be  demonstrated.  Super-imposed 
or  oblique  sections  of  cells  might  erroneously  be 
taken  as  emigrating  cells.  Bearing  this  in  mind, 
thin  serial  sections  were  made  with  the  result 
that  frequently  one  could  follow  from  section  to 
section  the  cut  components  of  the  emigrating 
cells. 

In  transit  through  the  vessel  wall  the  lymphoid 
cells  displayed  a varied  morphology.  Prevailing- 
ly dark  round  masses  with  pronounced  pseudo- 
pods, the  cells  were  frequently  twisted  into  curved 
or  dumbbell-shaped  structures  in  an  effort  to 
pass  to  e.xtra-vascular  territory.  Thin  strands 
of  nuclear  material  running  from  the  capillary 
lumen  to  a main  cell  body  located  in  the  third  or 
fifth  row  of  lymphocytes,  indicated  that  the  emi- 
gration process  was  at  times  slow  and  arduous. 
In  one  instance  accurate  measurement  showed  a 
flagellum-like  protrusion  of  nuclear  material  to 
be  33  m.  in  length. 

In  a soon  to  be  published  work  on  lues,  under- 
taken this  summer  from  the  same  standpoint  of 
investigation,  I again  repeatedly  encountered 
lymphocytes  and  monoc\les  in  transit  through  the 
vessel  wall.  MTat  is  more,  I had  the  good  for- 
tune of  seeing  these  emigrating  cells  as  imbedded 
or  “fossilized”  structures  in  a gound  matrix,  the 
product  of  a hyalinization  process  which  affected 
the  vessels  and  adjoining  territory  in  some  of  the 
cases. 

To  return  to  present  considerations,  after  ex- 
travasation, the  behavior  of  the  lymphoid  cells 
varied.  Whilst  some  of  them  retained  their  hemic 
aspect,  others  hypertrophied  into  large  struc- 
tures, becoming  transformed  into  polyblasts, 
macrophages,  granular  cells  and  occasionally  into 
plasma  cells.  Prevailingly  the  differentiation  was 
polyblastic,  often  giving  rise  to  similar  pictures 
as  recorded  by  ^Maximow  years  ago  in  his  aseptic 
e.xperiments  with  agar-agar  injection. 

Another  proof  for  the  hemic  origin  of  the  exu- 
date cells  is  the  fact  that  frequently  blood  vessels 
were  encountered  showing  a stream-like  orienta- 
tion and  migration  of  lymphoid  cells  into  the 
parenchyme.  Densely  aggregated  in  the  immedi- 
ate vicinity  of  the  vessel  wall,  the  migrating  cells 
became  less  and  less  numerous  in  areas  at  some 
distance  from  the  vessels. 

E.xtremely  significant  for  a non-endothelial 
origin  of  the  exudate  cells  is  the  fact  that  in  not 
a single  instance,  (and  this  was  quite  a vast  ma- 
terial covering  over  six  months  of  study),  did  I 
ever  observe  an  endothelial  cell  in  division. 
Furthermore,  in  not  a single  instance  was  it  ob- 
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vious  or  could  it  be  proven  that  the  vascular  en- 
dothelium participated  in  the  production  of  free 
wandering  cells  hy  way  of  a rounding  up  pro- 
cess of  its  constituent  cells.  Cytogenetically  con- 
sidered, the  vascular  endothelium  was  always 
normal.  No  evidence  was  forthcoming  that  any 
other  perivascular  connective  tissue  cells,  for  ex- 
ample the  so-called  Marchand  adventitial  cells, 
participated  in  the  formation  of  free  exudates. 
What  did  happen  was  that  in  certain  instances 
the  endothelium  showed  intermittant  breaks ; 
these  served  as  passageways  for  the  lymphoid 
cells  into  extra-vascular  territory. 

When  beginning  this  study  of  polioencephalitis 
and  encephalitis,  I had  hoped  to  be  able  to  dis- 
tinguish the  two  groups  on  a histo-pathological 
basis.  There  has  been  some  work  to  that  effect 
maintaining  the  pictures  to  be  totally  different  in 
the  two  types  of  disturbances.  In  our  material 
the  histological  pictures  were  the  same.  No  cri- 
terion was  forthcoming  to  allow  a differentiation 
of  the  two  on  a purely  exudate  basis.  If  any- 
thing, polioencephalitis  was  characterized  by  a 
severer  degree  of  focal  infiltrations. 

These  were  centers  of  intense  glia  activity  and 
mobilization  with  many  of  the  constituent  cells 
transforming  themselves  into  free  compound 
granular  cells.  Such  centers  showed  interspersed 
histiocytes,  polyblasts  and  a varying  number  of 
small  and  medium-sized  lymphocytes.  Lympoid 
foci  were  met  with  both  near  blood  vessels  and 
in  regions  far  removed  from  them.  The  former 
type  afforded  ample  evidence  for  a differentiation 
of  emigrated  lymphocytes  into  compound  granu- 
lar cells  (gitter  cells)  which  morphologically 
were  indistinguishable  from  those  of  neuroglia 
origin.  As  evidenced  by  intergrades  the  process 
was  accomplished  through  increase  in  size  of 
lymphocyte  cell  body  accompanied  by  a progres- 
sive vacuolization  of  cytoplasm,  indentation  and 
final  eccentric  displacement  of  nucleus.  The  fin- 
ished product  in  common  with  the  granular  cells 
of  glia  origin  frequently  acquired  a phagocytic 
character.  A mesodermal  origin  of  a quota  of 
the  glitter  cells  met  with  in  encephalitis  is,  there- 
fore, to  be  admitted — a contention  heretofore  not 
sufficiently  emphasized. 

Summarizing  our  conclusions  it  may  be  stated 
that,  as  far  as  polioencephalitis  and  encephalitis 
are  concerned,  vascular  endothelium  cannot  be 
held  responsible  for  the  production  of  the  exu- 
date cells  met  with  in  the  lesions  occurring  in  the 
central  nervous  system.  On  the  contrary  the  vast 
majority  of  the  infiltration  cells  represent  recent- 
ly emigrated  lymphocytes  and  large  mononu- 


clears, with  a quota  to  be  interpreted  as  homo- 
plastic derivatives  of  previously  extravasated 
lymphoid  cells. 

On  the  basis  of  this  work  (published  in  the 
Archives  of  Path,  and  Lab.  Med.,  Nov.,  1927, 
Vol.  4),  the  American  Medical  association  gave 
me  a grant  to  continue  this  problem  of  round 
cell  infiltration  in  lues.  This  was  done  this  sum- 
mer in  conjunction  with  Dr.  Globus,  who  again 
attended  to  the  clinical  considerations  of  the  cases 
studied.  A detailed  report  of  this  work  on  lues 
will  soon  be  given.  For  the  present  it  may  be 
stated  that  the  same  stereotype  pictures  appear 
in  lues  as  in  encephalitis.  Vascular  lesions  were 
in  instances  much  more  extensive.  In  all  the 
nervous  tissue  investigated  no  evidence  was  forth- 
coming for  an  endothelial  origin  of  exudate  cells. 
Areas  of  brain  softening  displayed  a generalized 
loosening  of  tissue ; the  last  to  round  up  into 
irregular  masses  . . . never  into  completely 
round  structures  . . . were  the  endothelial  cells. 
In  the  new  work  on  lues  we  have  been  able  to 
show  that  endothelial  cells  do  separate  from  the 
vessel  wall.  Such  detached  endothelial  cells, 
however,  never  round  up  into  polyblastic,  free 
wandering  round  cells,  but  either  retain  their 
characteristic  endothelial  aspect  or  become  trans- 
formed into  fibroblast-like  structures  indistin- 
guishable from  local  fibroblasts.  This  observa- 
tion is  by  no  means  new.  A quarter  of  a century 
ago  Maximow  reported  the  phenomenon  in  his 
classical  study  of  inflammatory  reactions  and  re- 
cently claimed  a similar  behavior  for  the  endoth- 
ial  cells  in  explants  of  various  tissues. 

BEHAVIOR  DIFFICULTIES  IN  CHILDREN 
ASSOCIATED  WITH  THE  RESULTS 
OF  BIRTH  TRAUMA 

Paul  L.  Schroeder,  Chicago  {Journal  A.  M.A., 
Jan.  12,  1929),  makes  a comparative  study  of 
children  with  cerebral  palsy  and  birth  injury  and 
concludes  that  difficult  labor  tends  to  determine 
behavior  problems  which,  however,  are  chiefly 
the  result  of  mental  retardation.  Distractibility 
and  hyperactivity  are  characteristic  personality 
traits  in  the  birth  traumas  but  no  behavior  dif- 
ficulty is  specific.  Children  with  cerebral  birth 
injuries  who  do  not  develop  palsies  show  the  be- 
havior characteristics  and  mental  retardation 
common  to  those  with  cerebral  birth  palsies.  Dif- 
ferences in  behavior  that  occur  in  this  group  are 
largely  explained  by  the  absence  of  orthopedic 
handicap.  Children  with  cerebral  injury  at  birth 
who  show  distractibility  and  hyperactivity,  al- 
though free  from  birth  palsies,  should,  therefore, 
be  included  in  the  classification  of  the  results  of 
birth  trauma. 


MECHANICAL  PRINCIPLES  INVOLVED  IN  MANAGEMENT  OF 
PURULENT  PLEURITUS  (EMPYEMA)* 

CLARENCE  EMERSON,  B.  Sc.,  Ph.  D„  M.  D„ 

Lincoln,  Nebr. 


Empyema,  as  it  most  commonly  occurs  as  a 
late  sequel  of  pneumonia  has  been  treated  with 
satisfactory  results  in  such  a large  proportion  of 
cases  that  interest  in  a discussion  of  it  is  aroused 
with  difficulty.  The  time-honored  dictum  re- 
garding pus  in  general  “Evacuate  and  provide 
drainage”  is  too  readily  accepted  as  the  primary 
indication. 

Not  infrequently  the  e.xpected  relief  of  dys- 
pnoea and  subsidence  of  toxic  manifestations 
fails  to  occur  and  in  their  stead  the  respiratory 
and  circulatory  embarrassment  are  intensified. 
The  patient  rapidly  progresses  to  a fatal  termina- 
tion. It  is  then  tardily  recognized  that  some  un- 
foreseen clinico-pathologic  factors  had  existed. 

That  opinions  regarding  some  phases  of  em- 
pyema are  widely  divergent  is  evident  from  com- 
parison of  the  statements  of  C.  H.  Powers  in 
Ochsners  Surgery  vol.  2,  p.  262  and  of  Everts 
Graham  in  Surgery,  Gyn.  and  Ob.  1921,  page  60. 
The  former  says  “The  finding  of  hemolytic  strep- 
tococcus is  an  urgent  indication  for  radical  drain- 
age in  all  conditions”  while  Graham  stresses  the 
importance  particularly  in  hemolytic  streptococ- 
cus cases  of  avoiding  open  thoracotomy  and  urges 
treatment  by  closed  drainage  methods. 

The  e.xperience  in  army  cantonments  and  in 
civilian  practice  during  the  epidemic  of  1917-18 
brought  to  our  attention  forcibly  that  empyema 
that  accompanies  influenza  presents  a clinical  var- 
iety quite  different  from  the  usual  post-  pneu- 
monic type  and  that  principles  of  management 
safely  applicable  to  the  latter  cannot  be  carried 
put  in  the  former. 

In  influenza  empyema  occurs  early  in  the  dis- 
ease process  even  within  3 to  5 days  after  the 
onset.  At  this  time  there  is  e.xtensive  intra-pul- 
monary  pathology  such  as  areas  of  peribronchial 
consolidation,  multiple  intrabronchial  abscesses  or 
definite  broncho-  pneumonia  ,the  effect'  of  which 
is  to  greatly  reduce  the  vital  capacity  and  em- 
barrass the  right  heart.  The  effect  of  open  pneu- 
mothorax is  to  reduce  vital  capacity  in  propor- 
tion to  the  size  of  the  opening  and  if  this  is  done 
at  a time  when  vital  capacity  is  already  at  a point 
near  the  minimum  compatible  with  life  a fatal 
termination  is  inevitable.  In  post-pneumonic  em- 
pyema the  pneumonia  has  usually  passed  the 

•Third  of  a series  of  articles  on  Thoracic  Surgerv  to  be  published 
periodically  in  the  Journal. 
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crisis  and  its  functional  capacity  is  restored  be- 
fore the  empyema  is  evident. 

Numerous  hypotheses  have  been  presented  to 
explain  the  cause  of  death  after  thoracotomy  for 
empyema.  iMost  of  these  were  based  on  purely 
theoretical  grounds  although  some  had  the  sup- 
port of  experimental  and  clinical  evidence.  A 
tabulation  of  the  causes  assigned  to  fatalities  in 
open  pneumothorax  include  the  following : 

1.  Collapse  of  lung  (most  early  authors). 

2.  Mediastinal  flutter  (Murphy). 

3.  Displacement  of  heart  (Kocher). 

4.  Pressure  against  mediastinum  (Garre). 

5.  Collapse  of  intra- pulmonary  vessels  (Sauerbruch). 

6.  Loss  of  vagus  stimulation  (Sauerbruch). 

7.  Pressure  upon  large  veins  of  right  heart  (Ger- 
rulanos). 

2.  Reflex  closure  of  the  glottis. 

9.  Reversed  respiration  in  collapsed  lung  (Kocher, 
Garre). 

10.  Increased  toxemia  through  lymphatics. 

11.  Reduction  of  vital  capacity  (Graham). 

Collapse  of  the  lung  was  the  enigma  of  all 
early  thoracic  surgeons.  It  was  believed  that 
whenever  the  thorax  on  one  side  was  opened  to 
any  degree  that  the  lung  of  that  side  immediately 
and  completely  collapsed  and  its  function  was 
totally  lost.  The  statement  was  made  and  fre- 
quently reiterated  in  early  contributions  that 
death  was  inevitable  if  both  thoracic  cavities  were 
opened.  This  statement  is  found  in  recent  texts 
and  periodic  literature,  although  it  has  been  posi- 
tively refuted  clinically  both  by  the  recoveries 
after  bilateral  traumatic  open  pneumothorax  and 
by  surgically  induced  bilateral  thoracotomy  for 
empyema.  Animal  experiment  has  also  proved 
that  bilateral  thoracotomy  is  not  necessarily  fatal, 
but  on  the  contrary  is  compatible  with  life  up 
to  the  limits  of  fairly  large  openings.  Collapse 
of  the  lung  after  thoracotomy  is  never  complete. 
A further  fallacy  is  often  quoted  as  fact  with  ref- 
erence to  the  relation  of  the  size  of  the  opening 
to  the  size  of  the  glottis.  This  statement  is  that 
if  the  size  of  the  thoracotomy  e.xceeds  that  of  the 
glottis  complete  lung  collapse  will  occur  while  if 
the  thoracotomy  is  smaller  than  the  glottis  col- 
lapse will  be  incomplete.  Collapse  is  not  complete 
even  though  the  opening  is  much  smaller  than 
the  glottis. 

More  or  less  collapse  of  the  lung  occurs  in  ev- 
ery thorocotomy.  The  degree  of  the  collapse  is 
dependent  on  the  size  of  the  opening.  The  open- 
ing may  be  sufficient  to  reduce  the  vital  capacity 
to  a degree  incompatible  with  adequate  aeration 
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of  the  blood,  but  the  size  of  the  opening  essential 
for  this  result  is  much  larger  than  comes  into 
consideration  in  ordinary  thoracotomies  for  em- 


tinal  flutter  or  from  other  associated  factors,  the 
desperate  condition  of  a patient  that  may  follow 
a sudden  thorocotomy  is  improved  by  temporary 


of  mechanics  of  thoracotomy.  • 


I.  Represents  the  mediastinum  as  a rigid  partition.  The  left  lung  is  completely  collapsed  and  the 
light  unaltered. 

II.  Represents  a mobile  mediastinum  with  collapse  of  the  two  lungs  equal.  The  degree  of  collapse 
depends  upon  the  six.e  of  the  opening. 


pyema.  Further  consideration  of  the  mechanics  closure  of  the  opening  by  pulling  lung  through  it 
of  open  pneumothorax  will  be  considered  under  or  by  placing  the  patient  so  that  he  lies  on  the 
the  caption  of  reduction  of  vital  capacity.  It  is  side  of  the  opening  or  by  filling  the  thoracic  cav- 
sufficient  here  to  point  out  that  the  collapse  of  ity  with  normal  salt  fluid  which  is  then  gradually 


Figure  2.  Illustratesi  the  mediastinal  flutter.  With  each  inspiration  the  mediastinum  moves  to 
the  unopened  side  and  reverses  with  each  expiration. 


the  lung  to  the  extent  induced  by  ordinary  sur- 
gical open  thorocotomy  for  empyema  is  not  in 
itself  a possible  cause  of  death.  It  is  only  when 
other  factors  such  as  associated  pneumonia  or 
cardiac  decompensation  are  present  that  such  a 
collapse  can  appreciably  add  to  the  danger. 

Mediastinal  Flutter.  Murphy  observed  in  an- 
imal experiments  that  large  open  thorocotmy 
caused  a to  and  fro  suction  on  the  mediastinum 
which  he  called  fluttering  of  the  mediastinum. 
He  attributed  death  to  this  phenomenon  appar- 
ently assuming  that  such  a motion  fatally  im- 
peded respiration  and  circulation.  Improvement 
in  the  condition  of  the  experimental  animal  could 
be  obtained  by  immobilizing  the  mediastinum 
with  instruments  or  by  pulling  the  lung  through 
the  thorocotomy  opening. 

Whether  resulting  from  the  so-called  medias- 


withdrawn.  It  is  claimed  by  some  authorities 
that  a lung  re-expanded  by  one  of  the  above  mea- 
sures does  not  again  collapse  to  the  same  degree. 
There  is  no  question  now  but  that  the  medias- 
tinum normally  is  markedly  mobile,  and  this  mo- 
bility of  the  diaphragm  is  an  important  consid- 
eration in  the  mechanics  of  open  pneumothorax. 
It  is  not  established  however  that  a fluttering  of 
the  mediastinum  per  se  could  seriously  nullify 
the  effectiveness  of  the  respiratory  excursion. 

Displacement  of  the  heart  was  formerly  looked 
upon  as  an  important  factor  in  fatalities  from 
open  pneumothorax.  Kocher  advanced  this 
theory.  It  is  probable  that  a certain  degree  of 
interference  with  cardiac  function  may  be  induced 
by  a suddenly  produced  malposition  of  the  heart. 
However  in  slowly  developing  hydro-thorax  the 
heart  is  often  displaced  to  an  e.xtreme  degree 
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without  serious  disturbance  of  function.  Also 
after  phrenecotoiny  and  pneumothorax  oblitera- 
tion of  a tuberculous  lung,  the  heart  will  rotate 
and  ascend  with  the  diaphragm  to  an  extreme 
malposition  in  the  upper  left  thorax  without  great 
circulatory  embarrassment.  The  theory  that  dis- 
placement of  the  heart  is  an  important  influence 
in  the  causation  of  death,  appears  to  be  untenable 
in  the  face  of  these  facts. 

Pressure  against  the  niediastimun  was  propos- 
ed by  Garre  as  the  disturbing  mechanism.  The 
respiratory  excursion  of  the  remaining  function- 
ing lung  was  supposed  to  be  inhibited  by  this 
pressure.  The  pressure  against  the  mediastinum 
may  be  actually  greatly  reduced  when  open  thor- 
ocotomy  is  done  in  the  presence  of  a large  dif- 
fuse empyema  as  is  evidenced  by  the  spurt  of 
pus  through  needle,  tube  or  opening  against  the 
atmospheric  pressure.  Pressure  against  the  med- 
iastinum offers  no  clear  explanation  of  the  dis- 
astrous results  in  thoracotomy. 

Sauerbruch  has  stressed  the  importance  of  the 
collapse  of  intrapiilmonary  vessels  with  resultant 
right  heart  embarrassment.  This  is  a valuable  con- 
tribution to  our  understanding  of  the  factors  that 
increase  the  operative  risk  although  it  is  prob- 
ably not  the  chief  cause  of  serious  embarrass- 


Gerrulanos  is  the  chief  advocate  of  the  pres- 
sure upon  the  large  veins  of  the  right  heart  as 
the  chief  disturber.  There  is  no  experimental 
evidence  to  support  this  hypothesis. 

It  is  claimed  by  some  recent  as  well  as  earlier 
authorities  that  a reflex  spasm  of  the  glottis 
sometimes  occurs  as  a result  of  pleural  irritation. 
This  has  been  assigned  as  the  cause  of  an  occa- 
sional precipitate  death  following  a minor  in- 
strumental irritation  of  the  pleura  as  by  simple 
thorocentesis. 

Increased  toxemia  via  the  pulmonary  lym- 
phatics brought  about  by  the  release  of  pressure 
against  the  visceral  pleura  has  been  suggested  as 
a cause  of  the  rapid  increase  in  symptoms  follow- 
ing open  thorocotomy.  It  was  supposed  that  the 
pressure  of  the  pus  against  the  pleura  tended  to 
compress  and  close  the  lymphatics  and  that  when 
this  pressure  was  rapidly  reduced  the  lymphatics 
were  open  and  permitted  free  absorption  from  the 
inflamed  pleura.  The  fact  that  similar  though 
possibly  not  such  extreme  release  of  pressure  oc- 
curs in  aspiration  or  in  closed  thorocotomy  with- 
out the  occurrence  of  aggravation  of  symptoms 
controverts  this  theory. 

Reversed  respiration  or  rebreathing  from  one 
lung  to  another  is  another  highly  ingenious  theory 


Figure  3.  Represents  theory  of  reversed  respiration.  Kocher  and  Garre  attached  great  importance 
to  this  phenomena  as  cause  of  death  in  open  thorocotomy.  Xot  demonstrated  experimentally. 


ment  of  respiration  and  circulation.  Any  lesion 
that  collapses  or  compresses  intra-pulmonary  ves- 
sels increases  the  work  on  the  right  heart.  Such 
an  effect  is  produced  by  consolidation  as  in  pneu- 
monia, caseous  tuberculosis  abscess,  broncho- 
pneumonia as  well  as  by  the  collapse  of  the  lung. 
The  associated  lesions  in  empyema  are  therefore 
to  be  considered  as  adding  further  embarrass- 
ment to  the  right  heart,  as  well  as  restricting  the 
aeration  capacity  of  the  lung.  The  blood-pres- 
sure reading  is  accepted  by  Sauerbruch  as  a mea- 
sure of  the  cardiac  embarrassment  in  thoracic 
surgery.  If  blood-pressure  is  low  he  delays  tne 
operation  until  it  can  be  raised  by  heart  stimula- 
tion. 


without  experimental  demonstration.  The  fol- 
lowing diagrams,  figure  3,  appear  in  Bickhams 
System  of  Operative  Surgery  to  illustrate  this 
phenomenon.  \\'ith  each  expiration  from  the 
good  lung  air  is  forced  into  the  collapsed  one 
and  with  efforts  at  inspiration  the  air  is  again 
drawn  from  the  partially  collapsed  to  the  unaf- 
fected lung.  If  such  a situation  existed  the  result 
would  be  evidently  cyanosis  and  asphyxia  from 
rebreathing. 

Reduction  of  Vital  Capacity.  The  foregoing 
theories  have  attempted  to  explain  the  phenomena 
which  eventuate  in  a purely  mechanical  situation 
incompatible  with  life.  Each  of  the  effects  of 
open  pneumothora.x  outlined  above  interfere 
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more  or  less  with  free  and  complete  expansion 
and  contraction  of  the  lung  or  with  interchange 
of  intra-pulmonary  gases.  The  ability  of  the 
lung  to  inspire  and  expire  air  is  interfered  with 
in  some  measure  by  partial  collapse  of  the  lungs, 
also  by  mediastinal  displacement  and  flutter  if 
the  latter  occurs.  This  ability  is  certainly  reduced 
also  by  lesions  that  obliterate  or  fill  the  vesicular 
spaces  with  exudate.  Any  of  these  factors  that 

r ^ ? 


1.  Reduction  of  vital  capacity. 

2.  Embarassment  of  the  right  heart. 

3.  Toxemia. 

Toxemia  increases  metabolism  and  the  demand 
for  oxygen.  The  tidal  air  is  thus  raised.  Em- 
barrassment of  the  right  heart  adds  impaired  cir- 
culation to  further  retard  oxidation  processes. 

The  vital  capacity  is  the  greatest  volume  of 
air  that  can  be  expired  after  the  fullest  possible 


looo  to  a.SOOC.^ 

' -Vo  ^S-ob^.C. 


TiAo-V 

3ot)  to  5oo  cc;, 


Kcsi  <v\ 


To 

3Lo o e. -C, 


' V l V ».\  C t ''j 
’]go  C.4. 

tr- 

c .c , 


Rese.>rv«. 

^ 1)0.1  AiV 


c*>vN A f^\y 


Vloo  c,<t. 
vito\ 

H-00  C-,c. 


j^«.b«YVC  Atv" 

A'Y 


Figure  4.  Illustrates  the  relation  of  the  various  respiratory  phases  in  health  and  disease. 


I.  Shows  the  normal  condition.  The  compleniental 
or  compensatory  capacity  is  greatly  in  excess  of 
ordinai*y  requirements. 


II.  Shows  moderate  reduction  in  vital  capacity 
but  still  well  above  the  level  of  tidal  air. 
Respiration  is  embarassed  but  sufficient  for 
life. 


III.  Shows  reduction  of  vital  capacity  below  tidal 
air.  Death  is  inevitable.  Tidal  air  require- 
ments are  increased  by  fever  and  toxemia 
but  reduction  of  vital  capacity  inevents  at- 
taining it. 


either  collapse  pulmonary  tissue  or  compress  al- 
veolar walls  by  exudate  or  congestion  undoubt- 
edly decrease  the  breathing  capacity  or  vital  ca- 
pacity of  the  patient  at  the  same  time  they  em- 
barrass the  right  heart.  In  the  presence  of  pneu- 


inspiration.  A certain  amount  of  air  ( residual 
air ) remains  in  the  lung  after  the  most  complete 
expiration.  The  term  tidal  air  designates  the 
amount  inspired  during  quiet  respiration.  Com- 
plemental  air  refers  to  the  volume  inspired  after 


Figure  5.  Illustrates  the  comparison  between  a large  unilateral  opening.  (1)  and  bilateral  open- 
ings. (2)  equals  the  size  of  (1).  The  total  reduction  in  breathing  capacity  is  th©  same.  Migration  of 
the  mediastinum  is  neutralized. 


monia  and  empyema  either  alone  or  combined 
there  is,  of  course,  a greater  or  lesser  degree  of 
toxemia.  It  seems  quite  acceptable,  therefore, 
that  in  empyema  the  death  triad  involves 


ordinary  inspiration  to  make  up  the  vital  caj.au'  vc 
Figure  4 illustrates  the  various  phases  of  n 
spiratory  excursion  under  varying  conditioTi  of 
health  and  disease. 
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Everts  Graham  in  Surgery,  Gynecology  and 
Obstetrics,  (1921),  reports  experimental  study  in 
dogs  of  the  mechanics  of  thorocotomy.  He 
demonstrated  that  after  thorocotomy  the  collapse 
of  the  opposite  lung  was  equal  to  that  of  the  side 
operated.  This  result  is  due  to  the  mobility  of 
the  mediastinum.  The  older  opinions  that  con- 
sidered the  mediastinum  as  a rigid  partition  was 
shown  to  be  erroneous.  The  reduction  of  vital 
capacity  resulting  from  thorocotomy  therefore  ef- 
fects both  lungs  equally.  He  stated  that  for 
practical  purposes  the  thoracic  cavity  could  be 
considered  a single  rather  than  a double  chamber. 
These  experiments  further  proved  that  there  was 
a direct  ratio  between  the  size  of  the  opening 
and  the  amount  of  the  collapse.  The  greater  the 
opening  the  more  reduction  in  vital  capacity  and 
this  is  true  in  the  same  proportion  whether  there 
is  a single  opening  on  one  side  or  bilateral  open- 
ings whose  combined  sizes  were  equal  to  the  uni- 
lateral one. 

Figure  o illustrates  the  effect  of  bilateral  and 
unilateral  thoracotomies  whose  combined  sizes  are 
equal. 

The  purpose  of  complemental  air  (amount 
above  usual  inspiration)  is,  of  course,  to  com- 
pensate for  unusual  demands  from  exertion,  fev- 
er, etc.  ^\'henever  the  vital  capacity  is  reduced 
to  the  amount  of  the  tidal  air  freedom  from 
dyspnoea  will  depend  on  refraining  from  exercise 
or  exertion.  Lessening  vital  capacity  reduces  the 
patients  ability  to  withstand  unusual  demands 
and  if  it  is  lower  than  the  tidal  air  (300  to  500 
cc.)  and  lower  than  can  be  compensated  for  by 
compensatory  increase  of  respiratory  excurscions 
death  must  ensue.  Tidal  air  is  necessary  to  life. 
The  maximum  size  of  the  opening  that  can  be 
tolerated  by  a man  with  a vital  capacity  equal 
to  the  average  of  3700  cc.  is  eight  square  inches. 
It  is  immaterial  whether  this  opening  is  single, 
unilateral  or  bilateral  if  the  combined  size  is  the 
same.  According  to  Graham  and  others  of  the 
empyema  commission  during  the  world  war  the 
essential  cause  of  death  in  influenzal  empyema 
was  reduction  in  vital  capacity.  The  pneumonic 
lesions  are  generally  extensive  when  the  empyema 
develops  because  it  appears  early  as  a compli- 
cation of  influenza.  The  vital  capacity  is  already 
very  low  from  intra-pulmonary  lesions  and  to 
add  to  this  the  additional  reduction  that  ensues 
after  open  thoracotomy  often  brings  the  level  be- 
low tidal  air  with  consequent  fatality.  In  post- 
pneumonic  empyema  that  generally  appears  after 
the  pneumonia  has  passed  the  crisis  this  addition- 
al reduction  in  vital  capacity  is  not  present  and 
early  open  thorocotomy  is  not  attended  with  the 


same  dangers.  The  principle  which  has  been 
forcefully  declared  by  competent  authority  at 
various  periods  in  the  past  that  no  open  thoroco- 
tomy should  be  performed  early  in  empyema 
seems  to  be  not  widely  accepted.  At  the  begin- 
ning of  the  influenza  epidemic  in  the  W'orld  war, 
for  the  treatment  of  empyema  the  common  prac- 
tice was  early  open  thorocotomy.  The  mortality 
was  appalling  and  immediately  lessened  when  this 
practice  was  stopped.  Pathologists  were  unani- 
mous in  reporting  the  two  outstanding  lesions  in 
the  lung  at  autopsy  on  fatal  cases  of  influenza 
were  first  peribronchial  infiltration  and  multiple 
intra-bronchial  abscesses  and  second  dilation  of 
the  heart.  With  these  lesions  in  mind  it  is  easy 
to  understand  that  in  this  diseases  the  vital  ca- 
pacity is  very  low.  This  lowering  of  vital  ca- 
pacity was  evident  clinically  in  many  patients  by 
cyanosis.  If  in  such  a case  empyema  existed  and 
an  open  thoracotomy  was  performed  early  while 
the  pneumonic  infiltration  was  still  active  the 
further  reduction  in  vital  capacity  resulting  from 
partial  collapse  of  both  lungs  would  seriously  or 
fatally  embarrass  the  effectual  respiratory  func- 
tion. The  toxemia  and  fever  and  heightened 
metabolism  increase  the  demand  for  oxygen  so 
that  a compensatory  exaggeration  of  the  usual 
respiratory  e.xcursion  exists.  Tidal  air  demands 
are  raised  while  complemental  or  reserve  air  ca- 
pacity is  lowered.  In  short  the  multiplicity  of 
lesions  within  and  without  the  lung  in  influenza 
empyema  greatly  reduces  vital  capacity.  The 
further  reduction  that  results  from  open  thoraco- 
tomy is  often  sufficient  to  reduce  the  vital  capac- 
ity to  a point  below  tidal  air  which  is  a situation 
incompatible  with  life. 

In  lobar  pneumonia  with  empyema  the  same 
factors  may  come  under  consideration  when  the 
empyema  develops  early  in  the  course  of  the 
pneumonia.  It  is  usually  a late  complication  and 
is  not  in  evidence  until  the  pneumonia  has  sub- 
sided and  the  vital  capacity  is  partially  restored 
thereb;^.  This  e.xplains  the  fact  that  open  thor- 
acotomy may  be  performed  with  greater  safety 
as  soon  as  diagnosed  in  this  type  of  empyema. 

INSIDE  INFORMATION 

A little  negro  schoolgirl,  down  in  Florida,  in 
answer  to  the  question  “What  is  anatomy?” 
wrote  the  following : 

“Anatomy  is  a human  body.  It  is  divided  into 
three  parts — the  haid,  the  chest,  and  the  stum- 
mick.  The  haid  holds  the  brains,  if  there  is  any; 
the  chest  holds  the  liver  and  lites,  and  the  stum- 
mick  holds  the  entrails  and  the  vowels,  which  are 
a,  e.  i,  o,  u,  and  sometimes  w and  v.” — Minnesota 
Med. 


NEW  SYSTEM  X-RAY  THERAPY 


ALBERT  F.  TYLER,  B.  Sc.,  M.  D., 
Omaha,  Nebr. 


It  may  not  have  occurred  to  all  that  as  great 
developments  have  taken  place  in  the  production 
of  x-rays  as  has  taken  place  in  other  electrical 
lines  during  recent  years.  In  view  of  this  fact, 
it  seems  appropriate  to  sketch  briefly  those 
changes  which  have  taken  place  and  because  of 
the  era  in  which  I have  lived,  have  become  a 
part  of  my  experience. 

At  the  time  I began  doing  x-ray  work  it  re- 
quired an  exposure  of  ten  minutes  to  make  an 
x-ray  image  of  the  hand  on  a photographic  plate. 
Under  modern  technic,  instantaneous  exposures 
of  a fraction  of  a second  can  be  made  of  the 
thickest  parts  of  the  body  producing  far  better 
detail  than  was  formerly  possible.  The  same  im- 
pro\  ement  has  taken  place  in  the  therapeutic  ap- 
plication of  x-rays  as  has  just  been  mentioned  in 
their  diagnostic  uses. 

In  fact,  we  might  divide  the  time  since  the  dis- 
covery of  the  x-ray  bv  Roentgen,  1895,  into  four 
periods,  each  period  representing  a step  forward 
in  x-ray  therapy. 

The  first  period,  1896-1913,  represents  the 
early  days  of  x-ray  treatment  when  the  electrical 
apparatus  for  producing  the  x-rays  appears  al- 
most toylike  when  compared  with  that  used  to- 
day. Naturally  the  output  of  x-rays  was  small  in 
quantity  and  of  little  penetrating  power.  The  x- 
rays  of  that  period  were  only  suitable  for  the 
treatment  of  skin  diseases.  In  spite  of  those 
limitations,  excellent  results  were  obtained  in 
dermatology  and  even  today  no  better  technic  has 
been  developed  than  that  formulated  by  the 
pioneers.  Well  do  I remember  those  early  days 
in  my  career  when  serving  under  the  excellent 
instruction  of  my  beloved  preceptor.  Dr.  J.  P. 
Lord,  who  had  a large  volume  of  x-ray  treat- 
ment work.  My  task,  from  early  morning  until 
10  ;00  or  11 :00  o’clock  at  night,  was  to  give  those 
treatments.  A room  filled  with  generators,  the 
wall  covered  with  electrical  switches,  a small 
x-ray  tube  from  which  soft  x-rays  in  only  small 
quantities  could  be  obtained,  required  both  time 
and  patience  to  produce  results.  Yet,  as  I work- 
ed, I had  the  pleasure  of  seeing  epitheliomas  and 
many  other  skin  lesions  disappear  and  leave  the 
patient  completely  cured.  That  training  has 
proven  priceless  in  my  experience.  One  thing 
impressed  upon  me  was  the  value  of  the  “frac- 
tional dose”  method  of  treatment  to  which  I shall 
refer  later. 

The  second  period  in  x-ray  therapy  extends 


from  1913  to  1920  and  its  beginning  corresponds 
with  the  advent  of  the  Coolidge  tube.  Previous 
to  1913  we  had  the  so-called  “gas  tube”  which 
was  a vacuum  tube  which  had  been  incompletely 
exhausted,  a small  portion  of  the  air  having  been 
left  inside  the  tube  upon  which  the  electric  cur- 
rent could  pass  from  anode  to  cathode.  This 
type  of  tube  was  limited  in  output,  was  uncertain 
in  its  behavior  and  could  be  used  for  only  short 
]>eriods  of  time  each  day.  This  necessitated  hav- 
ing six  to  twenty  tubes  about  the  office  so  that 
one  suitable  for  the  work  in  hand  could  be  pick- 
ed out.  One  who  has  never  actually  worked 
under  those  conditions  can  scarcely  appreciate  the 
joy  experienced  by  one  who  has,  upon  using  the 
first  Coolidge  x-ray  tube. 

The  Coolidge  tube  differs  from  the  “gas  tube” 
in  that  it  is  a complete  vacuum.  Since  electricity 
will  not  pass  through  a vacuum,  a small  filament 
of  wire  is  introduced  into  the  cathode  in  such  a 
manner  that  it  can  be  heated,  thus  giving  off 
electrons  on  which  the  electric  current  will  pass 
from  anode  to  cathode  and  thus  produce  the 
x-rays.  With  this  device  it  is  found  that  when 
the  filament  is  real  hot,  x-rays  of  little  penetrat- 
ing power  suitable  for  treatment  of  skin  diseases 
are  given  off  and  when  the  filament  is  less  hot 
x-rays  of  more  penetrating  power  suitable  for 
treating  deeper  lesions  are  produced.  This  qual- 
ity made  it  possible  for  one  Coolidge  tube  to  do 
the  work  of  many  “gas  tubes”.  Not  only  could 
the  one  Coolidge  tube  replace  several  “gas  tubes” 
but  the  quantity  and  quality  of  x-rays  desired 
could  be  duplicated  day  after  day,  thus  eliminat- 
ing much  of  the  guess  work  which  had  been  nec- 
essary before.  The  use  of  the  Coolidge  tube  also 
made  possible  improvements  in  the  electrical 
power  plants  used  in  producing  current  for  x-ray 
tubes  so  that  this  period  is  marked  by  defniite 
advance  in  the  treatment  of  enlarged  glands  and 
tumors  situated  subcutaneously. 

The  third  period  extends  from  1920  to  1926, 
its  announcement  creating  a sensation.  This  is 
called  the  period  of  high  voltage  x-ray  therapy. 
Voltages  of  200,000  were  now  available  for  pro- 
ducing x-rays,  which  made  it  possible  to  treat 
tumors  situated  in  the  deeper  parts  of  the  body. 
Not  only  were  the  x-rays  thus  produced  suf- 
ficiently penetrating  to  reach  deep-seated  tumors 
but  it  was  soon  found  that  they  had  a more  pro- 
nounced effect  on  tumors  than  any  x-rays  pre- 
viously available.  Since  this  method  of  x-ray 
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therapy  originated  in  Germany,  where  massive 
single  closes  were  advocated,  this  same  technic 
was,  at  first,  employed  in  America.  It  was  soon 
found,  however,  that  equally  desirable  effects  on 
the  tumor  could  be  produced  if  the  “fractional 
dose”  method  was  applied  instead  of  the  “mas- 
sive dose"  method.  When  the  “fractional  dose” 
was  used,  the  patient  was  disturbed  much  less  by 
the  treatment  and  the  pronounced  constitutional 
effects  and  prolonged  period  of  recovery  were 
less  noticeable.  Although  the  “fractional  dose” 
method  was  used  in  high  voltage  x-ray  therapy 
many  patients  complained  of  the  odor  of  ozone 
and  other  nauseating  fumes  which  were  produced 
by  the  sparks  at  the  rectifying  disc.  Others  were 
disturbed  by  tbe  noise  so  that  many  schemes  were 
devised  to  do  away  with  these  unhappy  accom- 
paniments of  the  treatment.  None  of  the  at- 
tempts were  wholly  satisfactory  until  1926  when 
an  entirely  new  scheme  of  making  electric  current 
suitable  for  producing  high  voltage  x-rays  was 
introduced.  This  device  ushered  in  the  present 
period  of  x-ray  therapy  and  is  acknowledged  by 
all  to  be  a great  step  forward. 

The  advantages  of  the  new  system*  of  high 
voltage  x-ray  treatment  are  grasped  at  once  by 
patients  wbo  have  been  treated  by  both  the  old 
and  the  new  method.  The  new  system  is  noise- 
less, doing  away  entirely  with  the  crackling  of  the 
sparks  at  the  rectifying  disc  and  with  the  hum 
of  the  motor.  The  new  system  is  odorless,  so 
neither  the  patient  nor  the  operator  suffer  from 
the  nausea  and  headache  so  prevalent  previously. 
The  same  dosage  is  given  in  much  less  time  min- 
imizing the  fatigue  of  the  patient  lying  on  the 
treatment  couch. 

The  new  system  does  not  produce  interference 
with  radio  reception  in  the  neighborhood. 

From  the  technical  standpoint  one  can  see  oth- 
er advantages  as  well  as  those  apparent  to  the 
patient.  Due  to  the  construction  of  the  new 
system  x-ray  equipment,  the  electrical  current  is 
applied  constantly  to  the  x-ray  tube  instead  of 
in  short  hammerlike  blows.  This  fact  accounts 
for  the  greater  output  of  x-rays  in  a given  time, 
the  output  being  as  much  as  155%  of  that  under 
the  old  scheme. 

Not  only  is  the  quantity  produced  in  a given 
time  greater,  but  the  quality  of  the  x-rays  is 
more  homogeneous  so  that  greater  depth  doses 
in  tumors  are  possible  and  better  effects  are  ob- 
tained. 

The  output  of  the  new  system  equipment  is 

*A.  Muscheller,  Uniform  Voltage  vs.  Pulsating  Currents  in  Clinical 
Deep  Therapy.  Radiologj\  Feb.,  1927. 


uniform  and  can  be  accurately  duplicated  day 
after  day,  which  is  quite  different  to  the  varia- 
tion of  25%  to  50%  which  was  found  by  the 
most  careful  operators  under  the  old  method. 

The  new  system  of  high  voltage  x-ray  equip- 
ment is  not  affected  by  variations  in  altitude  or 
change  in  humidity.  This  means,  that  where  this 
type  of  equipment  is  employed,  the  patient  treat- 
ed in  the  high  altitude  and  dry  air  of  the  Rocky 
Mountain  states  will  receive  the  same  benefit  as 
one  treated  at  the  seashore  where  the  air  is  very 
humid. 

All  of  these  improvements  made  possible  by 
the  new  system  of  high  voltage  .x-ray  therapy  na- 
turally give  better  results  in  the  treatment  of 
disease  than  has  heretofore  been  possible. 

The  following  case  reports  give  concrete  illus- 
tration of  cases  suitable  for  this  class  of  x-ray 
therapy. 

Case  No.  32575.  C.  P.  R.,  male,  65  years  of  age, 
came  complaining  of  enlargement  of  the  left  tonsil 
and  a lump  in  the  left  side  of  the  neck  accompanied 
by  difficulty  in  swallowing.  The  patient  says  that 
about  two  months  ago,  he  noticed  a swelling  on  the 
left  side  of  the  neck  which  he  thought  was  some 
swollen  glands.  About  three  weeks  ago  he  noticed 
difficulty  in  swallowing  and  at  the  same  time  the 
lump  on  the  side  of  the  neck  began  to  grow  and  has 
grown  very  rapidly  until  now  it  is  the  size  of  a goose 
egg  and  is  situated  just  below  the  angle  of  the  jaw. 

Physical  findings;  The  left  tonsil  is  enlarged  to  the 
midline  of  the  throat  but  there  is  only  a small  tend- 
ency to  breaking  down  shown  as  an  ulcer  on  the 
surface.  The  glands  of  the  left  side  of  the  neck  are 
as  large  as  a goose  eg'g  with  several  smaller  ones  in 
the  posterior  triangle.  X-ray  examination  of  the 
chest  shows  no  evidence  of  metastases.  Otherwise 
the  physical  examination  is  negative. 

The  diagnosis  is  sarcoma  of  the  left  tonsil  with 
metastases  into  the  left  cervical  glands. 

Treatment:  High  voltage  x-ray  treatment  was  ad- 
ministered in  such  a manner  as  to  give  an  86%  dos- 
age into  the  depths  of  the  tonsil  with  100%  on  the 
skin  surface. 

Result:  tVithin  two  weeks  the  tonsil  had  returned 
to  normal  size  and  the  glands  in  the  neck  were  barely 
palpable.  This  decrease  in  size  continued  until  there 
was  no  gi'owth  demonstrable  either  in  the  tonsil  or 
neck. 

Case  No.  31909.  Mrs.  A.  C.  The  patient  is  a mar- 
ried white  woman,  47  years  of  age  who  complains 
that  during  the  past  two  years  she  has  begun  to 
lose  her  pep  and  that  during  the  last  few  weeks  she 
has  noticed  a pressure  in  the  pelvis  against  the  rec- 
tum and  bladder.  Along  with  these  latter  symptoms, 
she  has  developed  pain  in  the  left  arm  which  she 
thinks  is  neuritis. 

Physical  examination  is  entirely  negative  except  for 
multiple  nodules,  1 to  3 cm.  in  diameter,  on  the  body 
of  the  uterus. 

Diagnosis  was  uterine  fibroids. 

The  treatment  consisted  of  high  voltage  x-ray  treat- 
ment through  the  pelvis,  administering  77%  into  the 
uterus.  The  patient  had  no  inconvenience  from  the 
treatment  and  the  pressure  symptoms  gradually  sub- 
sided until  within  five  months  the  nodules  were  no 
longer  palpable. 
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Case  No.  26798.  Mrs.  J.  K.  The  patient  is  a mar- 
ried white  woman,  38  years  of  age.  She  came  com- 
plaining of  swelling  in  the  abdomen  which  has  existed 
for  the  past  two  years,  during  which  time  she  has 
been  able  to  feel  a tumor  projecting  down  from  under 
the  edge  of  the  ribs  on  the  left  side.  At  the  same  time 
that  this  condition  has  been  going  on  she  has  become 
weak  and  unable  to  do  her  work. 

Physical  findings  show  the  spleen  is  palpable  and 
occupies  the  left  half  of  the  abdomen,  extending  down 
to  the  iliac  crest  and  three  fingers  to  the  right  of  the 
midli'ne.  The  blood  count  showed  erythrocytes  3,500,- 
000;  leucocytes  609,000;  hemoglobin  60%;  differential: 
polymorphonuclears  38%;  small  lymphocytes  4%; 
large  lymphocytes  2%;  eosinophiles  1%;  basophiles 
7%;  neutrophilic  myelocytes  34%;  eosinophilic  myelo- 
cytes 3%;  basophilic  myelocytes  11%. 

Diagnosis:  Splenomyelogenous  leukemia. 

Treatment:  High  voltage  x-ray  treatment  was  ad- 
ministered through  the  spleen  so  that  the  central  por- 
tion of  the  spleen  received  a dosage  of  65%.  The 
blood  count  rapidly  dropped  down  to  near  normal, — 
erythrocides  3,400,000;  leucocytes  8,400;  hemoglobin 
75%;  differential:  polymorphonuclears  73%;  small 

lymphocytes  12%;  large  lymphocytes  5%;  eosinophiles 
5%;  basophiles  3%;  myelocytes  2%. 

This  patient  has  continued  well  for  two  and  one- 
half  years  during  which  time  she  has  received  an  oc- 
casional series  of  high  voltage  x-ray  treatment. 

Case  No.  31074.  H.  S.,  a white  male,  24  years  of 
age,  farmer  by  occupation,  who  had  had  a previous 
decompression  operation  for  a subcortical  infiltrating 
tumor  in  the  left  temporoparietal  region.  At  the  time 
the  patient  presented  himself  for  treatment  he  had  a 
bulging  in  the  left  temporoparietal  region  at  the  site 
of  the  previous  decompression,  was  unable  to  walk  un- 
assisted and  was  very  dull  mentally.  Otherwise  the 
physical  examination  was  negative. 

Treatment:  High  voltage  x-ray  therapy  was  given 
in  such  a manner  that  the  depth  of  the  tumor  re- 
ceived 78%  dosage.  Marked  diminution  in  the  size 
of  the  swelling  occurred  and  the  patient  recovered 
sufficiently  so  that  he  was  able  to  walk  unassisted  and 
to  do  light  work. 

Case  No.  32515.  P.  B.  A white  male,  68  years  of 
age,  came  complaining  of  shortness  of  breath.  He 
says  that  four  months  previously  he  suffered  from 
a double  pneumonia.  The  left  side  cleared  but  the 
right  side  remained  so  he  could  not  get  air  into  it. 

Bronchoscopic  examination  showed  stoppage  of  the 
major  bronchus  in  the  right  lower  lobe  accompanied 
by  bleeding  upon  passage  of  the  instrument.  Follow- 
ing this  bronchoscopic  examination,  in  a short  time 
the  bronchoscope  was  introduced  again  and  lipiodol 
injected.  X-ray  made  following  the  lipiodol  injection 
showed  an  obstruction  of  the  right  lower  lobe  of  the 
main  bronchus.  X-ray  examination  showed  an  area 
of  infiltration  in  the  right  lower  lobe  with  occlusion 
of  the  major  bronchus  near  the  bifurcation.  There 
was  also  partial  collapse  of  the  lower  lobe. 


The  diagnosis  was  primary  bronchus  carcinoma,  fol- 
lowing which  high  voltage  x-ray  treatment  was  given 
accompanied  by  rapid  diminution  in  the  size  of  the 
infiltration  in  the  right  lower  lobe  and  marked  im- 
provement in  the  patient’s  ability  to  breathe  and  in 
his  general  condition  accompanied  by  gain  in  weight 
of  ten  pounds. 

Case  No.  27135.  Mrs.  G.  W.  U.  A married  white 
woman,  34  years  of  age  came  complaining  of  having 
had  the  right  breast  removed  for  carcinoma  four 
weeks  previously. 

At  the  time  she  came,  physical  examination  showed 
a hard  infiltrating  mass  about  5 cm  in  diameter  in 
the  i'nfraclavicular  space. 

A diagnosis  of  extension  of  the  carcinoma  into  the 
infraclavicular  lymph  glands  was  made. 

High  voltage  x-ray  treatment  was  given  following 
which  there  was  rapid  diminution  in  the  size  of  the 
mass,  reduction  in  the  swelling  of  the  arm  and  de- 
crease in  the  pain,  accompanied  by  gain  in  weight 
and  general  physical  improvement. 

Case  No.  30210.  Mr.  D.  P.  A white  male,  72  years 
of  age,  came,  saying  that  seven  years  previously  he 
had  had  the  prostate  removed  following  which  he 
made  uneventfu  recovery  and  remained  well  until 
six  months  ago  when  he  noticed  difficulty  in  getting 
the  urine  to  start.  During  this  time  he  has  also  no- 
ticed considerable  pain  in  the  pelvis  and  on  several 
occasions  has  seen  blood  in  the  urine.  Recently  it 
has  been  necessary  for  him  to  be  catheterized  several 
times. 

Physical  examination  shows  a hard  nodular  mass 
in  the  prostatic  region.  This  mass  is  fixed  and  is 
about  the  size  of  an  orange.  There  is  no  evidence  of 
metastases  into  the  hones  or  elsewhere  in  the  body. 

Diagnosis  of  carcinoma  in  the  prostatic  regioni  re- 
current after  prostatectomy  was  made,  following 
which  high  voltage  x-ray  treatment  was  administered 
so  that  the  tumor  dose  was  90%.  Following  this 
treatment  the  patient  was  able  to  urinate  freely,  was 
only  compelled  to  arise  once  or  twice  at  night  and 
the  pain  was  greatly  diminished.  He  has  continued 
in  good  physical  condition  for  more  than  one  year. 

Case  X'o.  24879.  Mrs.  .1.  W.  A white  woman,  42 
years  of  age,  who  had  had  a hysterectomy  for  malig- 
nancy six  months  previously.  She  comes  now  com- 
plaining of  a large  mass  in  the  lower  abdomen. 

Physical  examination  shows  a smooth  mass  filling 
the  entire  pelvis  and  extending  up  almost  to  the  navel. 
A report  of  the  microscopical  findings  showed  she 
had  sarcoma  of  the  uterus  for  which  the  hysterectomy 
had  been  done. 

Diagnosis  of  recurrent  sarcoma  was  made,  follow- 
ing which  high  voltage  x-ray  treatment  was  ad- 
ministered in  such  a manner  that  the  tumor  mass 
received  100%.  The  mass  rapidly  decreased  in  size 
and  within  a short  time  was  no  longer  palpable.  This 
patient  has  been  well  for  more  than  four  years. 


CASE  REPORTS  ILLUSTRATING 
DIAGNOSTIC  PRINCIPLES  IN  SEXUAL  PSYCHOPATHOLOGY* 


MILES  J.  BREUER, 

The  fact  that  it  requires  a good  deal  of  per- 
sonal courage  to  stand  up  in  front  of  even  a 
medical  audience  and  discuss  frank  sex  matters, 
is  in  itself  pertinent  to  the  theme  of  this  paper. 


M.  D.,  F.  A.  C.  P., 

Sex  phenomena  exert  at  least  as  definite  and  ex- 
tensive an  effect  upon  the  mental  and  physical 
health  of  the  individual  as  does  his  diet ; sex 
impulses  and  sex  thoughts  occupy  at  least  as 
large  an  area  in  his  consciousness  and  in  his  liv- 


^Read  before  the  Lancaster  County  Medical  Society,  November  11.  1928. 
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ing  program  as  do  matters  connected  with  eat- 
ing. We  discuss  openly  all  other  matters  of  clin- 
ical physiology  and  pathology’ ; yet  grave  defects 
in  the  health  and  normal  living  of  our  patients 
are  allowed  to  persist  because  we  act  in  our  meet- 
ings and  in  our  writings  as  though  there  were 
no  such  thing  as  sex ; or  rather  as  though  details 
of  sexual  matters  were  something  to  be  ashamed 
of  in  public  and  to  wink  knowingly  about  in  pri- 
vate. 

The  relatively  scant  literature  on  the  subject 
is  largely  didactic  and  contains  a dearth  of  clin- 
ical material.  Only  Ellis^^®^  Robie<^®"^®'^^"“^\ 
and  Robinson  actually’  report  a mass  of  clinical 
material  in  a scientific  manner.  However,  what 
literature  does  exist  has  established  a few  broad 
principles  upon  which  diagnosis  and  treatment 
may  be  based ; and  the  purpose  of  this  paper  is 
to  report  a few  cases  illustrating  these  principles. 
In  my  own  observation,  I have  found  that  my’ 
cases  run  fairly  true  to  the  generalization  laid 
down  in  the  literature  (to  which  references  are 
appended)  providing  my  history  material  was 
accurately’  obtained.  But,  in  general,  histories 
are  extremely’  difficult  to  obtain.  People  will 
conceal,  suppress,  and  deny’  persistently  facts 
about  their  lives,  even  though  coincidently  admit- 
ting that  it  would  be  best  for  them  to  tell  every- 
thing frankly.  In  the  general  run  of  cases  the 
only’  way  to  get  a dependable  history’  is  for  the 
physician  to  recognize  the  probable  trend  of  the 
disorder  from  its  general  features  and  then  ex- 
tract the  history  from  the  patient  by’  cross-exam- 
ination in  detail,  pinning  him  down  in  turn  on 
each  item.  This  can  only’  be  accomplished  at  the 
expense  of  a great  deal  of  time  and  patience,  and 
only  after  the  patient's  friendly  confidence  has 
been  gained. 

The  cases  are  presented  in  abstract  only’ ; and 
if  they’  seem  to  anyone  too  elementary’,  I excuse 
their  simplicity  on  the  ground  that  even  that  lit- 
tle seems  not  to  be  verv  widely’  understood. 

1.  ]\Iarion  S.,  age  4,  was  brought  in  by  her  mother 
who  stated  that  the  child  was  having  some  sort  of 
pains  in  the  lower  abdomen.  She  had  been  to  a num- 
ber of  physicians  and  the  diagnosis  had  been  all  the 
way  from  pyelocystitis  to  epilepsy;  but  no  relief  had 
been  obtained  within  a year.  A careful  study  revealed 
a normal,  healthy  child.  Then,  questioning  developed 
that  the  mother  thought  the  child  had  such  pains 
because  the  little  one  was  in  the  habit  of  putting 
her  hands  on  her  genitals  and  going  through  strange 
contortions  of  face  and  body.  After  some  patient  ob- 
servation I was  able  to  see  the  child  in  one  of  her 
“attacks”.  There  remained  no  doubt  that  it  was  a 
case  of  infantile  masturbation.  To  train  her  out  of 
it  was  not  at  all  difficult,  though  the  methods  used 
were  pedagogical,  not  medical;  i.  e.,  reward,  punish- 
ment and  education.  In  two  months  she  had  ceased 
the  practice  as  far  as  close  observation  could  deter- 


mine. It  was  not  possible  to  elicit  any  history  of 
sex  deviation  among  her  relationship,  which,  of 
course,  does  not  mean  that  it  did  not  exist. 

This  case,  of  course,  raises  the  question  as  to 
whether  the  child’s  disorder  was  fundamentally 
sexual.  She  was  too  y’oung  to  ascribe  to  her  any 
sensations  connected  with  reproductive  psychol- 
ogy’. But,  the  fact  that  it  was  the  genital  area 
that  was  the  source  of  pleasurable  sensations  that 
could  be  aroused  in  no  other  way  establishes  them 
as  definitely’  sexual ; and  the  case  seems  to  me 
confirmatory’  of  the  modern  point  of  view  that 
reproductive  purpose  is  not  the  only’  component 
of  se.x  psychology’(ii‘24).  However,  the  differing 
conceptions  of  the  functions  of  sex  nevertheless 
agree  that  its  purpose  is  to  bring  together  two 
individuals ; therefore,  the  spontaneous  use  of  sex 
attributes  for  self-gratification  at  such  an  early 
age  is  distinctly  abnormal,  and  suggests  that  in 
such  cases  a regimen  of  hy’giene  and  observation 
be  advised  as  prophylactic  against  the  develop- 
ment of  future  perversions. 

2.  Dorothy  S.,  age  11,  daughter  of  an  osteopath; 
compleiint  of  “nervousness”,  tremors,  constant  fear 
of  something  about  to  happen;  sleep  restless  and  fit- 
ful, filled  with  dreams  of  explosions  and  bright  lights; 
inability  to  eat,  loss  of  weight,  poor  progress  in 
school.  Duration  three  months;  previous  to  that  she 
had  been  in  excellent  physical  and  mental  condition. 
On  physical  examination  no  abnormalities  were  found. 
After  seeing  her  the  third  time  I learned  that  her 
father  had  been  “preparing”  her  according  to  modern 
ideas  for  the  approaching  onset  of  menstruation.  He 
handled  the  subject  in  hushed  and  tremulous  whispers, 
and  made  of  it  a vast  and  vague  transfiguration,  but 
had  actually  told  her  no  details  of  what  to  expect. 
That  was  quite  sufficient  to  produce  her  symptoms, 
among  which  undernutrition  and  retardation  in  school 
are  material  enough  to  appeal  to  anyone.  The  indi- 
cations for  treatment  were  obvious.  I impressed  her 
with  the  fact  that  her  menstruation  might  not  yet 
begin  for  several  years,  and  when  it  did,  it  would  be 
a matter  of  a little  bloody  fluid  appearing  from  the 
genitals,  for  which  she  would  have  to  wear  a napkin 
for  a few  days  each  month,  etc.,  making  the  explan- 
ation as  prosaic  and  commonplace  as  possible,  and 
illustrating  a lecture  on  female  physiology  and  an- 
atomy with  cuts  from  anatomy  texts.  In  six  weeks 
she  was  back  in  normal  condition. 

We  hear  a great  deal  about  sex  instruction  for 
the  young  at  the  present  time.  The  correct  sort 
is  necessary  and  beneficial,  but  the  wrong  kind 
is  worse  than  none  at  all.  It  takes  a person  who 
is  trained  not  only’  in  medical  affairs,  but  in  child 
psy’chology’  to  do  this  sort  of  thing  successfully. 
Neither  ministers,  teachers,  Y.  M.  C.  A.  or  Boy 
Scout  leaders,  nor  phy’sicians  are  adapted  to  the 
work  without  special  training. 

3.  Miss  Edna  H.  Age  22;  dysmenorrhea;  Severe 
pain  at  every  menstrual  period,  necessitating  several 
days’  stay  in  bed;  duration  ever  since  her  menstrua- 
tion began  at  the  age  of  15.  She  had  had  several 
examinations  by  competent  men  without  the  discov- 
ery of  any  pathology;  also  some  examinations  by 
other  men,  one  of  which  resulted  in  an  appendectomy 
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and  ovariotomy  without  relief.  Chiropractic  treat- 
ments gave  her  some  relief.  She  was  a delicately 
balanced,  high-strung  girl  who  took  life  very  serious- 
ly. Since  her  early  teens  she  had  gone  with  boys 
and  had  one  close  affair  after  another;  this  con- 
tinued throughout  her  college  course;  though  her  re- 
lations with  the  boys  never  went  beyond  the  roadside 
necking  party  in  an  automobile.  She  also  danced  a 
great  deal. 

I explained  to  her  that  her  dysmenorrhea  was  due 
to  unrelieved  sexual  tension;  and  to  get  rid  of  it  she 
would  either  have  to  quit  associating  so  closely  with 
the  young  men,  or  else  marry  one  of  them.  She  re- 
fused to  do  either,  and  preferred  the  partial  and  tem- 
porary relief  afforded  by  luminal.  At  one  time  I 
succeeded  in  persuading  her  to  spend  six  weeks  at  the 
Y.  tv.  C.  A,  camp  at  Crete;  as  a result  of  that  she 
had  three  normal  menstrual  periods.  But  she  soon 
returned  to  her  old  life  and  her  old  pains.  She  drifted 
out  of  my  hands  and  I have  recently  heard  that  she 
has  had  another  operation. 

The  above  is  the  report  of  an  individual  case ; 
but  witli  a few  slight  changes  it  would  do  for 
several  dozen  of  which  I have  histories,  and  for 
numerous  other  cases  that  I have  seen  and  not 
accurately  recorded.  Modern  civilization  has 
given  woman  a great  deal  of  mental  and  physical 
liberty ; but  she  will  go  through  a great  deal  of 
suffering  yet  before  she  adjusts  to  the  anomalous 
sexual  situation  in  which  the  unmarried  and 
strictly  moral  business  or  professional  woman  of 
today  is  placed,  the  constant  society  of  and  fre- 
quently admiration  for  men  with  whom  she  is  well 
acquainted ; her  constant  reading  and  talking  of 
sex  matters,  resulting  in  sexual  stimulation  for 
which  no  natural  relief  is  possible. 

In  married  women,  the  great  majority  of 
cases  of  sexual  psycho-pathology  that  get  into 
the  hands  of  the  clinician  comprise  the  mental  and 
physical  results  upon  the  woman  of  the  husband’s 
precipitate  abruptness  in  coitus  or  his  lack  of 
skill  and  understanding  in  handling  a woman. 
The  following  cases  illustrate  three  of  the  types 
of  failure  of  adaptation  on  the  part  of  a woman 
to  such  a situation. 

4.  Mrs.  Ella  Z.  Age  28,  has  one  daughter  6 years 
old,  her  husband  is  a railway  section  foreman.  I 
answered  an  emergency  call  to  her  home  and  found 
her  in  convulsions  surrounded  by  an  excited  group  of 
people.  As  soon  as  I approached  the  bed  she  broke 
away  from  the  two  women  who  were  holding  her  and 
threw  herself  against  me.  She  threshed  from  side  to 
side  of  the  bed,  rolled  over  and  over,  and  groaned 
loudly.  Obviously  it  was  not  an  organic  convulsion. 
I sent  everybody  out  of  the  room  and  sat  down  and 
waited.  When  she  quieted  down  I asked  her  to  tell 
me  what  was  on  her  mind.  Of  course,  she  didn’t 
know  definitely,  but  in  the  course  of  several  visits 
I got  the  story.  Her  husband  was  a physical  Apollo, 
but  by  disposition  a coarse  brute;  whereas  she  was 
sensitive  and  well  bred.  She  had  these  hysterical  at- 
tacks periodically,  but  had  not  the  least  idea  that  they 
were  due  to  the  fact  that  she  had  to  submit  to  short, 
gross,  abrupt  acts  of  coitus  from  a man  who  dis- 
gusted her,  and  to  a terrific  fear  of  another  preg- 
nancy. All  efforts  to  make  her  husband  see  things 


in  a more  humane  and  mutual  light  failed;  he  was  a 
hopeless  brute.  But.  explanations  did  help  her  to  a 
better  understanding  of  the  situation.  She  had  never 
suspected  that  coitus  was  anything  else  than  a bru- 
tality; she  blamed  the  institution  and  not  her  hus- 
band; and  her  hysterical  convulsion.s  were  an  effort 
to  escape  from  his  attentions.  I suggested  contracep- 
tive methods  and  the  use  of  conscious  reasoning  to 
get  relief  from  her  situation.  She  gradually  adjusted 
to  her  situation,  remaining  with  her  husband  on  ac- 
count of  the  child,  but  having  no  more  convulsive  at- 
tacks. 

5.  Mrs.  Millie  ,1.  Age  30.  This  lady  wrote  to  me 
stating  that  she  was  losing  her  mind  and  asking  me 
ff  there  were  any  relief.  The  letter  showed  more 
insight  than  was  probable  in  a psychopath,  and  when 
she  came  in  for  an  interview  this  opinion  was  readily 
confirmed.  Her  symptoms  closely  resembled  those  of 
the  depressive  phase  of  the  maniac-depressive  psy- 
chosis; but  the  absence  of  any  evidence  of  a cycle, 
and  the  very  obvious  cause  for  a neurosis  in  the  his- 
tory were  sufficient  to  establish  a diagnosis.  This 
patient  was  constitutionally  strongly  sexed,  and  dur- 
ing the  early  months  of  marriage  had  derived  satisfac- 
tion from  the  sex  relation  in  spite  of  her  husband’s 
lack  of  skill  and  understanding.  But  eventually  she 
noticed  that  he  preferred  to  spend  his  time  down- 
town than  with  her,  neglected  his  work,  and  mani- 
fested no  evidence  of  affection  toward  her.  Gradual- 
ly she  became  thoroughly  disgusted  with  the  act  of 
coitus,  but  still  retained  an  intense  affection  toward 
her  husband.  This  confused  her,  and  she  confessed 
to  having  several  times  handled  a butcher  knife  with 
suicidal  contemplations. 

After  some  efforts  at  persuasion,  the  husband 
made  a trip  to  visit  me.  He  turned  out  to  be  a man 
of  good  common  sense,  though  totally  uneducated. 
He  comprehended  my  explanations  and  was  very 
willing  to  cooperate.  My  instructions  to  him  were  to 
the  following  effect: 

(1)  That  a woman  is  less  readily  and  rapidly  sexu- 
ally aroused  than  a man,  and  that  if  she  is  to  derive 
satisfaction  and  avoid  distress  from  it,  time,  effort, 
skill  and  consideration  on  the  part  of  the  man  are 
necessary. 

(2)  That  a married  woman  is  physically  in  need  of 
the  thing  that  to  a man  of  his  physical  vigor  and  lack 
of  sentiment  might  seem  trifling:  i.  e.,  all  the  detailed 
manifestations  of  affection  that  are  known  as  petting 
and  love  making. 

(3)  That  his  own  greatest  reward  in  happiness  and 
satisfaction  both  mental  and  physical  would  come  if 
he  disregarded  his  own  desires  and  worked  constant- 
ly with  his  wife’s  needs  and  pleasures  in  mind.  That 
is  not  sentiment,  it  is  physiology;  and,  of  course,  is 
true  of  both  parties  to  the  act  of  coitus.  My  corre- 
spondence with  these  two  people  indicates  that  at  the 
present  time  they  are  normal  and  happy. 

6.  Mr.  and  Mrs.  F.  G’s.  troubles  were  discoverea  ac- 
cidentally during  a period  in  which  I took  care  of 
two  of  their  children.  She  is  the  nagging  wife;  she 
scolds  and  criticizes  her  husband;  nothing  he  does 
is  satisfactory  or  right.  There  are  several  quarrels 
a week,  and  numerous  periods  when,  they  do  not  speak 
to  each  other.  She  is  45  and  he  is  47  years  old,  and 
both  are  negative  for  physical  defects;  yet  neither 
of  them  feels  well;  numerous  and  varying  complaints 
keep  coming  up.  Mr.  G.  is  the  typical  high-pressure 
business  man,  absorbed  in  his  business  life,  providing 
well  for  his  family  financially,  but  otherwise  neglect- 
ing them.  His  business  preoccupation  is  both  the 
cause  and  the  effect  of  his  domestic  defection.  His 
father  was  the  same  before  him  and  he  was  trained 
so  at  an  early  age.  He  regards  sentiment  as  a weak- 
ness, and  yet  periodically  is  physically  compelled  to 
yield  to  it.  He  is  disturbed  by  his  own  inconsistency 
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and  feels  ashamed  of  himself  because  he  is  not  con- 
trolling his  baser  natui-e  as  rigidly  as  he  desires.  For 
a long  time  he  refused  to  talk  freely  about  himself 
and  his  ideas. 

Here  is  a home  in  which  the  children  were  periodi- 
cally treated  to  quarrels  and  bickerings,  in  which  the 
husband  and  wife  are  constantly  miserable,  all  be- 
cause the  husband  will  not  admit  that  sex  is  a per- 
fectly proper  and  vitally  necessary  part  of  his  life, 
but  considers  it  a hindrance  to  his  business  and  re- 
presses it  until  it  breaks  out  like  an  abscess,  instead 
of  training  it  to  be  a beneficial  factor  in  the  health 
and  happiness  of  himself  and  his  family. 

This  case  is  not  yet  completed;  such  conditions 
cannot  be  corrected  overnight.  It  requires  months 
and  even  years  of  training  to  overcome  them  at  the 
age  which  these  people  have  reached.  But,  after 
three  months  of  effort  there  are  already  signs  of  im- 
lirovement.  A son  at  the  university  tell  me  that  the 
home  has  become  a more  pleasant  place;  mother  is 
not  so  cross  and  father  is  more  of  a companion  than 
he  used  to  be.  Mr.  G.  is  difficult  to  convince,  being  a 
hard-headed  business  man;  but  I accomplished  a 
good  deal  by  letting  him  read  some  of  the  case  re- 
Iiorts  in  my  books  and  journals. 

Natural  frigidity  in  women  is  not  as  common 
as  was  once  supposed.  There  are  a good  many 
cases  of  female  frigidity,  but  these  are  readily 
recognized  as  being  due  to  misdirected  training 
during  childhood  building  up  inhibitions,  or  to 
lack  of  proper  technic  on  the  part  of  the  hus- 
band. Both  classes  of  apparent  frigidity  can  be 
corrected  by  educational  methods : in  the  former 
case  the  efforts  are  directed  at  the  wife,  in  the 
latter  at  the  husband.  The  following  is  a case 
of  apparent  frigidity. 

7.  Mrs.  Ruth  Z.  Age  30.  Came  for  relief  of  palpi- 
tation of  the  heart,  dyspnea,  and  precordial  pain. 
There  was  indeed  a slightly  deficient  heart  function 
as  indicated  by  the  cardio-respfratory  test,  and  the 
electrocardiogram  showed  an  occasional  ventricular 
premature  systole.  However,  the  complaints  were  out 
of  proportion  to  the  physical  evidence.  During  the 
effort  to  elicit  other,  possibly  psychic  causes,  she 
volunteered  the  information  that  she  derived  no  pleas- 
ure from  coitus  whatever.  At  the  same  time  she  in- 
sisted that  she  loved  her  husband  superlatively  and 
that  his  treatment  of  her  was  perfect.  I marked  at 
the  time  that  her  insistence  on  her  affection  for  him 
and  on  the  excellence  of  his  treatment  of  her  were 
unusually  emphatic  for  a case  of  normal  married  hap- 
piness. Eventually,  this  became  the  main  feature  of 
the  case:  she  wanted  to  know  why  she  was  frigid.  It 
took  me  a number  of  weeks  to  arrive  at  the  solution. 
She  was  very  strongly  sexed,  as  evidenced  by  her 
alertness  in  the  presence  of  and  her  attention  to  men, 
and  her  love  for  dancing  in  spite  of  a total  lack  of 
rhythmic  sense.  I eventually  learned  that  her  hus- 
band was  a gay  blade,  addicted  to  drink  and  promis- 
cuous ladies.  .She  had  heard  vague  rumors  of  this 
and  had  refused  to  listen  to  them;  she  had  denied  to 
herself  even  the  possibility  of  the  truth  of  them, 
lender  my  (luestioning  she  admitted  her  fears;  as  a 
result  of  my  advice  that  she  check  up  on  the  matter 
accurately,  there  were  tears  and  heartaches,  but  no 
more  organic  heart  symptoms.  The  apparent  frigid- 
ity was  now  admitted  to  be  a repressed  dislike  in  a 
strongly  sexed  woman  of  her  husband's  personality. 

Numerous  cases  of  apparent  frigidity  are 
caused  by  fear  of  ])regnancy.  Under  fairly  prim- 


itive and  natural  conditions  the  thought  of  preg- 
nancy does  not  deter  a woman  from  coitus ; but 
the  pressure  of  civilized  economic  conditions  adds 
inhibitions  that  produce  a definite  neurosis.  The 
relief  for  it  lies  in  contraceptive  methods,  which, 
however,  will  not  be  discussed  here,  but  to  which 
references  are  given  in  the  bibliography.  The 
following  is  evidently  a case  of  natural  female 
frigidity. 

8.  Mr.  F.  C.  B.,  age  35,  superintendent  of  schools  in 
a small  town.  Came  primarily  for  the  treatment  of  an 
acute  cystitis,  during  which  his  other  complaint  was 
elicited:  coldness  and  numbness  in  the  legs;  nervous- 
ness and  tremor  on  talking  to  people;  feels  that  he 
is  losing  his  grip.  Has  fainted  once  or  twice.  Ter- 
ribly depressed  most  of  the  time.  Used  to  have 
seminal  emissions  frequently  a few  years  ago,  but 
these  have  ceased.  A very  careful  physical  examina- 
tion showed  no  organic  defects.  iMarried  eight  years 
before;  his  wife  had  taught  school  before  marriage 
and  all  the  time  since.  He  was  an  intelligent  man, 
and  careful  questioning  failed  to  elicit  any  defects  in 
his  methods  of  handling  his  wife  from  the  very  be- 
ginning. Yet,  she  had  never  responded  to  his  efforts 
in  the  least.  She  had  always  refused  to  discuss  the 
matter  of  sex  relations;  she  would  not  come  to  Lin- 
coln for  a conference  with  me  on  the  subject.  I ad- 
vised that  he  get  away  from  his  home  for  the  summer; 
last  summer  he  traveled  in  the  western  part  of  the 
state,  selling  insurance,  and  came  back  a transfigured 
man.  with  all  of  his  old  self-confidence  back.  He 
sees  his  problem  clearly,  and  is  contemplating  divorce, 
which  the  physician  may  suggest  indirectly,  but  ought 
not  advise  openly. 

The  literature  contains  numerous  references 
to  the  fact  that  one  of  the  commonest  causes  of 
physical  and  neurotic  complications  in  sexual  re- 
lationships is  the  practice  of  contraception  by 
means  of  coitus  interruptus  or  withdrawaB^^h 
My  personal  observations  agree  with  this.  The 
following  is  a case  in  point ; 

9.  Mr.  and  Mrs.  O.  W.  P.,  ages  30  and  20.  I first 
saw  the  wife  at  the  home  during  an  attack  of  intense 
menstrual  pain.  She  menstruated  at  irregular  in- 
tervals, usually  very  short,  and  always  with  intense 
pain.  This  dated  back  to  her  marriage.  She  is  some- 
what undernourished  and  has  a subnormal  basal  meta- 
bolism. A very  interesting  point  from  the  standpoint 
of  Freudian  psychology  is  that  she  dreams  frequently 
and  repeatedly  that  she  cannot  find  her  way  home. 
She  has  a psychic  background,  having  been  a child  of 
separated  parents  and  brought  up  by  a strait-laced, 
inconsiderate  aunt. 

The  husband  also  submitted  his  complaint,  which 
was  epigastric  pain  of  the  spastic  and  hyperacid 
type.  He  was  a weary,  gloomy  looking  man,  in  the 
fruit  commission  business.  Careful  study  showed  hi's 
gastric  symptoms  to  be  a neurosis,  and  his  under- 
nourishment due  to  food  restrictions  produced  by  the 
fear  of  his  stomach  symptoms.  His  symptoms  also 
date  back  to  his  marriage. 

The  couple  were  not  well  off  financially  and  did 
not  wish  a baby  until  they  were  on  their  feet  in  busi- 
ness; although  both  of  them  had  powerful  sex  na- 
tures, they  were  practicing  contraception  by  with- 
drawal. It  is  now  several  months  since  I explained 
to  them  my  theory  of  the  cause  of  their  trouble  and 
instructed  them  in  the  use  of  Cooper’s  method  of  con- 
traception (25).  Their  improvement  was  slow,  prob- 
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ably  because  it  took  some  time  for  the  idea  to  become 
thoroughly  established  in  their  heads.  But  eventually 
their  symptoms  disappeared;  they  gained  weight,  and 
their  gloomy,  worried  faces  have  cleared  up,  without 
any  further  treatment. 

The  above  cases  have  been  relatively  simple, 
and  illustrative  of  elementary  principles  of  sex 
psychology  and  physiology.  I shall  close  with 
one  that  was  somewhat  more  complicated  and 
presented  some  difficulties  in  diagnosis. 

10.  Mrs.  Frank  S.,  age  47,  wife  of  a village  black- 
smith; complaint,  palpitation  of  the  heart,  weakness, 
twitchings,  insomnia.  The  first  thought  was  that  her 
symptoms  might  be  due  to  menopause;  but  her  menses 
were  going  on  normally,  and  menopause  is  not  a dis- 
ease, whereas  she  was  in  considerable  real  distress. 
She  had  already  had  a hysteropexy,  a trachelorrhpahy, 
and  a perineorrhaphy  for  her  symptoms  without  re- 
lief. Her  physical  examination  was  negative  except 
for  a vagina  which  was  so  stenosed  that  it  would  not 
admit  two  fingers.  The  stenosis  was  due  to  a perineal 
band  and  had  probably  followed  the  perinorrhaphy, 
for  she  had  two  grown  sons.  With  the  idea  that  this 
might  be  interfering  with  normal  coitus  and  thus 
causing  her  symptoms,  the  stenosis  was  relieved  by 
dividing  the  band.  She  reported  back  in  two  months, 
worse  rather  than  better.  At  that  time  her  sex  his- 
tory was  more  carefully  gone  into,  and  she  told  a cur- 
ious story  of  how  her  husband  approached  her  sexu- 
ally with  unusual  frequency,  and  yet  seemed  to  be 
impotent  to  perform  the  act.  Somebody  had  told  her 
that  this  was  due  to  syphilis. 

Her  husband  came  for  examination  at  my  request, 
and  my  study  disclosed  a robust,  thoroughly  normal 
man.  He  was  unable  to  explain  the  conduct  that  his 
wife  had  described.  It  was  only  after  I had  studied 
him  for  several  days  that  I found  evidence,  in  the 
history  of  his  periods  of  irritable  depression  alternat- 
ing with  periods  of  excessive  and  aimless  activity,  of 
a definite  psychosis.  That  is  two  years  ago;  since 
then  he  has  been  three  times  in  a state  hospital, 
where  the  diagnosis  was  manic-depressive  psychosis. 
His  wife  has  forgotten  her  symptoms  and  is  absorbed 
in  caring  for  him.  In  this  case,  althugh  it  was  the 
wife  who  presented  herself  with  the  complaint,  the 
husband  was  the  one  who  had  the  real  illness. 

Many  of  the  things  I have  here  brought  out, 
seem  trivial  and  commonplace.  Yet,  they  are  the 
things  that  bring  patients  to  the  physician.  It 
might  seem  that  people  ought  to  be  able  to  solve 
such  simple  things  themselves.  But  people  don't. 
If  it  is  not  the  physician’s  duty  to  help  them, 
whose  is  it? 

I am  sure  that  many  who  read  or  hear  this 
paper  will  have  cases  more  interesting  and  in- 
structive than  these.  Since  se.x  difficulties  are 
fundamental  to  so  many  of  the  complaints  that 
present  themselves  to  us,  and  for  which  we  are 
constantly  seeking  somatic  explanations  and  ma- 
terial treatments,  yesterday  pelvic  surgery,  today 
endocrinology — I wish  to  urge  that  more  material 
of  this  sort  be  brought  to  light,  discussed,  and 
interpreted  with  therapeutic  and  prophylactic 
aims  in  view. 
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SYPHILIS  OF  THE  LUNG* 

Clinical  and  Pathological  Report  of  One  Case 

MAURICE  C.  HOWARD,  M.D.,  AND  B.  CARL  RUSSUM,  M.  D„ 
Omaha,  Nebr. 


Incidence : From  the  sixteenth  to  the  latter 
half  of  the  nineteenth  century,  “syphilis  of  the 
lung”,  or  “phthisis  a lue  venera”  was  a common 
diagnosis.  The  condition  was  described  by  IMor- 
gagni,  Laennec,  \'irchow  and  others.  The  diag- 
noses were  made  upon  gross  appearance  alone,  or 
the  occurrence  of  pulmonary  pathology  in  known 
syphilitics,  and  no  clear  demarcation  was  made 
from  tuberculosis,  brown  induration,  gangrene, 
and  chronic  lymphangitis.  With  the  differentia- 
tion of  syphilis  from  the  other  venereal  infec- 
tions. the  discovery  of  the  tubercle  bacillus  and 
treponema  pallidum,  and  the  widespread  use^of 
the  Wassermann  test,  the  number  of  cases  of 
pulmonary  syphilis  has  markedly  decreased  until 
now  a proven  case  is  a rarity. 

Howard<^)  at  Iowa  City  reported  on  seven 
cases  among  11,982  medical  admissions.  Four 
of  the  seven  come  to  autopsy,  and  Howard  states 
there  are  not  over  200  acceptable  cases  of  pul- 
monary syphilis  in  the  medical  literature  of  the 
world.  Claytor^’)  in  1905  found  not  a single  ex- 
ample in  the  13.000  specimens  of  the  Army  Aledi- 
cal  Museum.  In  a search  through  the  London 
Museums  in  1895  only  ten  examples  were  found. 
Osler(3)  records  only  four  instances  of  the  ac- 
quired type  in  2800  postmortems  at  the  Johns 
Hopkins  Hospital.  Kolisko  of  \henna  saw  only 
100  examples  in  a vast  autopsy  experience.  Sym- 
mers^"*^  at  Bellevue  reports  two  cases  in  314 
autopsies  on  syphilitic  cases.  Carrera^^B  using 
the  pathological  criteria  of  Warthin.  studied  the 
lungs  of  152  autopsied  cases  of  syphilis  in  War- 
thin's  laboratories  and  found  twelve  examples,  a 
higher  rate  than  other  pathologists.  Carrera 
states  that  the  clinical  diagnosis  of  pulmonary 
syphilis  has  been  made  too  often,  and  that  in 
four  years  experience  in  Madrid  he  did  not  see 
a single  pneumopathy  ascribable  to  lues,  although 
he  examined  hundreds  of  syphilitics.  The  path- 
ological diagnosis  is  easier,  but  made  more  rare- 
ly than  the  clinical. 

Clinical  Aspects:  The  clinical  diagnosis  of  pul- 
monary syphilis  is  usually  made  on  the  continued 
absence  of  tubercle  bacilli  from  the  sputum,  a 
positive  Wassenuann  reaction  on  the  blood,  phy- 
sical signs  and  symptoms  of  pulmonary  disease, 
supposed!}'  characteristic  x-ray  findings,  and 
marked  improvement  under  anti-syphilitic  ther- 
apy. According  to  Howard  the  symptoms  are 
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those  of  any  chronic  lung  infection,  and  have 
been  analyzed  by  the  Karschners^’^^  in  120  cases 
selected  from  the  literature.  Cough  occurs  in 
about  90%  of  the  patients.  It  is  usually  con- 
stant, troublesome,  and  may  be  paroxysmal,  espe- 
cially if  bronchiectasis  develops.  Sputum  varies 
from  mucopurulent  to  nummular,  and  is  present 
in  seventy  per  cent  of  the  patients.  It  may  be 
three  layered  in  bronchiectasis,  and  very  foul  if 
gangrene  occurs.  It  contains  pus  cells,  many 
bacterea  and  lung  detritus ; even  bits  of  fibrous 
tissue  and  gummata  have  been  recorded.  One 
observer  has  reported  the  finding  of  trepone- 
mata pallida  in  the  sputum,  but  the  difficulty  of 
differentiating  this  organism  from  buccal  sapro- 
phytic organisms  has  made  this  claim  doubtful. 

Haemoptysis  occurred  in  37  per  cent  of  the 
Karschner  cases.  This  is  rare  compared  to  its 
frequency  in  tuberculosis.  Dyspnoea  is  present 
in  one-third  of  the  patients.  Sometimes  it  is  out 
of  all  proportion  to  physical  signs.  It  is  ascribed 
to  toxemia,  laryngeal  involvement,  or  tracheal 
stenosis.  Pain  in  the  chest,  pleuritic  if  in  the 
sides,  behind  the  sternum  if  of  mediastinal  origin, 
occurs  commonly.  Hoarseness  may  be  due  to 
specific  laryngitis  or  involvement  of  the  recur- 
rent laryngeal  nerve.  Fever,  sweating,  and 
emaciation  are  rare. 

According  to  Howard in  a majority  of 
cases  there  are  extensive  physical  signs  suggest- 
ing effusion,  thickened  pleura,  consolidation,  or 
cavity  fomiation.  Rales  are  the  most  constant 
finding.  Signs  may  be  insignificant,  however,  or 
be  absent  in  spite  of  marked  subjective  symp- 
toms. In  one-half  of  the  cases  the  involvement 
is  bilateral.  According  to  the  Karschners<’^\  and 
contrary  to  the  older  writers,  the  upper  lobes  are 
more  commonly  involved. 

The  roentgenological  differences  between  pul- 
monary syphilis  and  tuberculosis  are  pointed  out 
by  Watkins^*^  as  follows:  “Tuberculosis  tends  to 
invade  the  upper  lobes.  The  characteristic 
shadows  are  found  surrounding  the  apical  or 
subpleural  lobules.  The  shadows  show  a defin- 
ite relation  to  some  branch  of  the  bronchial  tree. 
Syphilis  tends  to  invade  the  lower  and  middle 
lobes  and  to  involve  the  tissue  at  the  hilum  first, 
so  that  the  densest  shadow  is  there,  diminishing 
toward  the  periphery.  The  shadows  do  not  bear 
a distinct  relation  to  the  bronchi,  and  at  their 
edges  have  either  a ragged  worm  eaten  appear- 
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ance  or  tlie  lining  is  evenly  speckled,  or  there 
are  lance-like  radiations  of  dense  elastic  tissue". 
Howard  believes  with  the  Karschners  that  there 
is  no  characteristic  roentgenogram,  and  points 
out  that  Watkins’  claim  to  finding  170  cases  of 
pure  lung  syphilis  among  0,500  chest  plates  (an 
incidence  of  2.0  ])er  cent)  alone  invalidates  his 
claim  to  a pathognomonic  x-ray  picture. 

Complications  \ Gangrene  and  pyopneumothor- 
ax are  rare.  Syphilis  and  tuberculosis  may  co- 
exist and  can  be  recognized. 

Dieulafoy^®)  in  his  clinical  lectures  recognized 
six  types  of  pulmonary  syphilis:  1.  Syphiloma, 
with  acute  febrile  course,  simulating  acute  tuber- 
culosis or  tubercular  broncho-pneumonia.  2.  Syph- 
iloma of  slow  course,  simulating  ordinary 
chronic  tuberculosis  and  phthisis  in  the  stage  of 
cavity.  3.  Bronchopulmonary  syphiloma,  with 
fibrosis  or  sclero-gummatous  lessions,  simulating 
chronic  pneumonia  and  cirrhosis  of  the  lung,  with 
or  without  bronchial  dilatation,  pleurisy,  or 
tracheo-bronchial  adenopathy.  4.  Syphilitic  gan- 
grene. 5.  Syphilitic  pneumopathy,  complicated 
by  pulmonary  tuberculosis.  G.  Hereditary  pul- 
monary syphilis. 

PATHOLOGICAL  TYPES 

Rukstinat^^'^\  in  reporting  a case  from  Le- 
Count’s  laboratories,  states  that  there  are  five 
generally  accepted  pathological  types  of  the  dis- 
ease in  the  accpiired  form:  The  gumma;  chronic 
interstitial  pneumonia,  gradually  leading  to  an- 
other type,  extensive  pulmonary  sclerosis ; bron- 
chopneumonia ; and  a mixed  form  sometimes  call- 
ed “syphilitic  phthisis”,  in  which  pneumonia, 
gummas,  fibrous  changes,  cavity  formation  and 
bronchiectasis  may  coexist,  sometimes  with  gan- 
grene. 

The  case  we  are  recording  exemplifies  the 
gummatous  form,  and  conforms  with  the  his- 
tological pictures  described  by  Carrera It  is 
the  only  case  of  pulmonary  syphilis  encountered 
in  the  last  GOO  autopsies  at  St.  Joseph’s  and  Doug- 
las County  Hospitals. 

Case  report:  C.  M.,  a colored  female,  age  44  years, 
was  admitted  December  13,  1927,  to  the  Douglas  Coun- 
ty Hospital  on  the  service  of  Dr.  M.  C.  Howard.  Her 
complaints  on  admission  were  those  associated  with 
a complete  cardiac  decompensation.  The  history  ob- 
tained at  this  time  was  as  follows:  Seven  months 
previous  she  had  first  noticed  dyspnoea  on  exertion, 
which  gradually  increased  in  severity.  This  was  ac- 
companied by  swelling  of  the  extremities  and  an  en- 
largement of  the  abdomen.  Her  condition  during  the 
past  few  days  had  rapidly  grown  worse  and  she  was 
admitted  in  a semi-comatose  state.  She  died  twelve 
hours  after  admittance.  Her  past  history  is  negative 
other  than  she  had  given  birth  to  two  children,  but 
had  never  had  any  miscarriages.  Physical  examina- 


tion showed  an  emaciated  but  oedematous  patient. 
The  vessels  of  the  neck  showed  a marked  pulsation. 
In  the  supra-sternal  notch  a pulsating  mass  was  felt. 
Over  the  base  of  the  heart  loud  systolic  and  diastolic 
murmurs  were  heard.  The  apical  sounds  were  some- 
what obliterated  by  the  moist  rales  in  the  lungs.  The 
abdomen  was  distended  with  fluid,  while  the  lower 
extremities  were  oedematous.  A clinical  diagnosis 
of  an  aortic  aneurism  with  a syphilitic  myocardial 
degenei'ation  was  made. 

Anatomic  diagnosis  (Dr.  .1.  .1.  Duffy).  Syphilitic 
aortitis  with  two  saccular  aneuryisms,  one  just  above 
each  of  the  posterior  aortic  valve  cusps:  gumata  of 
the  lower  lobe  of  each  lung;  passive  congestion  of  the 
kidneys,  liver,  treachea,  and  bronchi;  acute  fibrinous 
pleuritis  (right);  hydropericardium  (250  cc) ; hydro- 
peritoneum (3000  cc);  anemic  infarct  of  the  spleen; 
edema  of  the  lower  extremities;  hydrosalpinx  (right); 
fibrous  pelvic  peritonitis. 


Figure  1.  Portion  of  lower  lobe  of  right  lung  showing  gummata. 


Necropsy:  In  the  lower  lobe  of  the  right  lung  be- 
neath the  pleura  there  were  some  firm  resistant  areas 
over  which  the  pleura  was  roughened  and  covered 
with  fibrin.  Just  above  the  diaphragm  in  the  lung 
substance  at  its  anterior  margin  was  a necrotic  area. 

Sections  through  the  lung  revealed  a number  of 
irregularly  outlined  yellow  to  grey  nodules  in  the 
lung  substance.  These  areas  were  up  to  3 cm.  in 
their  greatest  measurement  and  the  smallest  was 
about  2 mm.;  they  were  opaque  in  some  areas, 
smooth  on  the  cut  surface,  in  others  rather  spongy 
and  granular.  They  had  no  well  defined  capsules  and 
their  outlines  were  wavy.  On  further  section  some 
areas  were  round  and  their  centers  were  necrotic 
and  could  be  scraped  out;  they  were  rather  clover  leaf 
in  outline,  resembling  tuberculous  broncho-pneumon- 
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ic  areas.  At  one  place  near  the  hilum  of  the  lung 
there  was  a mass  of  lymph  nodes,  and  in  one  of 
them  was  a tiny  calcified  nodule.  Repeated  sections 
through  the  partially  collapsed  lower  lobe  of  the  right 
lung  revealed  numerous  such  caseous  regions. 

Microscopical:  In  large  paraffin  sections  of  the 

lungs,  stained  with  hematoxylin  and  eosin,  there  are 
seen  gummata  of  varying  sizes,  varying  from  miliary 
to  five  low  power  fields  in  diameter.  In  a typical, 
well  developed  gumma  there  are  three  well  defined 
zones,  a central  caseous  region,  a thin  intermediate 
fibrous  zone,  and  a peripheral  granulation  tissue 
zone.  The  central  zone  occupies  about  five-sixths 
of  a given  nodule,  and  is  composed  in  most  cases  of 
the  poorly  staining  alveolar  wall  outlines  enclosing 
coarsely  granular  material,  fibrin-like  threads,  des- 
quamated necrotic  or  fatty  epithelial  cells,  nuclear 
fragments,  some  lymphocytes,  some  endothelial  leu- 
cocytes, and  a few  polymorphonuclears.  Only  an  oc- 
casional nucleus  is  stained  in  the  remains  of  the 
alveolar  walls.  In  a few  of  the  walls  the  outlines  of 


Figure  2.  Photomicrograph  of  small  gumma,  lower  lobe,  right  lung. 

capillaries  containing  rows  of  erythrocytes  can  be 
seen.  The  intermediate  zone  is  composed  of  plasma 
cells,  while  there  is  considerable  fragmented  nuclear 
material  scattered  about.  The  outer  aspect  of  this 
zone  is  invaded  by  many  capillaries.  The  outer  zone 
is  broader  than  the  middle,  and  is  made  up  of  large 
numbers  of  capillaries,  newly  formed  fibrous  tissue 
and  dense  collections  of  plasma  cells  and  lympho- 
cytes. In  the  miliary  gummata  the  caseation  has 
not  yet  taken  place  in  the  central  zone,  and  the  out- 
lines of  alveoli  are  obscured. 

In  sections  stained  by  Verhoeff’s  elastic  tissue 
stain,  uneven  preservation  of  the  elastic  tissue  is  evi- 
dent. In  some  caseous  regions,  or  in  parts  of  some 
caseous  regions  it  has  disappeared,  while  at  the  peri- 
phery it  is  usually  better  preserved.  Carrera(5)  found 
that  in  general  the  elastic  tissue  was  better  preserved 
than  in  tuberculosis. 

In  sections  stained  by  Weigert’s  method  for  fibrin 


many  of  the  alveoli  in  the  caseous  zones  are  seen  to 
be  filled  with  fibrin.  In  addition  the  alveolar  walls 
in  the  caseous  zones  of  the  gummata  are  irregularly 
outlined  in  blue  from  fibrin  deposits  in  the  capil- 
laries. 

Sections  stained  for  acid  fast  bacilli,  and  others 
stained  by  the  Levaditi  and  Warthi'n-Starry  silver- 
agar  method  for  Spirochetes,  revealed  no  organisms. 
According  to  Carrera(5)  spirochetes  have  been  found 
in  the  lung  tissue  of  acquired  pulmonary  syphilis  only 
by  Koch,  Schmorl,  and  Warthin. 

The  lung  tissue  between  the  gummata  is  atelectatic, 
while  the  alveolar  walls  are  thickened.  Within  the 
alveoli'  are  numerous  desquamated  epithelia,  some  of 
which  are  loaded  with  brown  granules.  Some  alveoli 
are  filled  with  phagoc>-tic  cells. 

The  involvement  of  the  medium  sized  and  smaller 
arteries  is  marked  in  all  sections.  There  is  such  mark- 
ed fibrous  thickening  of  the  inner  coat  that  in  some 
instances  the  lumen  is  reduced  to  a mere  point.  There 
is  a moderate  proliferation  of  the  elastic  tissue  of  the 
intima,  but  the  bulk  of  the  proliferation  is  composed 
of  collagenous  fibers.  There  are  targe  numbers  of 
plasma  cells  scattered  through  the  thickened  intima. 
The  middle  coat  of  the  vessels  is  well  preserved. 
There  is  excessive  plasma  cell  infiltration  of  the  ad- 
ventitia with  new  capillaries  and  elastic  tissue,  while 
the  plasma  cell  infiltration  extends  indefinitely  into 
the  surrounding  lung  tissue.  These  changes  in  the 


Figure  3.  Photomicrograph  of  small  artery  in  lung,  showing  marked 
thickening  and  plasma  cell  infiltration  of  intima.  characteristic  of  syphilis. 

arteries  coincide  with  those  described  by  Carrera(5) 
as  typical  of  syphilitic  arteritis  and  he  regards  them 
as  so  typical  that  they  alone  fix  the  diagnosis.  One 
large  artery  in  the  sections  exhibits  only  atherosclero- 
sis. In  some  small  arteries  there  is  extreme  vascu- 
larization of  the  intima  along  with  the  plasma  cell 
infiltration. 

No  giant  cells  are  found  in  any  sections.  In  the 
lung  tissue  outside  the  gummata  there  is  in  many 
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regrions  a marked  fibrosis,  especially  around  the  blood 
vessels.  In  all  these  regions  are  many  plasma  cells. 
Carrera(5)  states  that  such  plasma  cell  infiltrations 
are  differential  diagnostic  points  indicating  syphilis. 

SUMMARY 

Acquired  pulmonary  syphilis  with  gummata  is 
rare.  The  gummata  of  the  lung  resemble  gum- 
mata elsewhere  and  can  be  differentiated  histo- 
logically from  a tuberculoma.  Syphilitic  arter- 
itis in  the  case  presented  was  quite  distinctive 
and  widespread.  Spirochaeta  pallida  were  not 
found  in  the  lungs  of  our  one  case  and  have  only 
rarely  been  demonstrated.  The  discrepancy  be- 
tween clinical  and  autopsy  incidence  of  pulmon- 
ary syphilis  is  due  to  the  more  rigid  criteria  of 
the  pathologist.  The  histological  findings  con- 
form accurately  with  those  given  by  Carrera 
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TETANUS  WITH  RECOVERY* 

FLOYD  CLARKE,  M.  D., 

Omaha,  Nebr. 


I have  not  seen  many  cases  of  tetanus,  but  it 
so  happens  that  I have  seen  two  cases  within 
the  past  month.  One  was  tetanus  neontorum  I 
saw  near  a small  town  in  Iowa.  The  baby  died ; 
I gave  him  1500  units  of  antitoxin,  but  he  died. 

The  baby  was  six  days  old  when  I first  saw 
him  and  he  had  been  sick  forty-eight  hours,  so 
it  was  about  four  days  after  the  birth  of  the 
baby  before  tetanus  developed. 

I saw  the  next  case  a short  time  afterwards;  a 
boy  thirteen  years  old,  always  healthy  and  well;  two 
other  children  in  the  family,  healthy  and  well;  father 
distinctly  luetic  ;the  children  evidently  have  no  tend- 
ency of  that  sort.  The  boy  was  somewhat  backward 
in  school,  did  not  learn  easily.  On  September  23rd 
he  was  struck  on  the  chin  with  an  arrow;  this  arrow 
had  been  lying  in  a pile  of  rocks  for  approximately 
a week.  Five  days  later  Dr.  Rudolph  Rix  gave  him 
fifteen  hundred  units  of  tetanus  antitoxin.  The  wound 
was  very  slight,  but  the  doctor  is  a surgeon  and  for- 
tunately for  the  patient  had  established  that  routine. 
One  week  after  the  injury  the  patient  complained  of 
being  chilly;  had  difficulty  in  swallowing;  had  slight 
headache;  his  face  twitched  slightly  at  times;  he  was 
unable  to  open  his  mouth;  the  jaws  became  locked.  At 
no  time  did  the  temperature  exceed  101  degrees.  When 
I saw  the  case,  eleven  days  after  receipt  of  the  in- 
jury, the  jaws  were  locked.  Mentally  he  was  alert 
and  did  not  seem  ill,  except  that  he  could  not  open 
his  mouth.  He  was  not  hyperesthetic.  He  was  removed 
to  the  hospital  eleven  days  after  he  received  the  in- 
jury and  ten  thousand  units  of  tetanus  antitoxin  given 
intravenously.  Ten  thousand  units  were  given  intra- 
spinously  the  next  morning,  or  twelve  days  after  the 
injury.  Ten  thousand  units  were  given  intravenously 

•Read  before  Nebraska-Iowa  Pediatric  Society  at  their  regular  monthly 
meeting,  Thursday,  October  11,  1928. 


and  five  thousand  intramuscularly  that  evening.  The 
intraspinous  injections  were  repeated  daily  for  three 
successive  days.  The  intravenous  injections  wer^  re- 
peated daily  for  three  days.  The  intramuscular  in- 
jections were  given  only  twice,  five  thousand  units 
each  injection.  In  all  seventy  thousand  units  were 
given,  exclusive  of  the  original  dose.  Recovery  was 
uneventful. 

Wassermann  on  the  spinal  fluid  was  negative;  the 
boy  did  not  exhibit  quite  the  intense  symptoms  of 
tetanus  that  I have  seen.  I have  seen  cases  of  tetanus 
where  some  one  entering  the  room  or  making  the 
slightest  sound  would  send  them  into  convulsions. 
This  boy  showed  none  of  that.  I think  the  fact  that 
Dr.  Rix  gave  fifteen  hundred  units  early  prevented 
severe  tetanus. 

The  incubation  period  in  this  case  is  rather  short. 
The  prognosis  in  most  cases  of  tetanus  depends  al- 
most entirely  on  the  interval  between  the  receipt  of 
the  wound  and  the  treatment.  This  treatment  was 
given  on  the  seventh  day  and  if  the  patient  had  not 
been  given  intensive  treatment,  I believe  he  would 
not  have  made  the  grade. 

The  original  wound  was  on  the  chin.  We  opened  it 
and  cauterized  it. 

It  seems  to  me  in  regard  to  stopping  the  anti- 
toxin, the  whole  secret  is  in  giving  sufficient 
antitoxin.  I think  we  should  stop  the  antitoxin 
when  the  youngster  begins  to  relax.  Generally 
speaking,  at  least  three  injections  should  be  given 
intraspinally.  Magnesium  sulphate  was  not  in- 
dicated, in  my  opinion,  in  this  case.  The  young- 
ster did  not  have  convulsions.  Magnesium  sul- 
phate is  given  with  the  idea  of  controlling  the 
convulsions  and  I did  not  advise  it  because  the 
patient  had  no  convulsions.  Its  use  is  indicated 
where  convulsions  are  present  with  the  tetanus. 
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LOOKING  FORWARD  TO  THE  ANNUAL 
MEETING 

The  annual  meeting  of  the  Nebraska  State 
Medical  Association  looms  just  six  weeks  ahead. 
It  is  high  time  that  you  place  a circle  around 
those  dates  on  your  calendar — iMay  14,  15,  IG — 
and  plan  to  be  in  Omaha  at  that  time  to  par- 
take of  the  scientific  feast  of  good  things  being 
prepared  for  you  by  the  program  committee. 

The  writer  sometimes  wonders  whether  the  in- 
dividual members  of  the  profession  realize  as  ful- 
ly as  they  should  just  what  the  Nebraska  State 
Medical  Association  really  means  to  them.  The 
missionary  who  has  worked  among  the  wild 
tribes  of  Africa  is  imbued  with  the  missionary 
spirit.  One  who,  like  the  writer,  has  belonged  to 
tile  association  forty  years  and  has  missed  but 
four  meetings,  may  be  said  the  have  the  associa- 
tion spirit.  Having  this  spirit,  it  is  hard  to  see 
why  every  one  does  not  have  the  intense  active 
interest  in  the  association  and  its  annual  meet- 
ings. 

The  programs  are  always  most  excellent,  the 
cameraderie  of  physicians  is  most  stimulating,  the 
legislative  work  of  the  house  of  delegates  is  con- 
structive and  for  the  good  of  all. 

The  Nebraska  profession  is  the  equal  of  any 
in  the  States ; its  association  is  surpassed  by  none. 
If  any  member  feels  bolshevistic  or  has  an  in- 
feriority complex  with  reference  to  the  associa- 
tion, shake  it  off  and  march  to  the  tune  of  the 
leaders.  No  matter  how  well  trained  you  may 
be  you  cannot  help  but  learn  something  at  the 
meeting. 

It  is  too  early  to  give  the  program  in  full,  but 
we  are  privileged  to  say  that  Dr.  Charles  Elliott 
of  Northwestern  Lhiiversity  will  give  a lecture  on 
Hyperth3Toidism ; Dr.  Gerald  Webb,  Colorado 
Springs,  will  discuss  Tuberculosis ; Dr.  T.  H.  Cof- 
feen,  Portland,  Ore.,  will  talk  on  Heart  Shapes ; 
Dr.  John  R.  Caulk,  St.  Louis,  will  demonstrate 
his  Punch  Operation  and  Dr.  Carl  Hedblom,  Chi- 
cago. will  give  a paper  on  the  Surgery  of  the 
Chest.  In  addition  to  the  foregoing,  at  least 
twenty  papers  are  promised  by  members.  This 
will  make  a full  program  and  it  promises  to  be 
an  interesting  one. 


THE  RECENT  COLLEGE  OF  SURGEONS 
MEETING  AT  LINCOLN 

The  annual  meeting  of  the  Nebraska  Section 
of  the  American  College  of  Surgeons,  held  at 
Lincoln,  March  14  and  15,  was  one  of  the  unusual 
and  most  successful  meetings  ever  held  in  Lincoln, 
about  two  hundred  being  in  attendance.  Credit 
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must  be  given  to  Dr.  J.  J.  Ilompes,  general 
chairman,  all  the  Lincoln  members,  and  the  rep- 
resentatives from  the  central  office  for  this  fine 
meeting.  Those  celebrities  present  as  guests, 
were  Dr.  Charles  R.  Scudcler  of  Boston,  Dr.  Bur- 
ton J.  Lee  of  New  York,  Dr.  Philip  H.  Kreuscher 
of  Chicago,  Dr.  W.  W.  Pearson  of  Des  Moines, 
Dr.  Wm.  E.  Lower  of  Cleveland,  Mr.  Robert 
Jolly  of  Houston,  Dr.  iMalcolm  T.  MacEachern 
of  Chicago,  and  Dr.  Bowman  C.  Crowell,  Chi- 
cago. 

Tb.e  mornings  were  given  over  to  excellent  op- 
erative and  dry  clinics  at  the  various  hospitals, 
and  the  afternoons  to  scientific  papers  and  dis- 
cussions. During  both  days  additional  hospital 
conferences  were  held  at  the  hospitals  and  hotel. 
Three  motion  jiicture  reels  were  shown:  “Infec- 
tion of  the  Hand’’,  “Prostatic  Hypertrophy”,  and 
“Blood  Transfusion”.  The  clinics  and  scientific 
papers  were  all  of  a very  high  type.  Many  mat- 
ters of  interest  were  discussed  benefiting  the  pa- 
tients. 

On  Thursday  evening  a Community  Health 
meeting  was  held  at  St.  Paul’s  Church.  About 
six  hundred  were  present.  Excellent  talks  were 
given  on  subjects  of  general  interest  to  the  pub- 
lic., These  were  accompanied  by  lantern  slides 
and  motion  pictures. 

The  new  officers  elected  were:  Dr.  Max  Em- 
mert.  Omaha,  president ; Dr.  J.  E.  M.  Thompson, 
Lincoln,  vice  president ; Dr.  W.  L.  Shearer,  Oma- 
ha, secretary  and  treasurer;  Dr.  W.  F.  Langdon, 
Omaha.  Dr.  K.  S.  J.  Hohlen,  Lincoln,  Councilors. 

At  this  meeting  two  other  organizations  were 
brought  into  life.  1.  The  Nebraska  State  Hos- 
pital Association,  a committee  consisting  of  Airs. 
Gladys  Smits,  Lincoln  General  Hospital ; Dr. 
Bean,  University  Hospital,  and  Rev.  Young, 
Lutheran  Covenant  Hospital.  2.  Through  the  ef- 
forts of  Dr.  Burton  J.  Lee  of  the  College  Cancer 
committee,  there  was  organized  a Cancer  Re- 
search committee,  others  having  been  created  in 
other  cities.  The  officers  of  this  committee  are. 
Dr.  J.  S.  Welch,  chairman;  Dr.  Geo.  Covey,  vice 
chairman,  and  Dr.  Clarence  Emerson,  secretary. 
The  objects  of  this  committee  are: 

1.  To  cause  a more  accurate,  closer  and  co- 
operative study  of  carcinoma  occurring  in  this 
community  by  the  said  committee. 

2.  To  aid  the  Central  committee  and  in  turn 
to  receive  aid  from  the  Central  Body.  In  this 
way  it  is  hoped  that  more  definite  information 
may  be  obtained  in  regard  to  cancer. 

— K.  S.  J.  Hohlen. 


CANCER  CAMPAIGN  TO  TEACH  WOAIEN 

The  American  Society  for  the  Control  of  Can- 
cer is  concentrating  its  educational  activities  this 
year  upon  women.  More  women  than  men  iiavc 
cancer,  hence  the  necessity  of  educating  women 
in  matters  jiertaining  to  cancer.  So  far  (!()S.;)0() 
pamphets — “What  Every  Woman  Should  Do 
About  Cancer”  have  been  distributed  among  var- 
ious national,  state  and  municipal  organizations. 

The  Nebra.ska  Federation  of  Women’s  Cln’rjs 
under  the  direction  of  Aliss  Louise  AT  Alurphv. 
R.  N.,  Director  of  Child  Hygiene  in  the  State 
Health  Department  and  Chairman  of  the  Puldic 
Health  Division  of  the  Nebraska  Federation  of 
Women’s  Clubs  of  Nebraska  is  cooperating  witli 
the  Executive  Committee  of  the  Nebraska  Divi- 
sion of  the  American  Society  for  the  Control  of 
Cancer  in  distributing  .‘Ti.OOO  jiamphlets  to  the 
members  of  the  various  Women’s  Clubs  of  the 
state.  Aliss  Alurphy  writes : “I  am  urging  each 
club  woman  to  see  to  it  that  at  least  two  women 
outside  the  club  membership  read  the  leaflet.  We 
will  also  send  to  the  non-federated  clults  and  thus 
reach  many  rural  women  who  are  isolated  and 
uninformed,  a very  important  group  to  reach  with 
health  education.” 

Some  idea  can  be  gained  of  tlie  extent  of  this 
propoganda  by  enumerating  the  various  national 
organizations  that  are  cooperating  with  the  Am- 
erican .Society  for  the  Control  of  Cancer.  They 
are  as  follows:  The  National  Council  of  Jewish 
Women,  The  Chicago  Women’s  Club.  The  Gen- 
eral Federation  of  Women’s  Clubs,  The  Metro- 
politan Life  Insurance  Company,  The  National 
Women’s  Christian  Temperance  L^nion,  and  The 
National  Young  Women’s  Christian  Association. 
In  all  it  is  estimated  that  not  less  than  8,000.000 
women  will  be  reached  by  these  pamphlets. 

— Palmer  Findley,  Nebraska  .State  Chairman 


A REGISTRY  OF  LABORATORY 
TECHNICIANS 

In  accordance  with  the  trend  of  the  times,  the 
practice  of  medicine  is  utilizing  more  and  more 
the  services  of  trained  lay  helj).  The  advent  of 
the  laboratory  as  an  indispensilde  aid  to  the  diag- 
nosis of  disease  has  created  a new  specialty  hi 
medicine ; that  of  clinical  jiathology.  In  order  to 
carry  on  the  numerous  technical  tests  required  in 
scientific  diagnostic  procedures,  the  laboratory 
director  has  found  it  necessary  to  train  the  tech- 
nical personnel.  With  the  standardization  of  hos- 
pitals and  the  urgent  call  for  qualified  laboratory 
assistants  there  has  arisen  a demand  for  proper 
standardization  of  the  preliminary  education  and 
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technical  training  of  those  enrolled  in  this  new 
profession. 

There  has  also  been  a desire  on  the  part  of 
those  engaged  in  this  useful  calling  to  raise  their 
status,  similar  to  the  evolution  of  the  trained 
nurse  of  a generation  ago.  This  want  is  now 
being  taken  care  of  by  a national  organization 
consisting  of  a body  of  men  who  are  most  vitallv 
interested  in  elevating  the  intellectual  and  techni- 
cal status  of  laboratory  workers.  The  American 
Society  of  Clinical  Pathologists  has  taken  upon  it- 
self the  task  of  organizing  a Registry  of  Tech- 
nicians with  rules  under  which  those  qualified  by 
education,  technical  instruction,  and  moral  char- 
acter will  receive  a certificate. 

The  subject  is  of  interest  to  physicians  in 
every  field  of  endeavor  as  many  of  them  are 
desirous  of  securing  the  services  of  technicians 
to  carry  on  the  routine  laboratory  procedures. 

There  is  no  doubt  that  the  elevation  of  the 
laboratory  technician  to  the  status  of  a respected 
and  useful  calling  will  be  a great  help  to  the 
medical  profession,  to  the  patient,  and  to  the 
scientific  practice  of  medicine. 

The  headquarters  of  the  Registry  of  Techni- 
cians of  the  American  Society  of  Clinical  Path- 
ologists are  located  in  the  Metropolitan  Building 
of  Denver.  Colorado. 

Another  very  desirable  feature  of  the  Registry 
is  the  facilities  it  offers  in  finding  suitable  place- 
ment for  registrants  and  in  aiding  physicians  to 
find  desirable  applicants. 


MORE  LIGHT  ON  LICENSING  UNNATUR- 
ALIZED PHYSICIANS 

I have  just  received  a copy  of  The  Nebraska 
State  Medical  Journal  in  which  I find  an  article 
intended  for  my  attention  relating  to  the  rules 
and  regulations  of  the  Department  of  Public  M'el- 
fare  in  relation  to  the  licensing  of  physicians  to 
practice  medicine  in  Nebraska. 

I fully  agree  with  the  sentiment  e.xpressed  in 
this  article.  However,  the  article  itself  is  fouivl- 
ed  on  false  premises.  The  matter  to  which  you 
refer  is  not  a rule  of  the  Department  of  Public 
Welfare  but  it  is  embodied  in  the  laws  of  the 
state. 

You  state  in  the  article  also:  “It  seems  not 
only  unfortunate  but  unjust  to  have  such  a rule 
in  the  Department  of  Welfare,  but  it  is  there. 
Under  existing  laws  a foreigner  who  comes  to 
this  country  and  applies  for  naturalization  may 
vote  at  local  and  state  elections  and  is  accepted  in 


practically  all  respect  as  one  of  us  in  social,  civic 
and  commercial  matters;  should  the  Departm.'nt 
of  Public  Welfare  impose  such  restriction  o-. 
medical  men!  Why  this  injustice?" 

In  this  statement  you  are  wrong.  The  laws  of 
the  state  formerly  provided  that  a person  who 
had  declared  his  intention  to  become  a citizen 
could  exercise  the  right  of  franchise.  That  law 
was  repealed,  however,  I think  in  1921,  but  I am 
not  certain.  It  was  immediately  following  the 
war  at  any  rate.  At  the  present  time  no  person 
can  vote  unless  he  is  either  a citizen  by  birth  or 
a naturalized  citizen.  M'hether  the  act  of  the 
legislature  in  passing  this  law  was  sound  or  not 
is  neither  here  nor  there.  It  is  the  law  neverthe- 
less at  the  present  time. 

LMder  Chapter  167  of  the  Session  Laws  of 
the  last  legislature.  Subdivision  2,  Section  3 pro- 
vides among  other  things  that  no  person  shall  be 
licensed  to  practice  a profession  under  this  ar- 
ticle until  he  shall  have  furnished  satisfactory 
evidence  to  the  Department  that  he  has  attained 
the  age  of  21  years,  is  of  good  moral  character, 
and  a citizen  of  the  L'nited  States.  There  are 
nine  or  ten  other  sections  dealing  with  the  require- 
ments that  an  applicant  must  meet  before  he  can 
secure  a license  to  practice  an}-  of  the  healing 
arts.  Section  3,  however,  is  explicit. 

The  Legislature  has  taken  from  the  Depart- 
ment all  discretion  so  far  as  granting  licenses  to 
people  who  are  not  citizens  of  the  Lbiited  States. 

It  is  just  two  months  since  I have  taken  over 
the  duties  as  Secretary  of  the  Department  of 
Public  Welfare.  This  particular  matter  did  not 
come  to  my  attention  until  the  time  had  passed  for 
the  introduction  of  bills  in  the  Legislature.  The 
matter  appeared  to  me  to  be  so  grossly  unfair  that 
I went  to  the  trouble  of  going  through  the  files 
of  bills  before  the  Legislature  to  ascertain  wheth- 
er it  might  be  possible  to  use  some  of  these  bills 
as  a basis  for  amending  the  act  passed  two  years 
ago  so  that  foreigners  who  had  taken  out  their 
first  papers  might  be  permitted  to  practice  medi- 
cine providing,  of  course,  they  were  otherwise 
qualified.  I found  that  this  was  imixtssible. 
Consequently  there  is  no  way  it  can  be  dealt  w’th 
by  the  present  Legislature. 

I took  the  matter  up  with  the  Attorney  Cien- 
eral  and  with  a member  of  the  Senate  Committee 
having  jurisdiction  over  these  matters.  \\  e all 
agreed  that  such  a law  should  be  passed  but  for 
the  reason  stated  above  it  was  decided  that  noth- 
ing could  be  done  at  this  time. 

We  are  in  entire  accord  with  the  sentiment  e.x- 
pressed in  this  article  so  far  as  it  relates  to  the 
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injustice  imposed  upon  people  of  foreign  birth 
who  have  renounced  their  allegiance  to  their  own 
country  and  intend  to  become  citizens  of  the 
United  States.  As  indicated  before,  any  criticism > 
that  is  to  be  made  against  this  condition  should 
not  be  against  the  Department  of  Public  Welfare 
but  against  the  Legislature  that  enacted  the  law. 
It  is  not  within  our  province  to  change  the  law. 
We  must  execute  the  law  as  we  find  it.  In  this 
particular  instance  our  hands  are  tied  and  they 
can  only  be  untied  by  aii  act  of  the  Legislature. 

— Ernest  M.  Pollard, 
Secretary  Department  of  Public  Welfare. 

EDITORIAL  PARAGRAPHS 

The  free  pass  bill  for  doctors  and  lawyers  was 
vetoed  by  the  governor  as  it  deserved  to  be. 

The  Seiler  Surgical  Co.,  Omaha,  has  moved 
into  the  Medical  Arts  Building. 

The  annual  meeting  of  the  American  College 
of  Physicians  will  be  held  at  Boston,  April  18  to 
12. 

It  is  .stated  that  nine  carloads  of  Christmas 
seals  were  sold  last  year,  and  that  $5,800,000  was 
realized. 

Narcosan,  as  a remedy  for  drug  addiction,  has 
been  discredited  after  studies  made  at  the  Belle- 
vue hospital.  New  York. 

The  Physicians’  Fellowship  Club,  a strong  and 
influential  body  in  Chicago,  is  strongly  objecting 
against  the  establishment  of  a free  dispensary  at 
St.  Elizabeth  hospital. 

Abramowitz,  in  Y.  Med.  /.,  commends  the 
action  of  thallium  internally  and  locally  in  tinea 
capitis.  Eight  mg  per  kg  of  body  weight  is  the 
proper  dose.  Only  one  dose  is  given. 

It  is  reported  by  Ambruster  that  a house  in 
New  York  City  reconditions  musty,  buggy  or 
webby  ergot  so  it  passes  inspection  of  govern- 
ment officials  and  can  be  foisted  on  to  the  manu- 
facturing pharmacists. 

It  appears  from  the  Journal  of  the  South  Caro- 
lina Medical  Association  that  one  iMarj'  Jane  Ross 
by  Will  made  the  South  Carolina  State  Medical 
Association  legatee  to  one-half  of  her  estate 
valued  at  over  $1,200,000. 

In  the  Milbank  Health  Demonstration  the  Cat- 
taraugus County  (N.  Y. ) Medical  Society  sees 
a great  danger  as  it  fosters  paternalism  and  pau- 
perization and  that  the  attempt  to  guide  official 
health  work  results  in  inefficiency  and  chaos. 


Business  in  the  town  of  Bloomfield,  Nebr.,  has 
been  on  a cash  basis  for  a whole  year  now,  in- 
cluding medical  and  dental  service,  and  rejjorts 
are  that  it  is  working  out  successfully  to  all  con- 
cerned. 

Woodward’s  “Meet  General  Grant’’  is  an  ap- 
pealing volume  of  recently  published  biography, 
which,  while  not  concealing  his  weaknesses, 
brings  out  with  added  force  his  superior  charac- 
teristics as  a man  and  his  superb  generalship  in 
the  Great  Crisis. 

Tularemia  was  first  discovered  in  Tulare  coun- 
ty, Calif.,  in  a ground  squirrel,  in  1910,  by  Dr. 
G.  W.  McCoy  of  the  U.  S.  Public  Health  Service. 
It  is  now  prevalent  in  all  except  the  New  Eng- 
land states.  Infection  resulting  after  dressing 
rabbits  is  most  likely  tularemia. 

All  dealers  in  medical  supplies  and  equipment 
who  wish  to  exhibit  at  the  annual  meeting  of  the 
Nebraska  State  IMedical  Association,  which  will 
be  held  in  Omaha,  May  14th,  15th  and  16th, 
should  communicate  with  Dr.  A.  F.  Tyler,  1216 
Medical  Arts  Bldg.,  Omaha,  Nebr. 

In  spite  of  the  pronounced  service  of  insulin 
in  conserving  the  lives  of  numerous  diabetics  the 
mortality  rate  of  this  disease  has  been  steadily 
rising  says  American  Medicine.  The  increase 
seems  to  be  due  to  a greater  mortality  above  the 
fifth  decade  in  females  and  above  the  sixth  de- 
cade in  males. 

The  case  against  the  tonsils  as  the  cause  of 
rheumatic  fever  is  not  fulh^  proven  and  the  rou- 
tine removal  of  the  tonsils  in  children  for  preven- 
tion of  heart  disea.se  is  not  based  on  conclusive 
data,  says  an  editorial  writer  in  Wisconsin  Medi- 
cal Journal,  analysing  the  work  of  the  best  author- 
ities. But  think  of  the  revenue ! 

There  is  thought  to  be  good  reason  for  hoping 
that  under  President  Hoover  there  may  be  creat- 
ed a Department  of  Education  and  Health.  The 
selection  of  president  of  Leland  Stanford  uni- 
versity and  former  president  of  the  A.  M.  A., 
Dr.  Ray  Lyman  Wilbur,  as  Secretary  of  the  In- 
terior, is  thought  to  forecast  this. 

From  an  e.xperience  of  many  years  with  the  so- 
called  spasmodic  croup  the  writer  developed  the 
idea  that  a brisk  calomel  purge  gr.  for  child) 
given  the  first  morning  will  abort  the  attack  and 
prevent  its  recurrence  the  second  and  third  nights 
as  is  the  natural  course  of  the  disease.  Syr.  Scil- 
lae  Comp,  is  the  remedy  par  excellence  for  relief. 

The  New  York  Academy  of  IMedicine  is  mak- 
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ing  arrangements  for  a second  series  of  lectures 
at  the  academy,  coordinated  clinics,  clinical 
demonstrations  and  courses  in  hospitals  and  teach- 
ing institutions  of  Xew  York,  on  the  subject  of 
“Functional  and  Nervous  Problems  in  Medicine 
and  Surgery."  The  Fortnight  will  be  held  dur- 
ing the  period  October  7th  to  lS)th,  1929. 

Early  in  April,  a year  ago,  a patient  was  given 
a dose  of  adrenalin  hy  the  hypodermic  method 
for  the  relief  of  an  asthmatic  attack.  No  other 
remedial  measure  given  since  that  time  has  af- 
forded the  least  relief.  During  the  year  he  has 
been  given  over  one  hundred  forty  ounces  of 
adrenalin.  The  key  to  the  matter  is.  apparently, 
suprarenal  deficiency. 

If  you  have  not  paid  your  dues  for  1929  you 
are  delinquent  and  not  entitled  to  any  more  num- 
bers of  The  Xebraska  State  Medieal  Journal  and 
if  any  more  numbers  are  sent  to  you  it  is  through 
courtesy.  If  you  have  not  paid  vour  dues  you 
are  not  entitled  to  the  benefits  of  medical  defense 
if  a malpractice  suit  is  filed  against  you  today,  or 
tomorrow.  Mail  your  check  for  dues  immedi- 
ately. 

A valued  medical  correspondent  delivers  him- 
self as  follows ; “The  time  was  when  an  internist 
was  an  internist,  an  oculist  an  oculist  and  a sur- 
geon a surgeon,  but  that  has  decidely  changed. 
At  the  present  time  an  internist  is  an  internist 
first  and  anything  else  he  can  get  to  do  at  other 
times.  Likewise,  our  surgeons  are  caring  for 
everything  about  the  head ; doing  mastoids.  ton- 
sils. sinuses,  etc.  Only  those  things  that  it  is 
impossible  for  them  to  do  do  they  allow  to  escape 
their  grasp.  Only  recently  one  of  our  best  known 
internists  almost  ruined  an  eye  attempting  to  re- 
move a foreign  body.  The  .scar  caused,  as  a re- 
sult of  his  manipulation,  will  forever  dim  the  vis- 
ion of  the  patient." 

The  Chadron  Hospital,  a 2o  bed  institution, 
two  full  stories  and  a basement,  fireproof,  electric 
elevator,  two  operating  rooms,  maternity  room, 
kitchen  and  nurses’  quarters,  is  the  result  of  a 
city  bond  issue  of  $35,000.  A petition  signed  by 
five  hundred  names  was  presented  to  the  city 
council,  the  election  called,  and  the  bonds  voted 
by  a 3 to  1 vote.  The  attorney  general,  in  pass- 
ing on  the  bonds,  said  it  was  his  opinion  the  peo- 
ple could  do  anything  they  wished  with  their 
money.  Welfare  organizations  furnished  the 
hospital.  Any  practitioner  licensed  in  Nebraska 
is  admitted  to  the  privileges  of  the  ho.sj)ital.  The 
institution  has  been  self  supporting  from  the  op- 
ening about  six  months  ago.  Chadron  has  a 
population  of  five  thousand. 


HONORING  DR.  A.  R.  MITCHELL 

On  the  evening  of  March  5th,  1929,  the  Lancaster 
County  Medical  Society  gave  a complimentary  dinner 
to  Dr.  A.  R.  Mitchell  of  Lincoln,  upon  the  completion 
of  fifty  years  in  the  practice  of  medicine  and  surgery 
in  the  City  of  Lincoln.  Dr.  Roscoe  L.  Smith,  president 
of  the  Lancaster  Medical  Society,  presided  at  the 
dinner  and  Dr.  H.  H.  Everett  acted  as  toastmaster. 

In  addition  to  Dr.  Mitchell,  the  honor  guest,  the 
society  had  the  pleasure  of  entertaining  a number  of 
Dr.  Mitchell's  older  friends  in  the  profession,  especial- 
ly from  Omaha.  Dr.  H.  Gifford,  Dr.  John  E.  Summers, 
Dr.  A.  B.  Somers,  were  present  and  responded  to 
toasts.  Dr.  J.  IM.  Mayhew,  Dr.  S.  E.  Cook,  Dr.  H.  .1. 
Lehnhoff  and  Dr.  B.  F.  Bailey  were  also  speakers 
for  the  occasion. 

Dr.  Cook  presented  Dr.  Mitchell  with  a handsome 
traveling  bag,  which,  however.  Dr.  Mitchell  assured 
the  company  he  had  no  intention  of  using  for  another 
departure  from  Lincoln.  Dr.  Lehnhoff  read  about 
twenty  telegrams  from  various  parts  of  the  country. 
Telegrams  were  received  from  officers,  employes  and 
associated  trustees  of  the  American  ^Medical  Associa- 
tion. all  highly  congratulatory  and  complimentary 
upon  Dr.  Mitchell’s  services,  and  bearing  the  esteem 
in  which  he  is  held  by  his  associates  in  the  conduct 
of  the  American  Medical  Association. 

In  his  response  to  the  other  speakers,  Dr.  Mitchell 
outlined  the  conditions,  professional  and  otherwise, 
under  which  he  came  to  Lincoln  in  1879,  and  related 
at  times  in  a very  graphic  manner,  the  changes  that 
had  taken  place  both  in  practice  and  in  the  surround- 
ings in  the  time  that  has  passed. 

Dr.  Mitchell  was  one  of  the  founders  of  the  Lincoln 
Medical  Society,  the  predecessor  of  the  Lancaster 
County  Society.  With  him,  as  a guest  of  the  dinner 
also,  was  Mr.  P.  H.  Burnham,  formerly  president  of 
the  First  National  Bank  of  Lincoln.  Mr.  Burnham 
also  participated  in  the  organization  of  the  County 
Medical  Society,  having  been  present  on  that  occasion 
to  contribute  musical  numbers  to  the  program.  Mr. 
Burnham  in  his  remarks  also  called  attention  to  many 
interesting  changes  that  had  taken  place  in  civic  and 
professional  life  in  Lincoln  during  that  period. 

About  one  hundred  and  twenty  guests  attended  the 
dinner  in  honor  of  Dr.  Mitchell,  and  it  was  quite  evi- 
dent that  they  shared  with  the  speakers  the  enthusi- 
asm for  Dr.  Mitchell’s  participation  in  the  develop- 
ment of  professional  and  civic  matters  during  his 
fifty  years  service  in  this  community. 

The  writer  of  these  lines  feels  that  too  often  younger 
men  fail  to  realize  or  to  appreciate  their  indebtedness 
to  those  who  have  laid  the  foundation  and  created  the 
favorable  conditions  under  which  we  are  able  to  work 
today.  In  just  this  manner.  Dr.  Mitchell  has  had  an 
active  and  important  part  both  in  Lincoln  and  in  Ne- 
braska. 

In  further  celebration  of  Dr.  Mitchell’s  fiftieth  an- 
niversary or  his  Golden  .Jubilee,  the  Sisters  of  St. 
Francis  and  St.  Elizabeth’s  Hospital,  entertained  the 
members  of  the  Medical  Staff  of  the  local  hospitals  at 
a dinner  on  Tuesday  evening,  March  12th.  Dr.  E.  B. 
Finney  of  Lincoln,  acted  as  Toastmaster  and  about 
seventy  physicians,  members  of  the  staff  of  St. 
Elizabeth’s  Hospital  and  other  Lincoln  hospitals  at- 
tended as  guests. 

Dr  Morris  Fishbein,  editor  of  the  Journal  of  the 
American  ^ledical  Association,  attended  and  gave  the 
principal  address.  Dr.  Fishbein,  if  possible,  spoke 
even  more  brilliantly  than  usual.  He  made  a com- 
parison of  the  method  of  practice  of  fifty  years  ago 
and  the  present  time  and  dealt  at  some  length  upon 
the  possibilities  and  prospects  for  medical  practice  for 
the  future. 

Dr.  Fishbein  is  far  from  being  blind  to  the  mistakes 
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of  nieciicine  in  the  past  or  to  its  shortcomings  at  the 
present,  however,  he  is  oi)tomistic  for  the  future  of 
medicine,  and  suggested  some  of  the  ways  in  which 
we  can  do  better  by  our  patients  at  the  present  time 
and  plan  for  better  work  for  them  in  the  future. 

Dr.  Fishbein  was  introduced  by  Dr.  H.  .1.  Lehnhoff, 
who  introduced  the  principal  speaker  in  a very  able 
manner.  Dr.  E.  G.  Zimmerer  spoke  on  behalf  of  the 
Sisters  at  the  hospital  and  the  alumni  of  the  train- 
ing school.  He  presented  Dr.  Mitchell  with  a beau- 
tifully embroidered  pillow  with  a boquet  of  roses  and 
witli  a handsomely  engraved  certificate  in  recognition 
of  his  services  to  the  hospital  and  to  the  community 
during  the  past  fifty  years. 

In  response  to  calls  on  the  part  of  the  toastmaster. 
Dr.  B.  F.  Bailey  spoke  for  the  Bailey  Sanitorium; 
Dr.  E.  W.  Rowe  spoke  for  the  Bryan  Hospital  and 
Dr.  H.  W.  Orr  spoke  for  the  Lincoln  General  Hospital. 
Each  of  these  extended  in  his  best  manner  the  good 
wishes  and  felicitations  of  the  profession  and  the 
staff  of  the  different  hospitals  to  Dr.  Mitchell  upon 
the  completion  of  his  many  years  of  successful  work 
and  efficient  service  for  the  community  and  for  the 
profession. 

Dr.  Mitchell,  in  responding  to  the  various  toasts, 
reviewed  the  work  of  St.  Elizabeth’s  Hospital  and 
his  experiences  in  hospital  and  other  professional 
work.  He  described  the  difficulties  of  early  surgical 
work  for  the  local  railroad  and  the  conditions  under 
which  operations  had  to  be  done.  He  gave  eloquent 
tribute  to  the  little  band  of  Sisters  who  launched  the 
first  hospital  project  in  Lincoln  in  1889  and  told  of 
the  difficulties  and  hardships  under  which  the  hos- 
pital work  had  to  be  inaugurated  and  carried  on  in 
the  beginning. 

In  closing  his  remarks.  Dr.  Mitchell  introduced  Sis- 
ter Magdalena  who  was  the  one  who  came  to  Lincoln 
to  start  the  hospital  in  the  beginning,  and  Sister  Hed- 
wig  who  was  the  Sister  Superior. 

Vocal  selections  and  other  contributions  to  the  en- 
tertainment of  the  guests  were  given  by  nurses  in  the 
training  school  of  the  St.  Elizabeth’s  Hospital.  Tele- 
grams were  received  from  a number  of  other  Sisters 
in  other  hospitals  in  different  parts  of  the  country, 
who  had  at  one  time  been  connected  wdth  the  hospital 
in  Lincoln. 

Taken  all  in  all,  the  splendid  dinner,  the  fine  en- 
tertainment, and  the  brilliant  address  by  Dr.  Fishbein 
constituted  an  evening  of  tribute  to  Dr.  Mitchell  of 
which  any  physician  or  any  citizen  might  well  be 
proud  and  which  undoubtedly  Dr.  Mitchell,  as  any 
one  might,  receive  great  satisfaction  after  his  years 
of  labor  in  behalf  of  the  community  and  the  profes- 
sion. 

— H.  \V.  Orr. 


POSTGRADUATE  WORK  IN  PEDIATRICS 

The  University  of  Nebraska  College  of  Medicine  will 
offer  a week’s  postgi-aduate  course  in  Pediatrics  and 
Obstetrics,  from  May  6th  to  May  13th,  inclusive,  1929. 
This  will  be  the  week  preceding  the  annual  meeting  of 
the  Nebraska  State  Medical  Association,  and  plans 
can  be  made  to  continue  in  attendance  at  the  meeting 
May  14th,  15th  and  16th.  The  course  will  be  limited 
to  twenty-five,  and  all  registrations  must  be  made 
by  April  10th. 

The  work  in  Pediatrics  will  include  nutrition,  feed- 
ing of  normal  and  abnormal  babies,  contagious  dis- 
eases, and  diseases  of  the  newborn.  The  difference  in 
diagnosis  between  adults  and  children  will  be  given 
consideration.  Clinical  demonstration  of  cases  in  the 
wards  and  the  dispensary  will  constitute  a consider- 
able part  of  the  work.  The  College  library  'and  the 
laboratories  will  be  available  for  intensive  study  of 
these  cases. 

The  work  in  Obstetrics  will  include  discussion  of 


sterility,  antepartum  care,  diagnosis  of  abnormal  posi- 
tion and  methods  used  to  correct,  abortion,  antepar- 
tum complications,  the  toxemias  of  pregnancy,  the 
hemorrhage,  eclampsia,  use  of  forceps,  version,  Cae- 
sarian, cases  in  hospital  and  disjiensary. 

Any  special  subject  in  obstetrics  or  pediatrics  in 
w'hich  the  matriculants  are  interested  will  receive 
attention,  and  the  library  and  laboratories  will  be 
available.  Work  will  begin  promptly  at  8 a.  m.  each 
morning.  Matriculation  and  tuition  fee — ten  dollars. 
Unless  at  least  ten  register  by  April  10th  the  course 
will  not  be  offered. 

Yours  very  truly, 

R,  W.  Bless,  M.  D.,  Chairman, 
W.  H.  Taylor,  xM.  D., 

C.  R.  Kennedy,  M.  D., 
Committee  on  I^ost-Graduate  Courses. 


TO  THE  MEDICAL  PROFESSION  OF  NEBRASKA 

I am  engaged  upon  the  preparation  of  a history  of 
the  work  of  the  Nebraska  Orthopedic  Hospital  for  the 
twenty-five  years  that  I have  been  connected  with  the 
institution  (1905-1930).  In  that  connection  I should 
like  to  locate  any  patients  who  may  now  be  residing 
in  your  community  and  who  have  been  patients  at 
any  time  in  the  Orthopedic  Hospital. 

If  you  know  of  any  such  will  you  kindly  give  me 
their  names  and  addresses.  I should  like  to  have,  if 
possible,  both  the  name  under  which  they  were  in 
the  hospital  and  the  name  at  the  present  time  if  that 
has  been  changed. 

Your  cooperation  in  the  matter  will  be  very  greatly 
appreciated. 

Very  truly  yours, 

H.  Winnett  Orr,  M.  D., 
Chief  Surgeon,  Nebraska  Orthopedic  Hospital, 
1023  Sharp  Building,  Lincoln,  Nebraska, 


AMERICAN  COLLEGE  OF  PHYSICIANS’  THIR- 
TEENTH ANNUAL  CLINICAL  SESSION, 
BOSTON,  APRIL  8-12,  1929 

The  American  College  of  Physicians  will  hold  its 
Thirteenth  Annual  Clinical  Session  in  Boston,  April 
8-12.  Dr.  Charles  F.  Martin,  Dean  of  the  Faculty  of 
Medicine,  McGill  University,  is  President  of  the  Col- 
lege this  year,  and  Dr.  John  H.  Musser,  Professor  of 
Medicine  at  Tulane  L'niversity  Medical  School  is  presi- 
dent-elect and  will  be  inducted  to  the  presidency  to- 
ward the  end  of  the  Boston  meeting.  Dr.  James  H^ 
Means,  Jackson  Professor  of  Clinical  Medicine  at 
Harvard  Medical  School  and  Chief  of  the  Medical 
Service  at  the  Massachusetts  General  Hospital  is  Gen- 
eral Chairman  of  all  Boston  Committees  having 
charge  of  arrangements  for  the  Clinical  Session  of  the 
College  in  April. 

The  Program  provides  hospital  visits,  clinics, 
demonstrations  and  ward-walks  during  the  forenoons 
at  fifteen  different  Boston  hospitals,  and  for  general 
scientific  sessions  each  afternoon  and  evening  in  the 
Assembly  Room  of  the  Hotel  Statler,  which  will  be 
headquarters.  Eminent  authorities  in  their  special 
lines  will  present  the  results  of  their  work  before  an 
audience  competent  to  appreciate  the  value  of  the 
contributions. 

A Symposium  on  Deficiencies  will  take  place  the 
first  evening  of  the  Session,  and  will  be  of  particular 
interest  because  of  the  fact  that  deficiencies  are  nowa- 
days assuming  a far  more  wide-spread  and  important 
role  than  had  heretofore  been  anticipated.  They  have 
come  into  their  own  as  factors  producing  acute  and 
chronic  disease  on  a par  perhaps  with  infections.  The 
Committee  has  secured  for  the  Program  men  who  can 
speak  with  authority  on  a variety  of  aspects  of  this 
important  subject. 

Another  special  feature  is  a review  of  the  Present 
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Status  of  X'accine  and  Serum  Rrophylaxis  and  Ther- 
apy. designed  to  give  the  Internist  a rapid  survey  of 
the  field.  The  speaker.  Dr.  Benjamin  White,  of  Bos- 
ton. is  an  authority  on  these  subjects  and  can  give  the 
high  spots  in  rapid  and  yet  forceful  fashion. 

The  annual  banquet  of  the  college  will  be  held 
Thuisday  evening,  April  11.  when  Dr.  George  E.  Vin- 
cent, president  of  the  Rockefeller  Foundation,  will  de- 
liver the  chief  address.  The  Convocation,  for  the  con- 
ferring of  Fellowship,  will  take  place  F'riday  evening, 
April  12.  Dr.  Charles  F.  ^Martin,  of  Montreal,  will 
deliver  the  I’residential  Address. 

Dr.  .\dolph  Sachs.  Omaha,  is  Governor  for  Nebras- 
ka. 

Programs  and  details  concerning  leduced  fares'  ad- 
mission. etc.,  may  be  secured  from  the  Executive  Sec- 
retarj.  E.  R.  Loveland.  133-135  S.  3Gth  Street.  Phila- 
delphia, Pa. 


AUNILIARY  NOTES 

Otoe  county  organized  at  Nebraska  City  and  Cum- 
ing count.v  at  ll'est  Point  recently.  Officers'  names 
not  available.  Including  these,  the  roster  is  as  fol- 
lows: 

Rock  and  Holt  counties,  Mrs.  F.  L.  Wilson,  presi- 
dent, Stuart;  Lancaster  county,  Mi's.  B.  F.  Bailey, 
president,  Lincoln:  Omaha- Douglas  county,  5Irs.  B. 

B.  Davis,  president.  Omaha:  Lincoln  county.  Mrs.  H. 

H.  Walker,  president.  North  I’latte;  Madison-Stanton- 
Antelope- Pierce- Knox  Counties,  Mrs.  R.  A.  Frary, 
president.  Stanton:  Dodge  county,  Mrs.  Andrew  Har- 
vey. president.  Fremont.  The  Omaha-Douglas  Coun- 
ty Auxiliary  recentl.v  gave  a Benefit  tea.  the  proceeds 
of  which  was  given  to  the  Douglas  county  hospital 
chairman,  Mrs.  Frank  Conlin.  to  be  used  toward  fur- 
nishing a reading  room  or  solarium  in  the  new  Coun- 
ty Hospital.  The  Auxiliar.v  will  keep  this  room  per- 
manently equipped. 

The  Doctor's  Wives'  club,  Omaha,  of  fifty  members 
had  County  Hospital  Day,  :March  11,  and  donated  sup- 
plies to  the  Douglas  County  Hospital  committee  of  the 
Auxiliary. 

The  Woman's  Auxiliary  of  Douglas  county  gave  a 
Benefit  at  the  Brandies  Theatre,  March  11,  the  pro- 
ceeds of  which  were  given  to  the  Public  School  Nu- 
trition Fund  of  the  Auxiliary.  Mrs.  Millard  Lang- 
felt  is  doing  wonderful  work  in  nutrition  in  the  Oma- 
ha public  schools. 

.A.11  doctor's  wives,  not  already  members,  are  eligible 
to  membership  in  the  Auxiliary  and  are  invited  to  the 
annual  meeting  in  Omaha  May  II,  15,  IG,  and  to  lie- 
come  members.  An  excellent  program  has  been  ar- 
ranged and  a large  attendance  is  confidently  antici- 
pated. 

— Mrs.  Frank  Conlin 


PUBLIC  HEALTH 

Spring  brings  two  important  health  measures  to 
Nebraska  homes  and  communities,  namely:  “The 

Round-up  of  the  Children”  and  “May  Day — Child 
Health  Day”. 

The  first  is  an  all  important  community  habit,  the 
national  health  project  of  the  I'.  T.  A.  Every  child 
who  goes  to  school  for  the  first  time  in  September 
needs  to  have  a stripped  thorough  physical  examina- 
tion in  early  spring.  Parents  will  then  hasten  to 
have  defects  corrected  and  the  child  made  fit  for  the 
great  adventure  of  school. 

Communities  having  health  activities  and  definite 
programs  will  rejoice  on  May  Day,  using  it  as  a cul- 
mination of  all  measures  for  better  Home  and  Com- 
munity health.  Let  May  Day  be  a joyous  Day  for 
young  and  old.  Let  us  quote  from  the  American 
Child  Health  Association  on  the  origin  of  May  Day 
and  its  purpose. 


The  Purpose  of  May  Day 

1.  Preparedness  for  parenthood:  Motherhood,  fath- 
erhood, pre-natal  care. 

2.  A wholesome  home  environment:  I’hysical.  cul- 
tural. 

3.  Sound  nutrition. 

I.  Physical  examination,  correction  of  defects,  pro- 
tection against  disease. 

5.  Training  in  health  habits  and  knowledge:  In  the 
home,  in  the  school. 

G.  Mental  and  emotional  soundness:  Through  in- 
heritance, through  environment. 

7.  Spiritual  encouragement:  Through  the  home, 

through  the  church. 

— Louise  M.  Murphy,  R.  N.,  Dir.  Child  Hygiene. 


SIC  SEMPER 

Dear  Editor: 

From  comments  upon  the  editorial  page  of  The 
Nebraska  State  Medical  Journal,  page  92,  February, 
1929,  also  page  316  of  the  A.  .M.  A.  Journal,  .January 
26,  1929.  the  editors  of  our  medical  press  appear  to 
have  fairly  thoroughly  convinced  themselves,  the  use 
of  vaccine  is  for  advertising  propaganda  and  financial 
assistance  to  the  manufacturers. 

From  these  two  editorials  I must  consider  that  my 
patients  who  have  come  for  a number  of  years  and 
have  insisted  that  vaccine  therapy  has  kept  them 
from  contracting  the  various  coryza  or  influenza  in- 
fections that  have  been  prevalent  in  our  land,  do  not 
know  of  what  they  are  speaking.  Statements  such  as 
these  from  editorial  writers  are  very  apt  to  mislead 
some,  especially  of  the  younger  group,  of  practitioners 
into  a very  faulty  position.  The  practice  of  medicine 
has  not  as  j’et  reached  a perfect  scientific  state. 
Therefore,  vaccines  being  a part  of  the  practice  of 
medicine  appear  to  not  be  without  some  fault.  The 
color  that  makes  one  lady’s  eye  lashes  so  beautiful 
may  be  poison  to  another.  MTiile  one  may  insist  that 
orris  root  is  a wonderful  dry  shampoo  it  has  been 
our  privilege  to  see  numerous  patients  positively 
poisoned  by  its  use.  We  have  not  yet  seen  anybody 
poisoned  from  the  use  of  vaccines  and  we  have  posi- 
tively seen  both  preventative  and  curative  results  by 
their  use.  We  must  consider  them  similar  to  many 
other  things  and  useful  to  a large  number  of  people. 

— D.  D.  Sanderson. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATIONS 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examinations: 

Physician.  ?3,800  a year. 

Associate  Physician,  $3,200  a year. 

Applications  for  the  above-named  positions  must 
be  on  file  with  the  Civil  Service  Commission  at  Wash- 
ington, D.  C.,  not  later  than  June  29. 

The  examinations  are  to  fill  vacancies  in  hospitals 
of  the  Veterans’  Bureau  for  duty  throughout  the 
United  States. 

The  entrance  salaries  are  as  indicated  above.  High- 
er-salaried iiositions  are  filled  throu.gh  promotion. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  their 
education,  training,  and  experience. 

On  account  of  the  needs  of  the  service,  papers  will 
be  rated  as  received  and  certification  made  as  the 
needs  of  the  service  require. 

Full  information  may  be  obtained  from  the  United 
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States  Civil  Service  Commission,  Washington,  D.  C., 
or  from  the  secretary  of  the  United  States  Civil  Ser- 
vice Board  of  Examiners  at  the  post  office  or  custom- 
house in  any  city. 


A DOCTOR’S  PRAYER 

Dr.  Thomas  Burr  of  Maine  found  the  following 
prayer-poem  written  on  the  fly-leaf  of  an  old  medical 
book  which  he  purchased  in  Boston.  It  was  evidently 
written  by  some  former  owner  of  the  book,  dated 
1740. 

“O  God,  to  Thee  I make  this  prayer. 

And  from  an  humble  heart  I pray: 

Guide  with  thy  wondrous  love  and  cart; 

My  hand  in  this  its  work  today. 

Grant  me  the  light  to  see  and  do 
That  which  is  wisest  and  is  best; 

Grant  that  thy  spirit  may  imbue 
My  tasks  with  blessings  manifest. 

Not  for  myself,  Oh  Lord,  I pray 
These  blessings,  if  it  be  thy  will. 

But  for  the  one  who  trusts  today 
The  guidance  of  my  skill.” 


THE  SOCIETIES 

The  Lancaster  County  Medical  Society  entertained 
20  members  of  the  Omaha-Douglas  County  Medical 
society  at  a dinner  at  the  University  club,  Lincoln, 
February  19.  Following  the  dinner  the  visiting  mem- 
bers presented  a program  at  the  rooms  of  the  Lan- 
caster county  society.  Papers  were  presented  by  Drs. 
EdVi^in  Davis,  G.  Alexander  Young,  and  John  B.  Potts. 

The  Gage  County  Medical  Society  met  February  12, 
following  a dinner.  The  meeting  was  well  attended 
and  the  program  was  given  by  Dr.  Sanford  Gifford, 
Omaha,  subject,  “Salicylate  Therapy”;  and  Dr.  W.  A. 
Cassidy,  Omaha,  subject,  “A  Typical  Mastoiditis.” 
County  Superintendent  Joseph  Miller  talked  on  health 
inspection  of  2,000  school  children. 

The  Otoe  County  Medical  Society  at  a meeting  fol- 
lowing a dinner  at  the  Frontier  hotel,  February  11, 
had  a most  interesting  and  instructive  session.  The 
program  follows: 

Dr.  J.  Jay  Keegan,  dean  of  the  University  of  Ne- 
braska Medical  College,  and  Dr.  G.  Alexander  Young 
of  Omaha,  specialist,  gave  instructive  talks  on  “The 
Diagnostic  and  Therapeutic  Uses  of  Spinal  Lipoidol 
and  Air  Injections,”  which  were  illustrated  by  lantern 
slides. 

These  addresses  were  given  the  closest  attention 
by  the  members  present. 

Dr.  C.  A.  Roeder,  Omaha,  spoke  on  “Report  on 
Series  of  Goiter  Operations,”  and  his  remarks  were 
instructive  and  well  received  by  the  members. 

Notwithstanding  the  road  conditions  over  Otoe 
county  at  present  a number  of  members  living  at  a 
distance  attended  the  meeting. 

The  Madison  Five  Counties  Medical  Society  held  its 
first  scientific  session  of  the  year  at  the  Hotel  Nor- 
folk following  a dinner  attended  by  35  persons.  The 
program  was  put  on  by  the  staff  of  the  Norfolk  State 
Hospital  as  follows:  Manic  Depressive  Psychosis,  Dr. 
E.  L.  Emerick;  Mental  Hygiene,  Dr.  E.  C.  Drum- 
mond; Early  Diagnosis  of  General  Paralysis  of  the 
Insane,”  Dr.  G.  E.  Charlton. 

This  is  the  third  largest  society  in  the  state,  the 
Omaha-Douglas  and  the  Lancaster  county  societies 
occupying  first  and  second  places  respectively. 

The  Clay  County  Medical  Society  at  its  regular 
meeting  at  Edgar  elected  Dr.  C.  W.  Keith,  president; 
vice  president.  Dr.  C.  W.  Latta;  delegate.  Dr.  W.  M. 
Thomas.  A feature  of  the  meeting  was  the  dinner  at 
the  Cook  Cafe  with  the  compliments  of  Dr.  Keith. 


HUMAN  INTEREST  TALES 

Dr.  Fred.  Barta  has  located  at  DeWitt. 

Dr.  Charles  Nutzman  has  located  at  Harvard. 

Dr.  M.  B.  Wilcox,  Hastings,  is  locating  at  Holdrege. 

Dr.  E.  E.  Miller  has  left  Scotia  and  has  located  at 
Culbertson. 

The  village  of  I’anama,  Nebr.,  is  reported  without 
a physician. 

Dr.  Chas.  H.  Brener,  retired  Lincoln  physician,  is  on 
a trip  to  China, 

Dr.  and  Mrs.  B.  B.  Davis,  Omaha,  are  on  a trip  to 
Gulf  points  and  Cuba. 

Dr.  J.  F.  Brendel,  Murray,  has  been  appointed 
county  health  adviser. 

Dr.  J.  F.  Schramek  and  Miss  Emma  Chaloupka, 
Wilber,  were  married  February  23. 

Dr.  Sherman  Jones,  Hastings,  has  gone  abroad  for 
an  extended  period  of  study. 

Dr.  and  Mrs.  J.  W.  Miller,  Gibbon,  visited  in  Cali- 
fornia during  the  late  winter. 

Dr.  H.  C.  Cameron  and  wife,  Johnstown,  have  re- 
turned from  a trip  to  Canada. 

Dr.  Roland  Reed,  McCook,  recently  spoke  before  the 
local  Rotary  on  medical  ethics. 

Dr.  M.  L.  Wilson,  Falls  City,  has  been  appointed 
county  physician  of  Richardson  county. 

Dr.  H.  Gifford,  Omaha,  was  elected  president  of 
the  Nebraska  Public  Ownership  League. 

Dr.  Charles  Edward  Thompson,  Omaha,  has  taken 
an  interneship  at  the  Ford  hospital,  Detroit. 

Dr.  Harry  Larson  of  Omaha  has  located  at  Tilden 
in  association  with  Drs.  Barr  and  Allerton. 

Dr.  D.  D.  Sanderson,  Lincoln,  is  sojourning  at 
Miami,  the  land  of  sunshine — and  moonshine. 

Dr.  and  Mrs.  J.  A.  Waggener,  Humboldt,  celebrated 
their  fifty-first  wedding  anniversary  recently. 

The  home  of  Dr.  J.  F.  Kaspar,  Prague,  was  gutted 
by  fire  recently,  entailing  a loss  of  about  $6,000. 

Dr.  John  Peterson,  formerly  of  Geneva,  has  located 
at  Red  Cloud  in  succession  to  Dr.  E.  A.  Creighton. 

Dr.  C.  C.  Paxton,  for  five  years  at  Palmer,  has 
moved  to  Idaho  and  will  retire  from  active  practice. 

Dr.  H.  E.  Glatfelder,  Central  City,  recently  spoke 
before  the  local  Chamber  of  Commerce  on  Advertising. 

Dr.  C.  Paxton  has  leased  the  Palmer  hospital  to 
Dr.  E.  A.  Rells,  Brainerd,  and  Dr.  C.  Pelican  of 
Omaha. 

Dr.  E.  E.  Miller,  Scotia,  has  sold  his  interests  to 
Dr.  C.  E.  Pinckney  of  North  Loup  who  will  locate 
at  Scotia. 

It  is  understood  that  Dr.  E.  A.  Creighton,  Red 
Cloud,  has  retired  from  active  practice  on  account  of 
his  health. 

Dr.  E.  R.  Hays,  Falls  City,  spoke  before  the  Tecum- 
seh  chamber  of  commerce  on  Disease  Prevention 
early  in  March. 

Dr.  R.  C.  Byers,  Fremont,  collided  with  a truck 
with  the  result  that  his  car — not  the  doctor — was  tak- 
en to  a hospital. 

Dr.  Walter  Judd,  who  has  been  in  the  missionary 
service  in  China,  recently  spoke  at  Rising  City  and 
other  Nebraska  points. 

Dr.  Anna  Louise  Strong,  native  of  Friend,  Nebr., 
resident  of  Seattle,  just  returned  from  some  years 
spent  in  Russia,  spoke  in  Omaha  recently. 

Dr.  Sallie  F.  Kennedy,  who  about  1900  was  a prac- 
titioner at  Randolph  but  who  more  recently  has  been 
in  practice  in  Alaska,  visited  in  north  Nebraska  in 
February. 

Dr.  A.  G.  Fletcher,  superintendent  of  the  Presby- 
terian hospital  at  Tioku,  Korea,  is  visiting  in  this 
state  and  has  lectured  at  several  places.  He  is  a 
brother  of  the  Drs.  Fletcher  at  Orchard. 

Drs.  Salter  and  Brush,  Norfolk,  suffered  a loss  esti- 
mated above  a thousand  dollars  in  a fire  that  gutted 
a building  into  a part  of  which  they  had  just  moved 
their  physiotherapy  apparatus  and  which  was  to  be 
an  addition  to  their  present  offices. 
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The  Woman’s  Auxiliary  of  the  Omaha-Douglas 
County  Medical  society  gave  a benefit  social,  the 
proceeds  to  go  toward  wurnishing  a room  in  the  new 
Douglas  county  hospital.  One  hundred  and  sixty 
guests  were  present. 

The  many  Nebraska  friends  of  Dr.  W.  B.  Kern, 
Los  Angeles,  former  superintendent  of  the  Hastings 
State  Hospital,  will  be  glad  to  know  that  he  has 
resumed  practice  in  nervous  and  mental  diseases  after 
an  enforced  vacation  of  several  years  due  to  illness. 

Dr.  and  Mrs.  W.  H.  Heine,  Fremont,  returned  re- 
cently from  Europe  after  an  absence  of  ten  months. 
They  spent  nine  months  in  Vienna  where  the  doctor 
attended  the  Eye,  Ear,  Nose  and  Throat  clinics. 
During  the  Easter  vacation  they  spent  two  weeks  in 
Italy  visiting  Venice,  Florence,  Rome,  Naples  and 
Palermo,  Sicily.  On  the  homeward  trip  they  visited 
Nurnberg,  Rotenberg,  Mainz-on-the-Rhine,  Cologne, 
Amsterdam,  Brussels  and  London. 


NECROLOGY 

Henry  A.  Reichenbach,  Casper,  Wyo.;  Nebraska 
University  College  of  Medicine,  1901;  practitioner  at 
Pender,  Nebr.,  for  several  years  after  graduation, 
later  for  15  years  at  Council  Bluffs  and  for  the  last 
9 years  at  Casper;  died  of  pneumonia,  February  18, 
1929,  aged  fifty-three  years. 

Louis  A.  Dermody,  Omaha;  Creighton  Medical  Col- 
lege, 1910;  practitioner  in  Omaha  since  graduation, 
died  March  21,  1929,  following  an  illness  of  three  days, 
aged  about  forty-two  years. 


TREATMENT  OF  LOBAR  PNEUMONIA 
WITH  CONCENTRATED  ANTI- 
PNEUMOCOCCUS SERUM 

During  the  past  two  years  Russell  L.  Cecil  and 
W.  D.  Sutliff,  New  York  {Journal  A.  M.  A., 
Dec.  29,  1928),  have  studied  the  specific  treat- 
ment of  lobar  pneumonia  both  clinically  and  ex- 
perimentally with  especial  reference  to  investiga- 
tion of  the  immunologic  properties  and  the  thera- 
peutic value  of  concentrated  antipneumococcus 
serum.  They  conclude  that  refined  antipneumo- 
coccus serum  is  a purified  and  concentrated  deriv- 
ative of  ordinary  antipneumococcus  horse  serum. 
It  is  usually  prepared  in  a polyvalent  form,  con- 
taining immune  bodies  against  pneumococcus 
types  I,  II  and  III.  Its  potency  against  type  I 
and  type  II  is  quite  high.  Its  potency  against 
type  III  is  insignificant.  Concentrated  serum, 
when  injected  intravenously  into  monkeys  infect- 
ed with  lethal  doses  of  pneumococcus  type  I, 
promptly  sterilizes  the  blood  and  causes  a rapid 
resolution  of  the  pneumonic  exudate.  When  con- 
centrated serum  is  injected  intravenously  into 
patients  in  the  early  stages,  of  pneumococcus  type 
I pneumonia,  a striking  clinical  effect  is  usually 
obtained.  The  bacteria  disappear  from  the  blood 
and  the  temperature  falls  rapidly  to  normal.  Even 
in  late  cases,  good  results  are  often  obtained.  In 
type  II  pneumonia  the  clinical  results  are  not  so 
impressive,  though  here  again  in  patients  treated 
early,  favorable  results  are  often  noted.  In  type 


III  pneumonia,  no  clinical  effect  has  been  ob- 
served. In  type  IV  pneumonia  tbe  beneficial  ef- 
fect of  serum  is  questionable.  -In  441  cases  of  ! 
lobar  pneumonia  treated  with  refined  polyvalent 
serum,  the  death  rate  was  30  per  cent.  In  a con- 
trol series  of  444  cases,  the  death  rate  was  39.2  i 
per  cent.  In  respect  to  the  death  rate,  the  refined 
serum  produced  its  most  striking  effect  in  pneu- 
mococcus type  I pneumonia.  In  a series  of  153 
treated  type  I cases  the  death  rate  was  20.9  per 
cent,  while  a control  series  of  147  untreated  type 
I cases  showed  a death  rate  of  32.6  per  cent.  A 
definite  but  less  marked  effect  on  the  death  rate 
was  observed  in  cases  of  pneumococcus  type  II 
pneumonia  that  were  treated  with  concentrated 
serum.  The  serum  had  no  favorable  effect  on  the 
death  rate  in  pneumococcus  type  III  pneumonia. 

In  type  IV  pneumonia  the  death  rate  was  lower 
in  the  treated  than  in  the  untreated  series,  but 
factors  other  than  serum  may  have  been  respon- 
sible for  this  difference. 


INCOMPLETE  REMOVAL  OF  TONSILS 
BY  ELECTRODESICCATION 
The  procedure  known  as  electrodesiccation  of 
the  tonsils  was  carried  out  by  one  skilled  in  the 
technic.  A piece  of  diseased  tonsil  was  covered 
over  by  a fairly  thick,  smooth,  white  scar.  The 
appearance  of  the  throat  some  months  later  was 
such  as  to  warrant  a laryngologist  in  saying  that 
there  had  been  a complete  removal  of  the  tonsil. 
It  may  be  said  that  portions  of  diseased  tonsil  are 
frequently  left  following  surgical  tonsillectomy. 
That  is  true,  but  it  is  only  by  electrodesiccation 
that  such  fragments  can  be  so  completely  hidden 
from  view.  In  spite  of  the  improvement  which 
has  been  made  in  the  technic  of  destruction  of 
the  faucial  tonsil  by  high  frequency  current, 
Frank  J.  Novak,  Jr.  and  Michael  Zeller,  Jr.,  Chi- 
cago (Journal  A.  M.  A.,  Dec.  29,  1928),  do  not 
see  any  evidence  of  sufficient  validity  to  change 
their  opinion  that  the  method  is  inadequate  and 
unsatisfactory,  and  that  it  cannot  in  any  manner 
compete  with  the  accepted  present-day  methods 
of  surgical  tonsillectomy. 


GOOD  FOR  WHAT  AILED  HIM 

“I  am  never  well — can’t  say  why,”  said  the 
patient.  “I  get  a sort  of  pain,  I don’t  know  ex- 
actly where,  and  it  leaves  me  in  a kind  of — O I 
don’t  know.” 

“This  is  a prescription  for  I don’t  know  what.” 
said  the  doctor.  “Take  it  I don’t  know  how  many 
times  a day  for  I can’t  think  how  long,  and  you’ll 
feel  better,  I don’t  know  when. — /.  Tennessee 
M.  A. 
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MEDICAL  CLINIC* 

JAMES  B.  HERRICK, 

Professor  of  Medicine,  Rush  Medical  College, 
Chicago,  Illinois. 


I am  sure  you  realize  that  I labor  under  a dis- 
advantage in  trying  to  give  a clinic  on  patients 
I have  never  seen  before  or  whom  I have  had 
the  opportunity  of  seeing  for  merely  a few  min- 
utes. You  will  also  realize  that  it  is  impossible 
to  do  more  than  touch  a few  high  spots.  If  I 
go  over  these  cases  in  a superficial  way — which 
I would  not  dare  to  do  before  a class  of  students 
— you  will  understand  it  is  because  I know  you 
will  be  gracious  and  forgive.  I fear  also  that 
what  I shall  try  to  bring  out  will  be  old  to  nearly 
all  of  you.  Yet,  as  I said  this  morning,  re-dis- 
cnssion  is  not  such  a bad  thing,  after  all. 

I will  show  you  four  patients.  I am  indebted 

•Clinic  given  before  the  Missouri  Talley  Medical  Association,  October 
31.  1929. 


to  Drs.  Dunn  and  Thompson  for  the  privilege  of 
showing  these  patients,  for  their  histories  and  the 
lantern  slides. 

Patient  No.  1;  This  patient  is  a negro,  male,  forty 
years  old,  a foundry  worker.  Since  the  first  of  this 
year  he  has  noticed  a shortness  of  breath.  It  is  not 
marked.  He  is  able  to  lie  down  at  night.  He  lias  a 
cough,  but  no  pain.  His  abdomen  is  prominent,  for 
he  has  ascites. 

Let  me  state  right  now,  this  is  a hard  case  if  we 
depend  much  on  the  history,  which  is  largely  nega- 
tive. In  trying  to  make  a diagnosis  the  history  usually 
amounts  to  fifty  per  cent  of  the  diagnosis.  So  far  as 
our  history  is  concerned,  then,  we  are  left  a good 
deal  in  doubt  as  to  what  we  are  dealing  with  though 
the  dyspnea  and  ascites  hint  at  an  incompetent  heart. 
But  the  moment  we  come  to  examine  this  patient 
physically,  we  see  two  or  three  significant  things. 
The  veins  in  his  neck  are  prominent,  and  the  arteries 
are  pulsating  with  a (juick  movement  and  quickly  re- 
ceding. He  has  the  typical  water-hammer  pulse.  The 
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heart  can  be  felt  nearly  to  the  anterior  axillary  line. 
The  impulse  is  diffuse  but  rather  forcible.  Jumping 
to  a conclusion  we  judge  there  is  something  the  mat- 
ter with  his  heart;  presumably  we  have  an  aortic 
leak. 

When  we  listen  to  his  chest  we  find  the  typical 
double  murmur  so  characteristic  of  an  aortic  lesion. 
At  the  apex  is  a murmur  which  I should  say  is  the 
Flint  murmur.  Here  is  an  aortic  lesion  in  a com- 
paratively young  man  who  has  never  had  rheumatism, 
and  whose  arteries  are  not  sclerotic.  Naturally,  we 
think  of  the  possibility  of  a luetic  infection.  AVhen  I 
ask  the  direct  question,  “AA^hen  did  you  have  a 
chancre?'’  the  answer  is:  “At  eighteen” — a frank  ad- 
mission of  an  initial  lues  at  eighteen.  A positive 
AA'assermann  test  of  the  blood  confirms  the  diagnosis. 

Why  is  luetic  aortitis  not  recognized  oftener 
and  in  its  earlier  stage? 

This  case  will  enable  us  to  understand  one  rea- 
son. It  is  because  there  are  often  no  symptoms 
that  lead  the  patient  to  go  to  a doctor.  I tried 
to  get  this  man  to  admit  that  ten  or  fifteen  years 
ago  he  had  some  distress  in  his  chest  that  should 
have  led  him  to  go  to  a doctor.  He  does  not 
remember  anything  of  that  sort.  When,  there- 
fore, such  a patient  comes  to  us  with  a fully  de- 
veloped aortic  leak  on  a syphilitic  basis  or  with 
an  aneurysm,  we  must  not  be  too  quick  to  say 
that  some  careless  or  ignorant  doctor  overlooked 
this  serious  condition  in  the  earlier  stages.  Very 
often  the  patient  never  went  to  any  doctor.  Or 
the  patient  may  go  to  the  doctor  with  symptoms 
due  to  a luetic  involvement,  but  these  symptoms 
may  be  slight  and  easily  misunderstood — just  a 
trifling  uneasiness  in  the  sternal  region — a little 
ache.  Possibly  the  doctor  hears  a faint  murmui 
that  he  may  think  is  accidental.  He  may  examine 
with  the  x-ray  or  the  electrocardiograph,  but  the 
symptoms  and  signs  really  due  to  syphilitic  in- 
volvement of  the  aorta  may  be  so  \’ery  slight  as 
to  be  OA’erlooked  even  by  the  careful  physician. 

But  in  other  patients,  sometimes  earl}-,  oftener 
late,  the  pain  is  frankly  a distress  in  the  sternal 
region — it  is  like  a mild  angina.  The  doctor  hears 
a systolic  blow  at  the  base  or  a faint  diastolic 
blow.  He  says,  “Here’s  a young  man  who  has 
never  had  rheumatism,  whose  vessels  are  not 
sclerotic,  who  has  substernal  pain  with  a murmur 
over  the  aorta.  Wry  likely  this  means  specific 
trouble.” 

He  is  liable  to  hear  what  is  worth  a great  deal 
in  the  diagnosis  of  aortic  syphilis,  and  that  is  a 
sharp  clang  of  the  aortic  valves  as  they  close. 
The  sound  has  a bell-like,  echoing  quality.  iMany 
writers  emphasize  thi.s — I think  justly — as  one  of 
the  most  striking  features  of  luetic  aortitis.  I do 
not  know  why  the  syphilitic  aorta  gives  that 
sound  so  frequently  when  the  aortic  valves  close, 
but  it  often  does.  To  repeat — with  these  symp- 
toms and  findings  in  a patient  who  has  never 


had  rheumatism  and  is  comparatively  young, 
whose  vessels  are  not  sclerotic,  we  should  suspect 
syphilis.  At  times  we  must  suspect  it  in  spite  of 
a negative  history  of  chancre.  Xor  does  a nega- 
tive W assermann  on  the  blood  exclude  syphilis. 
Even  a negative  Wassermann  on  the  spinal  fluid 
does  not  always  exclude,  though,  as  you  know, 
you  may  get  a negative  blood  Wassermann  but  a 
positive  spinal  fluid.  And  remember,  also,  that 
luetic  aortitis  may  be  combined  with  disease  of 
the  nervous  system ; general  paresis  and  tabes  are 
not  infrequently  associated  with  it. 

Patient  No.  2:  This  is  a man  of  fifty-six.  Four  years 
ago  his  heart  began  to  beat  fast.  No  pain  in  the 
chest.  Not  very  short-winded,  but  does  not  climb 
stairs.  He  said  the  doctor  told  him  not  to.  Never 
had  rheumatic  fever.  Has  had  pain  in  the  joints  for 
a short  time. 

This  man  has  the  same  findings  that  the  other  pa- 
tient exhibited.  The  murmurs  are  louder  and  the 
diastolic  more  prolonged.  The  pulse  pressure  in  both 
cases  is  high.  He  has  had  several  heart  attacks  in 
which  his  heart  would  suddenly  start  to  beat  fast.  No 
pain.  A AA'assermann  of  4 plus.  Admission  of  an  in- 
itial lesion.  It  is  a duplicate  of  the  other  case.  In 
addition  he  has  a paralyzed  arm.  Some  of  you  may 
guess  he  has  had  some  syphilitic  vascular  cerebral 
accident,  but  it  was  a fracture  of  the  skull  that  re- 
sulted in  the  paralysis  of  his  arm — the  auto  rather 
than  syphilis.  AA'^e  must  not  lay  everything  that  is 
wrong  with  a patient  to  the  one  outstanding  disease 
from  which  he  suffers.  A man  may  have  two  condi- 
tions absolutely  unrelated.  The  paralysis  is  clearly 
traumatic,  not  in  any  way  associated  with  the  old 
luetic  trouble. 

I want  to  say  one  word  with  regard  to  treat- 
ment and  about  the  importance  of  recognizing 
this  disease  if  possible  in  its  early  stage.  Syphilis 
is  prone  to  attack  not  only  the  nervous  system  but 
the  first  part  of  the  aorta.  The  pathologists  tell 
us  we  must  not  limit  the  lesion  to  the  first  por- 
tion of  the  aorta ; that  if  we  look  carefully  we 
shall  find  the  transverse  and  descending  portions 
of  the  aorta  are  also  in\’olved.  Clinicians,  how- 
ever, emphasize  the  importance  of  the  first  inch 
or  two  of  the  aorta.  Why?  Because,  in  the  first 
place,  it  is  close  to  the  aortic  valves.  Even  if  they 
are  not  involved  at  the  same  time  as  the  aorta 
itself,  the  syphilitic  process  may  extend  to  them, 
deform  them  and  cause  them  to  leak  with  the 
serious  mechanical  consequences.  In  the  second 
place,  it  is  this  portion  that  receives  the  full  im- 
pulse of  the  blood  from  the  left  A’entricle.  If  it 
is  diseased  and  weak,  it  will  yield  more  readily 
than  some  portions  lower  down,  may  dilate  and 
become  truly  aneurysmal.  There  is  a third  rea- 
son why  it  is  an  important  portion.  The  coronary 
arteries  open  from  the  aorta  just  above  the  aortic 
cusps.  If  the  syphilitic  process  happens  to  nar- 
row or  occlude  the  opening  into  the  coronary,  dis- 
turbing or  even  fatal  results  may  follow ; we  may 
have  the  symptoms  that  go  with  angina  or  acute 
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or  chronic  obstruction.  We  are  justified  then,  in 
considering  this  first  part  of  the  aorta  as  a por- 
tion of  great  importance  clinically.  It  is  this 
portion  that  we  examine  with  particular  care  in 
trying  to  make  out  the  disease  aortitis.  We  ex- 
amine it  in  the  way  I have  already  discussed  but 
in  addition  by  percussion  to  see  if  we  can  make 
out  an  increase  in  size.  There  is  a great  differ- 
ence among  physicians  in  their  ability  to  map  out 
an  aorta  by  percussion.  One  man  says  he  can  do 
it  to  the  minute  fraction  of  an  inch.  Others  are 
not  so  sure.  We  should  on  palpation  try  to  make 
out  an  enlargement  of  the  aorta,  palpating  in  the 
suprasternal  notch. 

Then  we  have  the  x-ray  to  helji  us.  The 
French  schools  are  exjierts  in  this  line.  They  are 
willing  to  go  on  record  as  detecting  certain  very 
minute  changes  in  the  width  of  its  contour  as 
pathologic  and  indicating  a syphilitic  aortitis. 

There  are  physicians  who  say  it  is  impossible . 
to  diagnose  .syphilitic  aortitis  without  an  accom- 
panying leak.  T think  this  is  often  true,  yet  I be- 
lieve it  is  possible  at  times  to  diagnose  it  with 
a reasonable  degree  of  certainty  without  the  leaky 
valve.  Remember  the  ringing  second  tone  and 
the  pain  symptoms  of  an  anginal  character.  There 
may  be  a little  bit  of  fever  and  malaise.  Finally 
we  get  our  history  of  syphilis  with  positive  Was- 
sermann  and  so  have  a reasonably  conclusive 
proof  of  syphilitic  aortitis. 

This  disease  is  not  often  clinically  recogniz- 
able very  early  in  .syphilis.  If  one  sees  it  within 
a year  after  the  .syphilitic  infection,  one  is  seeing 
something  very  exceptional.  It  is  more  apt  to 
be  from  five  to  twenty  years.  The  golden  op- 
portunity for  treatment — or  the  arsenical  oppor- 
tunity for  treatment — is  in  the  earlier  stages. 

I say  “arsenical  opportunity.”  Yet  I am  not  one 
of  those  who  believe  in  treating  these  cases  with 
intensive  arsenical  treatment,  at  least  in  the  later 
stages.  There  are  two  schools — if  I may  dignify 
it  by  that  term.  There  are  physicians  who  utter- 
ly ignore  the  caution  given  to  treat  these  cases 
carefully.  Such  a one  says:  “Immediately  I rec- 
ognize it,  that  patient  gets  the  full  dose  of  some 
arsenical  preparation.” 

There  is  another  group— and  I will  put  my- 
self there — who  feel  that  if  you  give  this  full 
dose  at  once,  you  may  make  your  patient  worse. 
You  may  find  the  wall  of  the  aorta  actually  di- 
lating week  after  week  under  the  fluoroscope. 
The  coronary  artery  may  show  evidence  of  acute 
trouble.  Remember  the  caution  Ehrlich  gave 
when  he  said,  one  should  be  careful  not  to  give 
606  in  cases  of  vascular  disease  in  the  brain  or 


heart.  This  he  did  l)ecause  there  may  result  a 
local  swelling  from  vigorous  treatment.  If  this 
swelling  occurs  at  the  opening  of  the  coronary 
artery,  under  the  administration  of  ars])henamin 
it  may  be  enough  to  obstruct  the  artery  with  ser- 
ious conse(|uences.  In  the  same  manner,  if  there 
is  luetic  disease  in  the  artery  of  the  brain  and 
000  is  given  in  excessive  doses,  a swelling  and 
sudden  blocking  of  some  ii.nportant  artery  may 
result  in  more  damage  than  if  the  patient  had 
been  let  alone.  I think  the  safe  way  is  to  give 
mercury  and  rodid  in  moderate  doses  and  gradu- 
ally increase  the  amount:  then  i)ut  in  arsenic.  In 
this  way  there  is  hope  that  one  may  get  good  re- 
sults in  the  earlier  stages.  In  later  stages  when 
the  heart  is  large  and  the  coronaries  are  damaged 
and  the  wall  of  the  aorta  greatl\-  diseased,  and 
cardiac  incompetence  is  manifest,  the  treatment  is 
not  very  satisfactory. 

Patient  No.  3:  This  man  was  seen  in  .Tune,  1928, 
complaining  of  congh,  palpitation,  gas  in  the  stomach, 
some  pain  in  the  chest,  pretty  severe.  He  had  to  sit 
up  in  bed.  He  had  typical  symptoms  of  an  incompe- 
tent heart.  With  his  working  there  would  be  a little 
pain — nothing  frankly  anginal.  He  had  a trace  of 
albumin  in  the  urine.  The  blood  showed  nothing  of 
note.  A little  fluid  in  the  right  side  of  the  chest. 

What  attracted  the  attention  of  the  doctors  was  not 
so  much  what  they  found  on  examination  as  what 
they  found  when  they  examined  with  the  electro- 
cardiograph. It  looks  as  though  there  was  a block 
in  the  right  branch  of  the  bundle  of  His.  Remem1)er 
any  part  of  the  conducting  system  may  be  blocked. 
If  the  lesion  happens  to  be  in  the  right  branch, 
then  the  impulse  goes  over  the  bundle  and  down  both 
branches  simultaneously  until  it  meets  this  obstruc- 
tion. Then,  instead  of  going  to  the  right  side  of  the 
heart,  over  the  old  route,  the  right  bundle  branch,  it 
goes  a circuitous  route,  around  on  the  switch,  and 
over  to  the  left  side.  It  runs  a different  course,  pur- 
suies  a different  trail,  so  to  speak — and  the  electro- 
cardiogram discloses  it  as  you  see  in  the  tracings. 

This  man  has  had  a succession  of  infections — sore 
throats,  colds,  influenza.  A year  ago  he  was  laid  up 
with  influenza  that  started  with  a chill.  Very  soon 
he  had  pain  in  the  chest  and  was  spitting  up  a little 
blood.  The  doctors  talked  to  him  some  about  the 
condition  of  his  heart.  It  is  stretching  things  to  say 
that  at  that  time  he  had  involvement  of  the  heart 
muscle  secondary  to  some  change  in  the  conorary  ar- 
tery. but  that  is  not  a far  cry.  It  might  be  that  some 
twig  of  the  coronary  became  obstructed — an  infec- 
tious thrombosis — and  that  there  was  a secondary 
softening  of  a small  area  of  the  heart  muscle,  and 
as  a result  of  the  scar,  he  is  left  with  a fibious  patch 
that  interferes  with  conduction  to  the  right  ventricle. 

He  gives  an  electrocardiogram  a good  deal  like  that 
of  left  heart  preponderance.  Fitting  in  with  the  no- 
tion of  some  old  chronic  infection,  he  has  had  a good 
deal  of  pain  in  the  left  shoulder — an  arthritis. 

Patient  No.  4:  I want  to  show  one  other  patient 
with  a complete  heart  block  and  a very  unusual  his- 
tory. This  woman  is  fifty-six.  She  was  said  to  have 
had  some  heart  trouble  at  seventeen  or  eighteen.  She 
also  had  a goiter  which  had  been  there  for  several 
years.  In  April,  1926,  she  came  to  the  doctor,  who 
got  a history  of  frequent  attacks  of  tonsillitis,  pneu- 
monia, and  in  1918  a severe  attack  of  "flu”.  Thirteen 
years  ago  there  was  a g'reat  shock — the  accidental 
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killing  of  one  of  her  relatives.  After  that  she  was 
subject  to  fre<)uent  dizzy  and  fainting  spells  which 
gradually  increased  in  freciuency  and  severity.  Later 
she  had  as  high  as  forty  or  fifty  spells  a day.  She 
fell  so  many  times  she  was  often  sore  and  black  and 
blue.  She  could  not  tell  when  she  was  going  to  fall. 
The  explanation  you  have  already  guessed,  as  I 
told  you  she  has  a heart  block.  That  is  to  say, 
she  has  heart  block  with  the  Adams-Stokes  syndrome. 
Moreover,  she  is  short  of  breath.  She  had  an  en- 
larged thyroid  and  a loud  systolic  murmur  over  the 
precordia.  The  basal  metabolic  rate  has  been  plus  18. 
A diagnosis  of  heart  block  has  been  confirmed  by  the 
electrocardiogram.  She  was  given  barium  chlorid  in 
doses  of  one-third  to  one-half  grain  three  or  four 
times  a day.  This  was  reduced  to  one-third  grain  a 
day.  At  her  urgent  instance,  in  June,  1926,  the  thyroid 
gland  was  operated  upon.  Before  the  operation  the 
pulse  was  60.  After  the  operation  it  was  116.  Barium 
chlorid  has  been  continued  off  and  on  ever  since.  A 
good  deal  of  the  time  she  has  taken  nothing.  The 
blood  pressure  has  been  as  low  as  110.  She  seems  to 
be  worse  when  it  is  down.  When  it  is  up,  her  annoy- 
ing cardiac  symptoms  are  better. 

One  more  word  about  the  condition.  In  examining 
her  we  can  make  out  a slow,  regular  pulse,  48  to  the 
minute.  Dr.  Dunn  says  a tracing  today  will  probably 
be  different  from  one  taken  last  week.  She  has  a 
slightly  enlarged  heart  with  a murmur  at  the  base  of 
a double  character,  making  one  think  of  a leak.  I do 
not  know  what  is  back  of  all  this,  but  whatever  lesion 
she  has  is  not  a lesion  that  has  cut  the  bundle  com- 
pletely, in  an  anatomical  sense.  If  she  had  an  ob- 
struction that  had  cut  the  bundle  and  scar  ti.ssue 
had  replaced  the  whole  of  it,  we  would  know  that 
the  bundle  is  gone.  It  is  the  only  physiologic  connec- 
tion between  the  auricle  and  the  ventricle,  and  the 
case  would  be  hopeless  so  far  as  even  temporary 
restoration  of  normal  rate  and  sinus  rhythm. 

If  some  lesion  is  present  that  produces  a i)artial 
physiological  severance  of  the  bundle,  the  remainin,g 
more  nearly  normal  of  the  bundle  is  capable  of  trans- 
mitting the  impulse,  though  perhaps  in  an  irregular 
and  bizarre  manner.  Because  she  had  some  heart 
trouble  at  seventeen,  1 raise  the  question  whether 
these  symptoms  may  not  indicate  some  congenital 
lesion.  Sometimes  the  congenital  lesion  is  a close 
neighbor  to  the  bundle,  e.  g.,  a iterforate  ventricular 
septum.  It  is  easy  to  have  bundle  tonicity  interfered 
with  by  certain  types  of  congenital  lesions.  I feel 
sure  in  this  case  we  have  not  been  dealing  witli  a 
permanent  obstruction;  that  it  has  been  more  or  less 
of  a temporary  character  so  she  has  vacillated  be- 
tween normal  rhythm,  complete  heart  block,  partial 
heart  block,  and  auricular  fabrillation.  .\nd  ijest  of  all 
for  her,  she  is  still  living  and  doing  her  housework 
and  enjoying  life. 

Dr.  Hohan,  this  morning,  told  you  that  in  a 
complete  heart  block  you  could  give  all  the  digi- 
talis you  wish.  If  the  bundle  is  entirely  gone, 
you  cannot  still  further  depress  the  conductivity. 
There  need  be  no  hesitation,  therefore,  in  .giving 
digitalis  if  it  is  indicated  by  other  conditions 
such  as  auricular  fibrillation.  (Shows  slides). 

One  final  point.  These  various  kinds  of  ir- 
regularities could  not  be  detected  in  any  other 
way  than  by  the  electrocardiograph.  If  I had 
time  I should  like  to  defend  the  electrocardio- 
graph— if  it  needs  it.  It  did  need  it  a few  years 
ago.  It  was  looked  upon  as  an  instrument  too 
exjiensivc  for  anyone  to  buy  unless  wealthy  and 


extravagant.  It  was  looked  upon  as  a complicat- 
ed instrument  that  required  a mechanic  to  look 
after  it.  I remember  Walter  James  telling  me 
it  required  a physicist ! I am  no  mechanic,  yet 
I bought  an  electrocardiograph  and  used  it  and 
it  helped  me  a great  deal.  Similarly  I bought 
a new  automobile,  found  it  helpful,  and  yet  I 
did  not  know  how  to  take  care  of  it.  Now  I re- 
ly on  somebody  else's  automobile  but  I find  the 
auto  very  useful.  I use  a telephone  and  don’t 
know  much  about  the  making  or  operating  of  it. 
You  do  not  decry  the  x-ray  because  you  do  not 
understand  the  physics  involved  or  the  mechanism 
of  the  machinery.  The  machine  is  complicated. 
You  would  not  use  it  yourself  but  you  make  use 
of  it.  Here's  the  point.  The  x-ray  will  help  you 
to  know  something  about  the  chest  and  the  gastro- 
intestinal tract  in  normal  and  abnormal  condi- 
tion. You  should,  therefore,  know  something  of 
roentgenograms  and  their  interpretation.  So  the 
• general  practitioner  should  know  something  about 
a normal  and  abnormal  electrocardiogram.  Many 
things  about  it  are  not  yet  understood,  but  a 
great  many  things  have  been  settled  for  all  time. 
Certain  pictures  represent  a normally  acting 
heart ; other  pictures  represent  an  abnormal  heart. 
The  pathology  that  is  shown  up  is  not  so  much 
of  the  valves  as  of  the  muscle  of  the  heart,  which 
is,  after  all.  the  important  part.  We  have  talked 
a great  deal  about  a defect  in  the  conducting 
system.  That  defect  is  really  evidence  of  dis- 
ease in  the  muscle  itself. 

I believe  the  electrocardiograph  is  an  instru- 
ment that  has  come  to  stay.  It  helps  in  diagnosis 
and  in  jirognosis  and.  therefore,  in  treatment. 


GOD  - ANGEL  - MAN  - DEVIL 
When  the  sick  man  lies  abed  distraught  with  pain 
And  dismal  Death  is  clutching  at  his  throat. 

He  likens  me  to  GOD — and  all  his  house 
Kneel  down  and  do  me  reverence. 

When  easier  lies  his  head  and  icy  death 
Removes  his  hand,  and  warm  the  blood  rebounds. 

He  blesses  me  as  Messenger  of  God 
And  Holy  ANGEL  from  ethereal  High. 

But  when  the  full  and  rosy  touch  of  life 
Bestirs  his  flesh  and  puts  his  soul  to  sleep, 

He  greets  me  as  a MAN  tho’  one  of  might 
And  versed  in  all  the  wisdom  of  the  world. 

And  then  at  last  when  recompense  is  asked. 

He  passeth  me  in  dread,  For  lo!  to  him  I stand 
A DEVIL  horned  from  out  the  lowest  depths. 

— Legends  on  a Series  of  16th  Century  Priests. 


THE  HUMAN  MIND 
Canst  thou  not  minister  to  a mind  diseas’d. 

Pluck  from  the  memory  a rooted  sorrow, 

Raze  out  the  written  troubles  of  the  brain. 

And  with  some  sweet  oblivious  antidote 
Cleanse  the  stuff’d  bosom  of  that  perilous  stuff 
Which  weighs  upon  the  heart? 


— Shakespeare. 


PEDIATRIC  CLINIC* 

CLIFFORD  G.  GRULEE,  M.  D„ 

Clinical  Professor  of  Pediatrics,  Rush  Medical  College, 
Chicago,  Illinois. 


Patient  No.  1.  This  baby  is  three  months  old.  Two 
weeks  ago,  one  and  one-half  hours  after  feeding,  the 
child  vomited,  projectilely.  No  temperature  noticed 
by  the  mother.  Vomiting  not  characteristic  in  odor  or 
color.  The  attack  lasted  four  days.  Last  Tuesday, 
child  vomited  after  feeding.  Cried  more.  Mother 
thought  she  noted  changes  due  to  loss  of  weight. 
Labor  easy  and  no  complications.  Lasted  less  than 
half  a day.  Baby  was  to  the  mother  normal  until 
two  weeks  ago.  No  history  of  syphilis  or  gonorrhea 
or  tuberculosis.  Baby  fed  on  Eagle  Brand  Condensed 
milk. 

Child  pale  when  brought  into  hospital  on  October  5. 
Anterior  fontanelle  bulging  under  pressure.  Head  had 
appearance  of  hydrocephalus.  Rigidity  of  the  neck 
marked. 

The  natural  thing  to  do  was  to  examine  the 
spinal  fluid.  This  was  done  and  the  fluid  was 
bloody.  When  first  seen  it  suggested  puncture 
of  a blood  vessel.  Repeated  puncture  showed 
bloody  fluid.  Therefore  this  process  was  essen- 
tially a bloody  process  in  the  spinal  canal.  If  you 
get  blood  from  the  spinal  canal  on  puncture, 
usually  the  blood  will  come  down  leaving  super- 
natant liquid  pale  and  colorless.  If  there  has 
been  a hemorrhagic  condition  in  the  canal  for 
any  length  of  time,  then  you  have  destruction  of 
the  hemoglobin  and  red  cells  so  that  the  fluid 
after  centrifuging  is  definitely  yellow  or  orange. 

That  is  what  they  noted  here.  Repeated  punc- 
tures showed  first,  that  the  fluid  gradually  lost 
its  blood  tinge,  but  still  after  it  became  clear  was 
definitely  xanthochromatic.  Second,  toward  the 
end  the  punctures  brought  less  blood,  and  the 
pressure  was  not  influenced  by  the  crying  of  the 
child,  suggesting  a stoppage  above. 

We  find  the  baby  in  a fair  state  of  nutrition. 
The  elasticity  of  the  skin  is  quite  good.  There 
is  a fair  amount  of  fat.  Nor  has  the  child  the 
aspects  of  a marantic  baby.  We  are  mostly  in- 
terested in  the  nervous  system.  There  is  a defin- 
ite knee  reflex,  possibly  slightly  exaggerated.  No 
ankle  clonus  on  either  side  that  I can  elicit.  I 
can  not  palpate  any  spleen.  The  liver  is  ’just 
palpable  below  the  intercostal  margin,  which  of 
course  is  normal.  There  are  no  axillary  glands 
and  no  epitrochlear  glands.  I take  it  for  granted 
the  chest  is  clear.  We  find  the  anterior  fontan- 
elle is  somewhat  enlarged — about  two  inches  long 
and  the  same  width.  The  sagittal  suture  is  clos- 
ed. The  fontanelle  is  bulging  and  definitely  dis- 
tended. The  neck  is  quite  stiff.  The  baby  does 
not  seem  happy. 

•Presented  before  Missouri  Valley  Medical  Association.  Omaha.  October 
31.  1928. 


The  question  comes  as  to  what  was  the  pri- 
mary condition  here?  Hemorrhage  may  occur, 
of  course,  as  a result  of  an  injury.  There  is  no 
history  of  an  injury  here,  and  evidently  this  moth- 
er watched  her  baby  very  carefully.  We  there- 
fore have  to  consider  some  other  source — a hem- 
orrhage at  the  time  of  birth,  a brain  tumor,  or  an 
involvement  with  hemorrhagic  exudate. 

This  child  was  three  months'  old  before  symp- 
toms showed  up.  Certainly  if  a child  has  a 
hemorrhage  at  the  time  of  birth,  the  bloody  fluid 
disappears  within  a week’s  time.  It  is  practically 
out  of  the  range  of  possibility  for  this  bloody 
fluid  to  have  been  caused  by  hemorrhage  at  the 
time  of  birth.  We,  therefore,  have  to  think  of 
some  pathological  condition  in  the  brain  to  pro- 
duce such  a hemorrhage.  I have  never  seen  a 
brain  tumor  in  a child  this  age.  I have  never 
seen  one  produce  hemorrhagic  fluid.  There  is 
only  one  condition  I know  of  in  a child  of  this 
age  which  produces  a bloody  fluid,  and  that  is 
a condition  about  which  not  a great  deal  is  known. 
The  cause  of  the  condition  is  not  known.  Re- 
peated attempts  at  culture  were  negative.  No 
bacteria  have  been  grown  from  this  fluid.  The 
condition  occurs  in  young  infants,  and  is  more 
likely  to  occur  in  marantic  infants. 

The  symptoms  can  at  times  be  most  masked 
so  that  you  have  only  a slight  suggestion  that 
anything  is  there.  It  is  only  when  you  do  a lum- 
bar puncture  and  notice  bloody  fluid  that  the  con- 
dition suggests  itself.  The  symptoms  may  be 
marked  and  you  may  think  you  have  a typical 
meningitis,  yet  find  only  bloody  fluid.  These 
cases  usually  carry  with  them  the  results  of  the 
onslaught.  As  a consequence,  they  have  physical 
and  mental  defects  which  they  carry  through 
life. 

There  is  a point  about  this  child  which  is 
rather  significant,  and  that  is  the  enlargement  of 
the  head.  That,  together  with  the  fact  that  the 
quantity  of  fluid  is  decreasing,  leads  one  to  think 
you  have  a hydrocephalus  of  a definitely  obstruc- 
tive nature.  I saw  one  case  of  this  condition 
where  we  did  not  get  anything  in  the  spinal 
fluid,  yet  I was  so  sure  something  was  wrong 
that  I put  a needle  into  the  fontanelle,  running  it 
back  under  the  parietal  bone  and  ' obtained  a 
bloody  fluid  in  this  way.  This  was  done  two  or 
three  times,  and  each  time  we  got  a fluid  less 
bloody  and  more  xanthochromatic.  It  seems 
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apparent  there  has  developed  something  like  a 
hydrocephalus.  We  cannot  say  if  this  is  an  in- 
ternal hydrocephalus  of  an  obstructive  nature,  or 
an  external.  I would  hesitate  to  say  which.  If 
it  is  a case  of  internal  hydrocephalus  of  an  ob- 
structive nature,  it  seems  to  me  that  the  head  is 
showing  not  quite  enough  of  distention.  In  an 
obstructive  hydrocephalus  in  a child  of  this  age 
we  are  likely  to  get  separation  of  the  sutures  and 
somewhat  larger  posterior  fontanelle.  We  have 
here  a head  with  separation  of  the  sutures  and 
distension  of  the  fontanelle.  It  seems  to  me  on 
clinical  evidence  this  points  to  an  external  rather 
than  an  internal  hydrocephalus.  It  is  possible 
that  a lateral  view  by  x-ray  might  give  us  points, 
in  that  it  might  show  a little  less  density  in  the 
periphery  of  the  brain  shadow.  I would  hesitate 
to  say  anything  more  than  that  I would  be  sus- 
picious it  was  an  obstructive  external  hydrocepha- 
lus rather  than  internal.  The  case  is  one  of 
pachymeningitis  hemorrhagica. 

Paient  No.  2.  (Di-.  Floyd  Clarke  reads  case  history.) 
The  first  thing  that  strikes  one  is  an  immensely  en- 
larged abdomen.  That  is  in  contrast  to  the  emaciation 
of  the  chest  and  the  smallness  of  the  legs.  The 
spleen,  as  nearly  as  I can  make  out,  comes  nearly 
to  the  pelvic  rim.  The  liver  is  likewise  moderately 
enlarged,  coming  to  the  umbilicus.  There  are  a few 
glands  in  the  axilla. 

Here  is  a case  hard  to  differentiate.  He  is 
very  yellow  and  shows  cachexia,  and  the  ques- 
tion is : ^^d■lat  have  we  here  ? Have  we  a case 
of  leukemia  or  of  von  Jaksch  anemia?  The  dif- 
ferentiation is  a hard  one  to  make.  If  it  is 
leukemia,  it  is  a lymphatic  leukemia.  It  is  not  a 
myelogenous  leukemia,  with  the  percentage  of 
myelocytes  is  small  and  of  the  lymphocytes  high. 
The  slide  gives  one  the  impression  of  lymphatic 
leukemia.  When  you  think  of  some  of  the  other 
phases,  you  wonder.  If  this  were  lymphatic 
leukemia  in  a child  of  this  age.  you  would  ex- 
pect 98  to  99  per  cent  of  your  cells  to  be  mono- 
nuclears. especially  with  a count  of  150,000. 
\\hth  a lower  count,  the  percentage  of  lympho- 
cytes might  be  lower.  The  nucleated  reds 
are  present  in  large  numbers.  There  are  all  sorts 
of  changes  in  the  red  cells,  together  with  nucle- 
ated reds,  but  without  any  microblasts. 

When  we  turn  from  the  blood  picture  to  the 
clinical  side,  we  have  something  to  explain.  How 
do  you  explain  the  immense  size  of  the  liver  and 
spleen  if  the  case  is  one  of  lymphatic  leukemia? 
You  simply  don't.  It  may  be  a mixed  leukemia, 
but  you  would  expect  your  microblasts  in  larger 
numbers.  You  can  explain  this  as  a variation 
of  von  Jaksch  anemia.  You  have  an  anemia  with 
an  increased  number  of  white  cells.  One  hun- 
dred fifty  thousand  is  not  an  unheard  of  count 


in  von  Jaksch  anemia.  You  have  a preponder- 
ance of  mononuclear  cells.  You  have  nucleated 
reds.  You  have  masses  of  protoplasm  that  can- 
not be  classified.  Then  you  have  an  immense 
enlargement  of  the  liver  and  spleen. 

During  the  five  months  the  child  has  gained 
two  pounds  in  weight.  A lymphatic  leukemia  of 
the  acute  variety,  rarely  if  ever  lasts  five  months. 
If  you  have  an  acute  lymphatic  leukemia  the 
mononuclears  are  large.  iMost  of  these  are 
small.  As  a matter  of  fact,  when  I looked  at 
that  slide  I thought  it  was  leukemia.  When  I 
look  at  the  baby  and  take  into  consideration  the 
physical  condition,  I think  it  is  von  Jaksch’s  an- 
emia. You  can  “pay  your  money  and  take  your 
choice.” 

If  this  is  true,  the  outlook  for  this  child  is 
much  better.  It  may  get  well.  If  it  has  leukemia, 
it  will  not.  Nobody  has  ever  known  of  a child 
with  leukemia  to  live.  With  von  Jaksch’s  an- 
emia many  of  them  live.  The  enlargement  of 
the  liver  and  spleen  are  not  symptoms  which 
speak  against  the  chance  of  this  child  to  recover. 
There  might  be  other  things  thought  of.  But 
with  this  count,  it  seems  to  me  such  infections 
as  kala-azar  are  hardly  to  be  thought  of.  This 
occurs  in  the  Mediterranean  countries  and  I have 
never  seen  a case.  They  do  not,  so  far  as  I 
know,  have  a count  like  this. 

I told  you  this  morning  my  experience  with 
von  Jaksch’s  anemia.  I was  certain  I had  a 
cure  for  it  once  by  giving  intraperitoneal  blood. 
Some  way  or  other  I question  if  we  are  going 
to  influence  the  course  of  this  case  very  much 
one  way  or  the  other,  except  by  general  hygienic 
treatments.  I should  give  it  a good  diet  with 
plenty  of  iron  in  it.  If  the  blood  showed  a tend- 
ency to  go  down,  I should  give  it  blood.  I 
should  use  such  measures  as  I could  to  keep  up 
its  general  condition,  being  careful  not  to  use 
anything  of  a radical  nature.  I would  not  do 
any  wild  stunts  on  that  baby  with  the  idea  of  cur- 
ing it,  and  feel  if  I did,  I had  done  something 
for  the  good  of  the  child.  I would  treat  it  symp- 
tomatically. I do  not  think  we  know  enough 
about  these  cases  to  say  what  we  can  do  with 
them  from  a therapeutic  standpoint.  I once 
thought  I did. 

DISCUSSION 

FLOYD  S.  CLARKE,  M.  D.,  (Omaha):  Do  you 
consider  that  blood  picture  sufficient  evidence  to 
give  a transfusion? 

DR.  GRULEE:  I would  not.  There  is  38  per  cent 

hemoglobin  and  2 million  reds.  I would  wait  on  that. 
If  it  started  down,  I would  do  something.  I had  one 
recently  without  any  treatment  but  spinach  in  the 
food  come  up  from  40  to  80  per  cent  in  two  months’ 
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time.  Watch  these  cases  and  if  the  hemoglobin  and 
blood  get  too  low,  I would  usually  give  a transfusion. 

DR.  CLARKE:  Will  x-ray  treatments  reduce  the 
spleen? 

DR.  GRULEE:  Yes,  but  they  won’t  help  the  anemia. 
I had  one  case  where  the  spleen  was  so  large  it  rested 
on  the  pelvic  rim  and  pressed  on  the  stomach.  The 
vomiting  quit  as  soon  as  we  got  the  spleen  down, 
but  the  child  died. 

I do  not  see  any  evidence  that  liver  preparations 
have  done  much  except  in  the  treatment  of  pernicious 
anemia.  It  is  a shame  to  raise  the  price  of  liver  the 
way  we  have  experimenting  on  these  anemias.  They 
have  doubled  the  price  of  calf s liver  by  feeding  liver 
to  these  anemic  patients.  It  probably  does  no  good 
except  in  pernicious  anemia.  The  Germans  made  up 
a sort  of  liver  soup  they  fed  to  the  children,  long  be- 
fore the  question  of  the  use  of  liver  in  anemia  was 
broached.  There  is  no  reason  why  we  should  not  use 
it,  but  I should  not  hope  very  much  for  success. 

Patient  No.  3.  Here  is  a boy  five  and  one-half 
years  old.  His  mother  died  three  years  ago  of 
nephritis.  Father  living  and  well.  One  other  child 
dead  of  pneumonia.  No  miscarriages.  Full-time: 
normal  child;  breast  fed.  Never  seriously  sick.  Fam- 
ily noticed  pallor  of  child  three  years  ago.  Has  had 
enlarged  spleen  since  last  year.  Blood  examination 
showed  60  per  cent  hemoglobin,  3,360,000  reds  and 
13,400  whites.  I looked  at  the  slide  and  it  did  not 
show  much  abnormal.  He  has  a spleen  which  is  en- 
larged, but  not  immoderately  so.  Compared  with  the 
other  spleen,  this  isn’t  much  of  a spleen.  It  is  three 
fingers’  breadth  below  the  costal  margin.  A sharp 
edge — giving  the  impression  that  it  has  existed  for 
some  time.  His  dark  yellowish  color  is  probably  part- 
ly due  to  his  nationality.  He  has  a snappy  pulmonic 
second  tone  but  no  murmurs.  Has  a few  glands  in 
the  neck. 

This  case  offers,  to  my  way  of  thinking,  not 
so  much  a question  of  a differentiation  of  anemias 
— because  while  he  is  anemic  it  isn't  so  very 
marked — so  much  as  a differentiation  of  splenic 
enlargements. 

To  show  you  how  short  a sojourn  in  a malarial 
country  it  takes  to  do  things.  I will  give  this 
instance : The  son  of  my  secretary,  this  spring, 
went  to  Memphis  for  three  days,  and  in  two 
weeks  had  a temperature  of  100°.  When  we 
saw  him,  he  had  a big  spleen  and  his  blood  was 
full  of  malaria  parasites.  He  never  had  been 
south  before  in  his  life.  They  say  since  the 
flood,  the  malaria  has  been  peculiarly  virulent 
and  active.  There  is  a great  deal  more  of  it 
than  before.  That  is  why  I asked  carefully 
whether  this  boy  had  been  out  of  this  country. 
We.  in  Chicago,  see  so  little  of  malaria  we  al- 
most forget  it  exists,  and  I suppose  the  same  is 
true  in  this  section  of  the  country. 

This  might  be  a mild  case  of  von  Jaksch's 
anemia.  On  the  other  hand,  there  are  points 
against  it.  First  and  strongest  is  perhaps  the 
age  of  the  child.  The  cases  of  von  Jaksch's 
anemia  I felt  sure  were  von  Jaksch's  in  children 
over  three  years  of  age  have  died  pretty  rapidly. 
This  condition  has  been  going  on  for  some  time. 


.Almost  any  type  of  infection  can  cause  enlarge- 
ment of  the  spleen  in  babies — not  so  frequently 
in  children.  An  infection  of  this  extent  would 
have  to  have  been  of  a long  duration  and  chronic 
nature,  and  this  boy  is  in  good  general  condition. 

An  infectious  spleen  usually  feels  soft  and  has 
a rounded  border.  This  spleen  is  hard  and  has  a 
sharp  border.  The  other  conditions  are  rather 
unusual.  Myelogenous  leukemia  is  almost  un- 
heard of.  Banti’s  disease,  Gaucher’s  disease  are 
possible.  In  any  one  I think  with  the  possible 
exception  of  Banti's,  I would  expect  to  see  a 
larger  spleen.  I have  never  seen  a case  of 
Gaucher’s  or  Niemann-Pick.  In  these  condi- 
tions characteristic  fat  globules  are  found  in  the 
cells  in  the  spleen.  Gaucher’s  has  one  kind  and 
Niemann-Pick  has  another.  They  both  have 
splenic  enlargement  and  a certain  amount  of 
anemia. 

Then  you  get  hemolytic  icterus.  This  boy 
does  not  give  such  history.  It  probably  is  not 
an  amyloid  spleen,  because  he  has  had  no  long- 
drawn-out  infection  of  either  a tuberculous  or 
purulent  character.  This  is  a mild  case  of  von 
Jaksch’s  disease  or  perhaps  something  else  I do 
not  know.  I am  puzzled  about  that  spleen,  be- 
cause it  does  not  fit  into  anything  exactly.  It  is 
not  a kala-azar,  because  he  has  been  in  this  coun- 
try always.  It  hasn't  the  feel  of  an  echinococcus 
cyst.  You  must  consider  rare  things,  because  the 
condition  is  an  atypical  one. 

DISCUSSION 

DR.  CLARKE:  Will  secondary  anemia  give  rise  to 
an  enlarged  spleen? 

DR.  GRULEE:  I do  not  think  so — not  one  as  large 
and  hal'd  as  that.  You  might  get  some  enlargement, 
but  I should  suspect  it  was  on  the  basis  of  the  cause 
of  the  secondary  anemia  more  frequently  than  the 
anemia  itself. 

ANDREW  G.  DOW,  M.  D.,  (Omaha):  There  have 
been  little  attacks  of  yellowness  in  the  eyes — quite  a 
little  jaundice. 

DR.  GRULEE:  That  may  mean  we  have  congenital 
hemolytic  jaundice,  which  would  mean  this  condition 
would  be  entirely  cleared  up  by  removal  of  the  spleen. 
Nothing  like  that  in  the  family.  If  he  has  attacks  of 
jaundice,  that  would  be  probably  a better  guess  than 
the  von  .laksch’s  anemia.  The  case  ought  to  be  care- 
fully studied. 

DR.  DOW:  Would  the  fragility  of  the  cells  make  a 
difference  ? 

DR.  GRULEE:  Yes. 

Patient  No.  4.  (Dr.  Herman  M.  Jahr  gives  case  his- 
tory, as  follows) : 

A premature  baby,  seven  months  old.  Mother  had 
eclampsia  and  she  was  delivered  by  Ceasarean.  Phy- 
sical examination  showed  bright  baby  with  pale  com- 
plexion. Sort  of  a lemon-yellow  tint.  Systolic  blow 
at  the  apex  over  the  aorta.  Vessels  enlarged.  Diet 
rich  in  vegetables  with  beef  juice  and  eggs.  Hemo- 
globin fluctuated  between  30  and  50  per  cent.  October 
23  it  was  63  per  cent. 
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DR.  GRULEE : This  is  evidently  a secondary 
anemia  in  a premature  child.  That  fits  in  well 
with  what  I told  you  that  in  premature  infants 
we  frequently  get  the  chlorotic  type  of  anemia. 
That  is  what  has  happened  here.  She  has  slowly 
but  surely  come  up  by  the  use  of  iron-rich  food. 
This  is  the  other  type  of  secondary  anemia — 
probably  on  the  basis  of  prematurity — of  chlor- 
otic type.  I could  not  have  had  a nicer  case  to 
exemplify  it. 

In  younger  children  where  you  have  somewhat 
more  marked  anemia  early,  you  get  more  rapid 
results  by  the  use  of  blood  intraperitoneally.  This 
is  the  type  of  case  in  which  you  get  best  results 
by  blood  transfusions.  Under  the  circumstances, 
this  child  has  done  well,  although  the  return  has 
been  slow.  I think  she  will  probably  come  back 
to  normal  condition  in  a comparatively  short 
time. 

Patient  No.  5.  (The  following  case  history  was  given 
bj’  Dr.  Jahr); 

This  child  is  three  years  old;  came  May  14  with 
peculiar  complaint.  She  had  swallowed  a little  dog 
ten  days  before  and  the  mother  did  not  notice  the 


dog  in  the  stool.  An  x-ray  film  did  not  show  it.  Six 
days  later  she  had  a coughing  spell  and  the  dog  came 
up.  She  noticed  a pale  color.  The  hemoglobin  at 
that  time  was  55  per  cent  with  a white  count  of  9,200 
and  a red  count  of  3,960,000.  She  has  been  improving. 
tVe  lost  track  of  her  four  months  ago. 

DR.  GRULEE:  The  most  interesting  thing 
about  this  is  that  the  x-ray  didn't  find  the  dog. 
When  it  can't  find  a lead  dog,  how  will  it  find 
tuberculosis.  The  dog.  of  course,  was  in  the 
naso-pharynx. 

The  child  looks  quite  anemic.  I think  prob- 
ably this  is  a problem  of  infectious  anemia  secon- 
dary to  repeated  infections  of  the  upper  respira- 
tory tract.  This  child  needs  a search  for  a focus 
of  infection.  Although  I come  from  the  home  of 
focal  infections,  I am  not  a fanatic  on  the  sub- 
ject. I think  this  type  may  be  benefitted  by 
transfusion.  In  a case  where  the  infections  pro- 
cess has  lasted  quite  a while  and  is  not  of  an 
acute  variety  if  the  child  has  severe  anemia 
transfusion  not  only  helps  the  anemia,  but  has 
a great  deal  of  value  in  overcoming  the  infec- 
tion. 


STUDIES  ON  THE  TESTICLE  WITH  ESPECIAL  REFERENCE  TO 

TRANSPLANTATION* 

CARL  R.  MOORE,  Ph.  D., 

Professor  of  Zoology,  The  University  of  Chicago, 

Chicago,  Illinois. 


From  the  standpoint  of  the  topic  which  I wish 
to  present  this  morning,  we  will  deal  with  a 
nonclinical  approach  to  some  of  the  aspects  of 
the  problem  of  interest  to  the  medical  men.  In- 
sofar as  there  are  a large  number  of  various 
problems  involved,  and  insofar  as  I do  not  believe 
it  is  profitable  to  go  into  great  detail,  I will  ask 
your  pardon  for  presenting  some  of  the  topics 
rather  superficially,  actually  only  introducing 
them. 

\\'e  understand  transplantation  as  being  the 
complete  removal  of  the  sex  glands  and  their 
transfer  to  a new  location  in  the  same  organisms 
or  another  organism,  usually  of  the  same  species, 
but  in  certain  cases  in  other  than  the  species  of 
the  donor. 

Let  me  dwell  briefly  on  the  introduction  of 
this  topic  from  its  historical  aspects.  In  1749, 
Berthold  accomplished  the  first  successful  testis 
transplantation.  It  is  very  significant  that  it  was 
tried  and  accomplished  in  one  of  the  easiest  of 
all  the  species  to  effect  transplantation : the  bird. 
The  early  attempt  was  successful  in  that  a testi- 
cle from  a cock  was  transplanted  into  another  one 

•Prescntod  before  the  Mis.<«ouri  Valley  Medical  Association  meeting, 
Omaha.  October  31,  192$. 


from  which  the  testicles  has  been  removed,  and 
the  capon  characteristics  prevented  from  develop- 
ing. 

This  was  practically  the  status  of  the  problem 
for  a considerable  length  of  time,  and  was  the 
beginning  of  the  demonstration  that  there  is  such 
a thing  as  an  endocrine  property  associated  with 
sex  glands. 

A little  later,  the  work  of  Brown-Sequard 
started  anew  the  study  of  sex  gland  hormones 
by  work  which  has  become  classical  and  known 
to  all;  he  injected  into  himself  extracts  of  testi- 
cular preparations  and  reported  beneficial  results. 
He  considered  that  his  life  and  particularly  his 
bodily  and  mental  vigor  had  been  so  beneficially 
influenced  that  he  was  able  to  carry  on  his  scien- 
tific work  for  many  more  years  than  would  other- 
wise have  been  possible.  In  the  city  from  which 
I come  shortly  after  the  publication  of  Brown- 
Sequard’s  contentions,  practically  any  drug  store 
would  have  supplied  different  brands  of  testicular 
products  for  the  purposes  of  sustaining  youthful 
qualities. 

This  state  of  affairs  gradually  declined  until 
the  work  of  Steinach  about  1910,  who  approached 
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from  an  academic  viewpoint  the  problem  of  trans- 
plantation and  carried  on  experiments  in  his  lab- 
oratory on  various  animals,  particularly  rats. 
Later,  transplantation  was  extended  by  other 
workers  to  include  the  human  individual,  and  at 
the  present  time,  particularly  for  the  last  five  or 
six  years,  we  have  had  several  reports  of  trans- 
plantations of  testes  into  men,  for  the  purpose  of 
warding  off  old  age  or  to  benefit  some  real  or 
imaginary  defect. 

My  own  personal  interests  have  been  purely 
of  an  academic  sort  and  experiments  were  started 
as  a means  of  finding,  if  possible,  the  solution 
of  some  of  the  problems  presented  by  the  endo- 
crine glands.  I want  to  present  to  you  some  of 
the  things  we  have  been  finding  in  the  course 
of  twelve  years’  work,  and  let  you  see  how  the 
problem  has  begun  to  unfold.  (Shows  slides). 

When  testis  tissue  of  mammals  is  successfully 
transplanted  subcutaneously  or  intraperitoneally 
we  have  usually,  instead  of  the  normal  seminifer- 
ous tubules  lined  by  germinal  epithelium,  very 
much  smaller  tubules  containing  a single  basal 
layer  of  sertoli  cells.  In  the  grafts  the  intertubu- 
lar spaces  are  very  often  more  extensive  and 
contain  many  interstitial  cells,  so  many  in  pro- 
portion to  the  degenerate  tubules  that  some  au- 
thors have  described  the  condition  as  a “com- 
pensatory hypertrophy.”  No  germ  cells  are  pres- 
ent in  these  grafts. 

Such  a graft  as  I have  shown  you  is  typical 
of  those  described  by  Steinach,  Sand,  and  others. 
But  in  the  course  of  our  work  we  have  recovered 
rat  testis  grafts  that  showed  a considerable 
amount  of  germinal  epithelium  and  active  cell 
division.  No  graft  recovered  from  the  usual  site 
of  transplantation,  however,  showed  development 
of  the  germinal  epithelium  to  the  stage  of  sper- 
matozoa. Why,  in  spite  of  cellular  activity,  com- 
pletely mature  germ  cells  were  never  found  was 
a problem:  the  answer  to  the  problem  was  given 
by  our  study  of  the  experimental  cryptorchid 
testicle. 

It  has  been  known  for  centuries  that  both  man 
and  domestic  mammals  experience  the  failure  of 
the  descent  of  the  testicle.  It  has  been  known 
that  such  individuals  were  sterile.  It  has  been 
known  for  a shorter  period  of  time  that  those 
undescended  testicles  showed  seminiferous  tubules 
without  active  germinal  epithelium,  in  fact,  al- 
most always  the  germinal  epithelium  is  absent. 
The  cause  of  this  condition  has  been  noted  as  a 
faulty  embryology. 

In  attempting  to  study  cryptorchid  testicles, 
we  attacked  the  problem  experimentally.  We 


find  that  the  inguinal  canals  in  such  animals  as 
the  guinea  pig  are  patent.  One  can  push  the 
testicle  through  the  open  canal  back  into  the  ab- 
domen, and  it  is  a simple  matter  to  fasten  the 
testicle  within  the  body  cavity.  Such  a procedure 
gives  striking  results. 

A guinea  pig  testicle  confined  in  the  abdomen 
for  a period  of  one  week,  when  sectioned,  is  found 
to  contain  seminiferous  tubules  in  a state  of  total 
disorganization ; the  germinal  epithelium  is  found 
to  be  vacuolated  and  many  cells  undergoing  de- 
generation. When  confinement  to  the  abdomen 
has  persisted  for  two  weeks  the  germinal  epithel- 
ium is  more  degenerate  and  has  for  the  most  part 
been  removed ; by  three  weeks,  few  if  any,  cells 
of  the  former  germ  cell  producing  portion  per- 
sist and  the  tubules  contain  only  a single  layer 
of  sertoli  cells. 

In  short,  the  testicle,  when  removed  from  the 
scrotum  into  the  abdomen,  undergoes  rapid  de- 
generation and  never  recovers  its  spermatozoon 
producing  capacities  as  long  as  it  remains  in  the 
abdomen.  This  condition  prevails  despite  the 
fact  that  its  blood  supply,  nerve  connections  and 
vas  deferens  have  been  undisturbed. 

On  the  other  hand,  if  these  testicles  which 
have  undergone  degeneration  from  being  con- 
fined within  the  abdomen  are  replaced  in  the 
scrotum,  recovery  follows  and  after  a period  of 
three  months  in  the  scrotum  following  replace- 
ment, one  is  able  to  find  newly  formed  sperma- 
tozoa. 

The  question  of  congenital  cryptorchidism  as 
it  might  apply  to  the  human,  with  the  possibility 
of  normal  testicular  development  following  scro- 
tal replacement  can  be  attacked  experimentally 
on  guinea  pigs  as  follows: 

Young  male  guinea  pigs  produce  spermatozoa 
approximately  fifty  days  after  birth.  If  the  tes- 
ticles are  removed  from  the  scrotum  into  the  ab- 
domen a few  days  after  birth  they  never  produce 
sperm  but  remain  in  the  undeveloped,  more  or  less 
embryonic,  state.  Such  testicles  replaced  in  the 
scrotum  after  an  abdominal  residence  of  about 
five  months,  will  develop  into  quite  normal  or- 
gans, actively  producing  spermatozoa,  within  a 
period  of  approximately  ninety  days.  Roughly 
considered,  the  period  of  abdominal  (experiment- 
al congenital ) retention  of  five  months  in  a 
guinea  pig  corresponds  to  the  human  cryptorchid 
of  approximately  twenty  to  twenty-five  years. 
There  is  good  indication,  therefore,  that  unde- 
scended testicles  in  a young  man  twenty  years  of 
age  will  develop  normally  provided  they  are 
placed  in  the  normal  scrotal  environment. 
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The  general  condition  I wish  here  to  empha- 
size is  that  the  germ  cell  producing  capacities  of 
a testicle  can  be  realized  only  when  these  organs 
are  located  in  the  scrotum.  Such  being  the  case 
why  cannot  we  e.xjiect  testis  grafts  in  a scrotal 
jiosition  to  develop  into  spermatozoon  producing 
tissues?  This  is  actually  what  happens. 

Using  the  rat  as  the  e.xperimental  animal, 
whole  testes  from  animals  two  to  twenty  days 
after  birth  were  transplanted  into  the  scrotal 
pouch  of  animals  sixty  to  ninety  days  of  age,  from 
which  the  normal  testes  had  been  removed.  Re- 
covery of  these  scrotal  grafts  four  to  six  months 
later  showed  that  not  only  had  the  transplanted 
tissue  become  incorporated  in  the  body  of  the 
host  and  persisted  but  also  that  many  of  the 
seminiferous  tubules  had  completed  spermato- 
genesis as  evidenced  by  the  presence  of  sperma- 
tozoon within  them. 

One  cannot  work  with  testicular  tissue  show- 
ing the  characteristic  differences  in  reactions  it 
does  when  inside  the  scrotum  and  outside  of  it, 
without  making  inquiry  as  to  the  cause  of  the 
difference.  Why  does  testicular  tissue  degener- 
ate in  the  abdomen  or  testicular  grafts  produce 
spermatozoa  only  when  they  are  located  within 
the  scrotum? 

From  a consideration  of  many  possible  causes 
as  an  explanation,  the  working  hypothesis  of 
higher  temperatures  being  injurious  to  the  repro- 
ductive portion  of  the  testicle  has  served  to  ex- 
tend observations  in  several  different  directions 
and  proof  of  the  correctness  of  the  idea  may  be 
supplied  from  the  following  facts : 

The  ram  has  a pendent  scrotum  capable  of 
being  insulated  against  loss  of  heat  by  wrapping. 
By  carefully  incasing  the  scrotum  in  woolen 
wrappings  and  without  any  other  operation  rams 
running  loose  in  the  barn  yard  for  periods  of 
eighty  days  have  been  found  to  possess  testicles 
whose  epithelium  was  degenerate ; no  normal 
seminiferous  tubules  remained.  From  this  and 
other  findings  it  becomes  clear  that  such  animals 
sterilize  themselves  by  their  own  body  heat  be- 
cause the  scrotum,  through  insulation  was  pre- 
vented from  carrying  on  its  function  of  produc- 
ing a lower  environmental  temperature  for  the 
testicle. 

That  a lower  temperature  exists  in  the  scro- 
tum than  in  the  abdomen  was  determined  by  in- 
troducing two  thermometers  into  the  abdomen 
of  rats,  rabbits  and  guinea  pigs.  The  bulb  of  one 
thermometer  remained  buried  in  the  viscera  while 
the  other  was  pushed  through  the  open  inguinal 
canal  into  the  scrotum.  Readings  on  the  two 


thermometers  at  the  same  moment  showed  that 
the  temperature  of  the  scrotum  was  considerably 
lower  than  in  the  abdomen.  Scrotal  temperature 
was  found  to  be  from  2°  C.  to  as  much  as  7°  C. 
lower  than  abdominal  temperature. 

Thus  the  abdominal  temperatures  are  higher ; 
scrotal  insulation  causes  degeneration  of  nonnal 
seminiferous  tubules ; testes  elevated  from  the 
scrotum  into  the  abdomen  become  degenerate ; 
and  scrotal  testis  grafts  are  the  only  ones  which 
produce  spermatazoa.  It  would  then  appear  that 
the  only  element  lacking  in  establishing  proof  of 
the  temperature  effect  and  scrotal  function  is  the 
demonstration  that  higher  temperatures  within 
themselves  can  cause  seminiferous  tubule  atrophy. 
This  we  have  proven  to  be  the  case  by  applying 
higher  than  normal  body  temperature  to  the  scro- 
tum. 

Guinea  pigs,  lightly  anaesthetized,  were  placed 
ventral  side  uppermost  and  water  warmed  to  ap- 
proximately si.x  degrees  centigrade  above  body 
temperature  allowed  to  bathe  the  scrotum  con- 
tinuously for  a period  of  fifteen  minutes.  The 
testicle  of  guinea  pigs  so  exposed  to  a single 
treatment  were  found  ten  days  later  to  be  highly 
degenerate.  The  same  typical  degenerative 
changes  occurring  after  elevation  into  the  ab- 
domen, or  after  scrotal  insulation,  were  found  in 
these  warm  water  treated  males.  More  prolonged 
treatments,  or  the  utilization  of  higher  tempera- 
tures, renders  the  animal  temporarily  or  per- 
manently sterile. 

From  such  experiments  as  are  reported  above 
we  have  concluded  that  the  scrotum  of  mammals 
functions  as  a local  heat  regulatory  mechanism, 
that  effectively  reduces  the  temperature  about  the 
testis.  This  regulatory  function  is  necessary  for 
the  testicle  to  continue  to  produce  germ  cells. 
Preventing  the  action  locally  or  transposing  the 
testicle  to  other  parts  of  the  body  results  in  the 
degeneration  of  the  reproductive  portion  of  the 
organ. 

Returning  to  the  question  of  testis  transplanta- 
tion. in  particular  to  the  percentage  of  successful 
“takes”,  with  graft  recovery,  I have  been  able  to 
recover  one  hundred  and  fourteen  grafts  out  of 
one  hundred  and  ninety-three  made,  or  a gross 
recovery  of  appro.ximately  59%.  These  were 
rat  testis  grafts,  the  material  to  be  transplanted, 
having  been  taken  from  rats  before  the  age  of 
fifty  days  and  placed  immediately  into  young, 
healthy  adults. 

It  should  be  emphasized  that  a palpable  nodule 
at  the  site  of  transplantation  is  not  a safe  criter- 
ion of  graft  persistence.  Many  large  sized  nodules 
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removed  as  a graft  proved  to  be  only  fibrous 
nodules  devoid  of  any  testicular  tissue.  Trans- 
plantation carried  on  between  animals  of  the  same 
species  have  a certain  degree  of  chance  of  per- 
sisting but  probably  little  if  any  chance  when  the 
tissue  transplanted  has  been  taken  from  a donor 
of  a different  species  than  the  host. 

In  discussing  the  function  of  a graft  we  tread 
on  uncertain  grounds  for  the  reason  that  suffi- 
ciently delicate  indicators  for  the  function  of  a 
graft  are  sadly  lacking.  Reports  of  successful 
transplantation  of  testes  in  man  have  been  based 
almost  entirely  upon  subjective  criteria,  such  as 
the  feelings  of  individuals  shortly  after  trans- 
plantation, as  they  relate  to  sex  inclinations,  head- 
aches, general  bodily  vigor,  etc.,  and  in  part  re- 
ports have  been  given  that  such  general  debilities 
as  asthma,  hay  fever,  myopia,  sex  lassitude,  tub- 
erculosis, high  blood  pressure  and  many  others 
have  shown  improvement  after  the  introduction 
into  the  patient  of  testis  material  in  various  ways. 
I am  unable  to  credit  such  remarkable  effects  to 
the  introduction  of  testis  tissue.  Since  the  only 
possible  effect  must  come  from  an  introduction  of 
the  internal  secretion  or  hormone,  we  must  either 
grant  that  the  internal  secretion  is  liberated  from 
the  introduced  tissue  while  it  is  undergoing  auto- 
lysis or  else  the  graft  must  persist  and  produce 
the  hormone  to  be  liberated  gradually  as  it  is 
normally.  Practically  all  reports  of  human  testis 
transplantation  has  mentioned  an  inflammatory 
condition  at  the  site  of  transplantation — (swell- 
ing, hyperaemia,  suppuration  and  sloughing), 
thus  giving  proof  of  tissue  destruction  rather 
than  tissue  incorporation  and  persistence.  We 
require,  therefore,  some  test  td  show  that  under 
conditions  such  as  these,  hormone  has  actually 
been  liberated,  and  up  to  the  present  time  we 
have  no  such  test. 

In  searching  for  short  time  indicators  of  the 
testis  hormone  that  could  be  applied  to  animal 
experimentation,  I have  found  that  the  differen- 
tial survival  of  spermatozoa  in  an  epididymis 
serves  as  a fairly  dependable  criterion  for  the 
presence  of  the  hormone.  Thus,  if  a mature 
guinea  pig  is  operated  so  that  the  testis  is  remov- 
ed from  the  epididymis,  the  latter  organ  contains 
spermatozoa  that  remain  alive  for  a period  of 
but  23  days  provided  there  is  not  a hormone  sup- 
ply. On  the  other  hand,  if  one  testicle  provides 
a hormone  supply  and  the  epididymis  of  the  op- 
posite side  is  used  as  the  test  (the  testicle  having 
been  removed  from  it)  its  contained  spermatozoa 
remain  alive  for  Go  days.  The  difference  between 
spermatozoon  life  of  23  days  when  no  hormone 
is  present  and  that  of  6-5  days  when  there  is  a 


hormone  supply  thus  serves  as  a means  of  de- 
tecting the  pre.sence  of  this  substance.  We  have 
tested  the  reaction  under  many  conditions  and 
have  been  able  to  detect  a hormone  supply  for 
as  brief  a period  as  ten  days ; small  living  testicu- 
lar fragments,  cryptorchid  testes  not  producing 
germ  cells,  and  extracts  of  testes  have  been 
found  to  give  a positive  test  using  the  sperm  life 
as  an  indicator.  Transplanted  testes  of  the  guinea 
pig  that  have  undergone  autolysis  and  suppura- 
tion and  have  failed  to  persist  have  produced 
either  no  hormone  or  else  hormone  in  such  small 
amounts  that  it  cannot  be  detected  by  this  indi- 
cator. Thus  one  of  the  most  delicate  objective 
tests  that  we  possess  today  for  the  internal  secre- 
tion of  the  testicle  has  failed  to  show  that  a non- 
viable  transplant  of  a testis  produces  an  appreci- 
able amount  of  hormone.  The  test  has  shown 
also  that  as  soon  as  the  testicle  is  removed  all 
indications  of  hormone  production  are  absent. 
This  evidently  means  that  the  hormone  is  not  re- 
tained in  the  body  for  an  appreciable  length  of 
time  and  that  probably,  as  has  been  shown  for 
the  follocular  hormone,  it  is  rapidly  “excreted.” 

The  clinical  evidence  that  has  been  presented 
for  the  marvelous  effects  of  transplanting  a bit 
of  testis  tissue  into  man,  and  such  effects  as  have 
been  claimed  to  be  noticeable  for  a period  of  two 
or  three  years,  must,  it  seems  to  me,  be  entirely 
discredited.  Objective  results  of  an  irrefutable 
character  for  the  effects  of  a testis  graft  must  be 
demanded  before  the  method  of  transplantation 
can  be  accepted  as  a therapeutic  measure.  \\’ork 
is  being  extended  on  the  study  of  transplantation 
and  administration  of  extracts  of  testes,  but  fu- 
ture developments  cannot  at  present  be  antici- 
pated. 

Such  is  the  general  trend  of  our  studies  on  the 
testicle. 


RENAL  BACK  PRESSURE 

Henry  A.  R.  Kreutzmann.  San  Francisco 
{Journal  A.  M.  A.,  Jan.  19,  1929  ),  concludes  that 
the  cause  of  upper  urinary  tract  dilatation  in  ob- 
structive lesions  of  the  bladder  neck  and  urethra 
in  adults  is  a stenosis  of  the  intramural  portion 
of  the  ureter.  This  constriction  is  due  to  hyper- 
trophy of  the  bladder  muscle.  When  reflux  is 
present,  the  increased  intravesical  pressure  tends 
to  keep  the  upper  urinary  tract  dilated  to  its 
maximum.  After  removal  of  the  urethral  ob- 
struction, the  bladder  wall  loses  its  hypertrophy, 
the  stenosis  disappears,  drainage  is  improved,  and 
the  ureters  and  kidney  pelves  return  to  normal. 


MANAGEMENT  OF  EMPYEMA  COMPLICATING  INFLUENZA  OR 
EARLY  IN  PNELLMONIA 


CLARENCE  EMERSON,  B.  Sc.,  Ph.  D.,  M.  D„  F.  A.  C.  S., 
Lincoln,  Nebr. 

(Fourth  of  a series  of  articles  on  Thoracic  Surgery) 


In  the  management  of  empyema  it  should  be 
remembered  as  a paramount  principle  that  hasty 
evacuation  of  pus  is  seldom  necessary.  There  is 
always  time  to  carry  out  the  necessary  examin- 
ations and  observation  to  determine  the  extent 
and  location  of  the  pus,  the  amount  of  intra- 
pulmonary  involvement,  the  extent  of  pressure 
and  dislocation  of  the  mediastinum,  the  vital  ca- 
pacity and  degree  of  cardiac  embarrassment.  The 
factors  just  noted  are  of  vital  importance  in  de- 
termining the  course  of  action.  In  a large  mea- 
sure this  data  may  be  learned  through  purely 
physical  examination.  The  percussion  and  aus- 
cultation methods  if  thoroughly  carried  out  should 
disclose  the  site  and  location  of  pus  and  the  as- 
sociated lung  involvement.  The  heart,  together 
with  other  structures  in  the  mediastinum,  may 
be  displaced.  Whenever  possible  the  physical 
findings  should  be  supported  by  a radiograph  of 
the  chest.  Impaired  vital  capacity  may  be  clin- 
ically evident  by  cyanosis,  and  rapid  labored  res- 
piration. 

The  use  of  a spirometer  of  the  Krough  type 
gives  a precise  measure  of  this  capacity  and  is  a 
valuable  means  of  estimating  the  patient’s  toler- 
ance of  open  thoracotomy.  The  size  of  the 
heart,  its  regularity  and  efficiency  together  with 
a blood  pressure  reading  will  show  the  extent  of 
heart  embarassment.  There  is  valuable  clinical 
significance  to  the  observation  of  blue  dyspnoea 
or  white  dyspnoea.  In  the  former  the  efforts  at 
compensatory  increase  of  respiration  is  falling 
short  of  adequate  oxygenation,  or  in  other  words 
the  vital  capacity  is  too  low  for  the  demands  for 
oxygen  and  further  reduction  of  vital  capacity 
cannot  be  tolerated.  In  white  dyspnoea  the 
chance  of  tolerating  some  further  reduction  in 
vital  capacity  is  better. 

The  cardinal  principles  in  the  treatment  of 
empyema  are  to 

1.  Maintain  nutrition. 

2.  Remove  the  pus  avoiding  further  reduction  of 
vital  capacity. 

3.  Sterilize  the  cavity. 

4.  Obliterate  the  cavity. 

To  support  the  patient  the  entire  problem  of 
nutrition  and  elimination  may  tax  the  ingenuity  of 
the  internist.  Graham  says  “the  maintenance  of 
nutrition  is  of  fundamental  importance.”  Failure 
to  prevent  loss  of  weight  contributes  to  the  mor- 
tality. An  emaciated  patient  with  impoverish- 
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ed  nutrition  lacks  resistance.  Bell  of  the  Empy- 
ema Commission  in  the  World  war  determined 
that  a diet  of  as  much  as  1500  to  1700  calories 
was  insufficient  to  avoid  a negative  nitrogen  bal- 
ance and  that  the  nitrogen  loss  may  be  as  high  as 
21  grams  a day.  Rapid  loss  of  weight  naturally 
results.  He  found  further  that  if  the  mixed  diet 
intake  was  3300  to  3500  calories  loss  of  weisrht 
did  not  occur  and  there  may  be  actual  increase. 
The  difficulty  of  feeding  is  encountered  only  dur- 
ing the  febrile  stage,  but  even  then  utilization  of 
liquids  offers  a means  of  administering  a con- 
siderable amount  of  nourishment.  Graham  sug- 
gests that  lactose  because  of  its  little  taste  offers 
a convenient  means  of  administering  carbohy- 
drates. The  patient  should  be  given  as  near  3,000 
calories  per  day  as  possible  and  the  diet  should 
be  a mixed  one.  Fluids  in  abundance,  i.  e.,  from 
3,000  to  4,000  cc  per  day  is  advisable  and  during 
the  febrile  stage  fruit  juices,  meat  extracts,  soups, 
broths  and  lactose  should  be  forced  under  con- 
trol of  calorie  estimation.  The  quantity  of  food 
value  should  not  be  left  to  chance.  The  admini- 
stration of  glucose  intravenously  is  urged  by  some 
and  it  is  claimed  for  it  that  in  addition  to  its 
nutritive  value  it  has  a stimulating  action  on  the 
right  heart.  Circulatory  competence  may  require 
such  stimulants  as  caffeine,  camphor,  digitalis, 
etc.  Cough  is  often  distressing  and  exhausting 
and  should  be  kept  under  sufficient  control  to  se- 
cure adequate  rest. by  the  use  of  codeine  or  mor- 
phine. The  value  of  expectorants  or  antiseptic 
inhalations  and  of  vaccines  and  sera  are  not  well 
established  but  are  justifiable  especially  for  the 
management  of  the  associated  pneumonia.  Thor- 
ough ventilation  of  the  room  and  an  abundance 
of  fresh,  but  not  necessarily  cold,  air  is  essential. 
There  are  many  enthusiasts  for  inhalations  under 
a tent  which  form  of  treatment  is  apt  to  make 
impossible  the  more  important  element  of  fresh 
air. 

2.  Removal  of  pus  avoiding  further  reduction 
of  vital  capacity.  There  is  no  question  but  that 
early  and  complete  removal  of  the  pus  is  desir- 
able. Nevertheless,  the  earlier  teaching  and 
much  of  present  day  literature  over-emphasizes 
the  removal  of  the  pus.  Many  surgeons,  espe- 
cially since  the  experience  of  the  late  influenza 
epidemic  emphatically  disagree  with  such  dic- 
tums  as  the  opening  statement  in  Tice  under  the 
section  on  treatment  which  is  “The  pus  hi  a case 
of  empyema  should  be  removed  just  as  soon  as 
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discovered  no  matter  how  sick  the  patient  is.’’ 
The  time  element  and  the  manner  of  removing 
the  pus  have  been  subjects  for  study  discussion 
and  argument  in  recent  years  and  those  who 
were  fortunate  to  have  an  extensive  experience 
in  influenzal  type  of  empyema  have  arrived  at 
unanimous  and  positive  agreement  that  no  open 
thoracotomy  should  be  done  early.  The  mor- 
tality in  a series  of  cases  drained  by  early  open 
thoracotomy  was  50  per  cent  while  a similar 
series  in  which  operation  was  deferred  until  the 
pneumonia  had  run  its  course  presented  a mor- 
tality of  only  10  per  cent.  Graham  is  probably 
justified  in  believing  that  the  explanation  of  the 
higher  mortality  rate  is  the  reduced  vital  capacity 
of  the  thorax.  Others  have  believed  that  tox- 
emia is  increased  by  open  thoracotomy  early  in 
the  disease  and  that  later  in  its  course  antibodies 
have  developed  and  resistance  against  infection 
has  raised.  The  latter  group  are  guided  in  the 
time  to  operate  by  the  character  of  the  pus. 
Ashley  has  stressed  the  importance  of  refraining 
from  the  production  of  an  open  thoracotomy  so 
long  as  the  pleuritic  exudate  is  thin  and  greenish 
in  hue.  After  the  pus  has  become  thick  and 
creamy  open  thoractomy  is  relatively  safe.  The 
main  problem  in  the  management  of  empyema  is 
the  method  and  time  of  drainage.  In  spite  of  the 
fact  that  periodically  over  the  past  40  years  em- 
inent surgeons  have  stressed  the  great  danger 
in  early  open  thoracotomy  the  most  of  our  sur- 
gical treatises  lay  the  first  emphasis  on  evacua- 
tion and  drainage.  The  fearfully  costly  experi- 
ence of  the  World  war  epidemic  has  sufficed  to 
largely  displace,  but  not  entirely  eradicate  this 
teaching.  The  principle  of  first  importance  is 
avoid  early  open  thoracotomy.  This  principle 
is  well  established  from  the  clinical  evidence  of 
higher  mortality  if  early  operation  is  done  and 
cognizance  should  be  taken  of  it  irrespective  of 
whether  reduced  vital  capacity  due  to  associated 
pneumonia  processes  or  unfavorable  time  from 
the  standpoint  of  toxemia  is  the  explanation  of 
it.  The  removal  of  pus  may  be  accomplished  by 

1.  Repeated  aspirations. 

2.  Closed  thoracotomy. 

3.  Open  intercostal  thoracotomy. 

4.  Open  thoracotomy  by  rib  resection. 

The  choice  of  these  operations  rests  with  the 
stage  of  the  disease,  the  associated  pathology  and 
the  character  of  the  pus.  The  first  aspiration 
will  usually  be  a diagnostic  one,  even  though 
the  presence  of  pus  may  be  quite  certain.  The 
indication  for  repeated  aspiration  is  the  early 
stage  of  the  disease  and  especially  when  active 
pneumonia  is  present.  Long  continued  pus  in 
the  pleural  cavity  undoubtedly  thickens  the  pleura 
by  organization  of  fibrinous  placques  and  a pleu- 


ra thus  thickened  may  rigidly  compress  the  lung. 
Chronic  empyema  and  contracted  lung  will  re- 
sult. This  result  need  not  be  feared  or  expected 
within  a period  of  a few  days  to  two  weeks  aftei 
the  onset  of  pleuritis.  The  only  other  indication 
for  evacuation  at  this  time  is  circulatory  and 
respiratory  embarrassment  from  excessive  pres- 
sure. Therefore,  there  is  no  necessity  for  hurried 
complete  evacuation.  Repeated  aspirations  may 
be  carried  out  as  often  as  is  necessary  to  prevent 
excessive  lung  compression  and  mediastinal  pres- 
sure over  an  interval  of  a few  days  or  until  the 
associated  pneumonia  has  passed  or  until  the 
character  of  the  pleuritic  exudate  has  changed 
from  a thin  seropurulent  greenish  fluid  to  one 
of  frank  creamy  pus.  The  clinical  evidence  of 
low  vital  capacity  such  as  rapid  exaggerated 
breathing  and  cyanosis  should  warn  against  more 
active  interference,  but  the  spirometer  test  furn- 
ishes a more  exact  and  precise  estimate  of  the 
impairment  of  vital  capacity. 

Closed  thoracotomy  is  the  term  applied  to  the 
insertion  of  a rubber  tube  drain  into  the  pleural 
cavity  through  a trocar  by  means  of  a technic 
which  avoids  pneumothorax.  The  tube  is  left 
in  situ  and  is  clamped  shut  always  except  when 
connected  with  a syringe  for  aspiration  or  irriga- 
tion. The  advantage  of  the  closed  method  is 
that  it  obviates  the  distress  of  frequent  thoracen- 
tesis and  at  the  same  time  permits  frequent  as- 
piration and  irrigation  of  the  cavity.  A special 
trocar  and  cannula  which  has  a double  barrel  on 
the  proximal  end  is  a convenient  instrument. 
Through  one  barrel  the  obturator  passes.  This 
is  withdrawn  after  the  instrument  has  entered 
the  pleural  cavity  and  through  the  other  barrel 
the  drainage  tube  is  passed  into  the  pleural  cav- 
ity and  the  instrument  is  then  withdrawn  leaving 
the  tube  in  situ.  No  air  is  permitted  to  enter  the 
thoracic  cavity  at  anytime,  care  being  used  while 
aspirating  to  clamp  off  the  tube  whenever  the 
syringe  is  disconnected  from  it.  At  the  first 
aspiration  no  attempt  is  made  to  remove  all  the 
pus  as  coughing  or  collapse  may  result. 

Aspirations  are  repeated  every  2 to  4 hours 
and  followed  immediately  by  irrigations  prefer- 
ably with  Carrel-Dakin  solution.  A simple 
straight  trocar  of  about  size,  French  IG  to  28, 
may  be  used  instead  of  the  special  trocar.  In 
large  empyemas  the  intrathoracic  pressure  will 
be  high  enough  to  maintain  a flow  of  pus  through 
the  cannula  which  excludes  the  air  during  the 
short  interval  between  removing  the  trocar  and 
inserting  the  tube.  ( See  section  on  technic  ).  Ef- 
fective management  by  closed  drainage  technic 
demands  more  constant  post  operative  attention 
than  open  pneumothorax,  but  when  properly  car- 
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riecl  out  the  mortality  is  low,  the  period  of  con- 
valescense  is  relatively  short  and  recovery  with 
complete  cavity  obliteration  is  obtained  in  a high 
percentage  of  cases.  The  results  of  the  empyema 
commission  showed  decided  advantage  in  favor 
of  closed  drainage.  Occasionally  thick  fibrin- 
ous placques  occlude  the  tube  and  necessitate 
open  thoracotomy. 

Closed  thoracotomy  is  indicated  in  early  stages 
of  all  empyemas.  It  is  the  operation  of  choice 
when  pulmonary  complications  e.xist  with  the 
empyema.  As  a method  of  drainage  to  institute 
early  in  empyema  and  especially  when  pulmonary 
complications  exist  it  is  firmly  established  that 
closed  drainage  is  much  better  than  the  open 
method.  It  is  still  a mooted  question  whether 
open  thoracotomv  gives  better  results  as  to  mor- 
bidity and  mortality  in  the  late  stages  or  when 
empyema  has  developed  or  is  di.scovered  after 
the  pneumonia  has  subsided.  Comparison  of 
series  of  cases  of  the  latter  type  show  little,  if 
any.  advantage  to  either  method  of  treatment. 
In  these  late  cases  the  open  thoracotomy  is  safe 
and  is  particularly  advisable  when  the  more  ex- 
acting post-operative  management  of  the  closed 
method  cannot  be  accurately  carried  out. 

Intercostal  thoracotomy : Occasionally  this 

method  of  drainage  is  selected.  It  has  the  ad- 
vantage over  rib  resection  of  less  shock.  Under 
local  anaesthesia  a simple  incision  through  the 
intercostal  tissues  to  the  pleural  cavity  is  made 
and  through  the  opening  two  small  drainage 
tubes  are  quickly  inserted  before  much  pus  has 
escaped.  Quick  insertion  of  the  tubes  may  pre- 
vent entrance  of  air  to  the  thoracic  cavity.  Pneu- 
mothorax should  be  prevented  by  tight  closure  of 
the  wounds  about  the  tubes  and  firm  dressings. 
The  tubes  should  be  clamped  off  until  the  patient 
is  returned  to  bed  and  then  the  tubes  may  be 
connected  to  long  tubes  which  e.xtend  to  a pail 
or  bottle  at  the  side  of  the  bed.  The  end  of  the 
tubes  should  be  under  water  to  avoid  entrance 
of  air  to  the  cavity.  Intercostal  thoracotomy  is 
seldom  indicated.  If  the  closed  drainage  system 
cannot  l)e  properly  carried  out  and  the  condition 
of  the  patient  does  not  permit  rib  resection  drain- 
age may  be  instituted  in  this  way.  The  immedi- 
ate post-operative  mortality  is  less  with  inter- 
costal thoracotomy  than  with  rib  resection.  Drain- 
age is  less  efficient  and  rib  resection  may  be  done 
a few  days  later.  This  method  is  really  an 
emergency  operation  to  fit  the  temporary  need 
of  evacuation  of  pus  when  the  intra-pleural  pres- 
sure is  embarrassing  the  circulation  and  respira- 
tion and  this  pressure  cannot  be  controlled  by 
rejieated  aspiration  or  closed  drainage. 

Open  thoracotomy  by  rib  resection : This 


method  of  drainage  was  the  usual  one  previous 
to  the  experience  of  the  recent  influenza  epidemic 
when  the  advantage  of  closed  drainage  were  so 
thoroughly  stablished.  It  is  still  the  operation 
of  choice  by  many  surgeons  for  post  pneumonic 
empyema.  Pus  that  is  thick  and  full  of  flocculent 
solidified  e.xudate  cannot  be  readily  removed  by 
aspiration  either  through  a needle  or  a small  in- 
tercostal tube.  Old  empyemas  are  best  treated 
in  this  way  since  prolonged  and  inefficient  drain- 
age may  further  thicken  the  pleura  and  be  con- 
ducive to  permanent  lung  compression  with 
chronic  cavity  and  sinus.  Most  cases  treated  by 
rib  resection  when  this  form  of  drainage  is  prop- 
erly indicated  recover  promptly  from  a single 
opening  especially  if  made  low.  The  site  for 
rib  resection  is  generally  the  eighth  rib  in  the 
axillary  line,  but  in  case  of  encapsulated  empy- 
ema must,  of  course,  be  made  where  the  pus  is 
found.  ^lultiple  openings  are  sometimes  advis- 
able and  some  surgeons  prefer  them  as  a rou- 
tine. The  primary  resection  is  made  about  the 
seventh  rib  which  obviates  danger  of  penetrating 
the  diaphragm.  With  the  index  finger  through 
the  opening  palpation  of  the  most  dependable 
site  which  is  usually  in  the  antero-lateral  aspect 
of  the  chest  permits  selection  of  the  additional 
rib  for  resection.  Through  and  through  drain- 
age is  then  instituted.  third  button  hole  open- 
ing may  be  made  in  the  fourth  or  fifth  interspace 
in  the  mid-clavicular  line  for  a small  irrigation 
tube  through  which  Carrel-Dakin  solution  may 
be  injected  to  flow  down  over  the  infected  pleura. 
Ingenious  valve  devises  have  been  invented  to 
permit  escape  of  pus  and  exclude  air,  but  are 
generally  deficient  from  drainage  standpoint.  If 
open  thoracotomy  is  properly  indicated  such  pro- 
vision is  unnecessary  and  copious  dry  dressings 
without  valve  aids  are  preferable.  The  danger 
of  a foreign  body  such  as  drainage  tube  or  gauze 
lost  in  the  thoracic  cavity  cannot  be  too  forcibly 
stressed.  Such  an  accident  has  frequently  oc- 
curred with  a resultant  chronic  cavity  and  sinus 
until  it  is  removed.  The  recovery  of  such  a for- 
eign body  is  sometimes  extremely  difficult  and 
dangerous.  Care  should  be  taken  to  insure  that 
all  tubes  and  dressings  are  adequately  secured 
from  entering  the  thorax  by  large  clasp  pins  or 
sutures.  The  time  to  operate  by  open  thoraco- 
tomy is  an  important  consideration.  Testing  the 
vital  capacity  by  a Krough  spirometer  and  ob- 
servance of  the  mathematical  rule  formulated  by 
Graham  will  enable  the  operator  to  avoid  open 
thoracotomy  when  the  vital  capacity  is  too  great- 
ly impaired.  From  a clinical  standpoint  a blue 
dyspnoea  is  dangerous  and  a white  dyspnoea 
safe  and  a thin  greenish  pus  is  a contraindication 
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while  a thick  creamy  pus  usually  means  that 
open  thoracotomy  may  be  safely  performed. 

Sterilization  of  the  cavity:  The  earlier  the  in- 
vading organism  can  be  entirely  eradicated  from 
the  empyema  cavity  and  the  pleura,  the  sooner 
will  further  pus  formation  be  stopped  and  the 
less  will  be  the  thickening  of  the  pleura  and  en- 
capsulation of  the  lung.  Until  recently  the  kill- 
ing of  the  invading  organism  was  left  entirely  to 
nature,  with  the  exception  of  the  elimination  pro- 
vided by  drainage.  Efforts  have  been  made  to 
hasten  the  sterilization  of  the  cavity  by  introduc- 
tion of  antiseptic  solutions  into  the  ])leural  cavity 
without  noteworthy  success  until  the  World  war 
furnished  us  with  an  agent  that  seems  ideal  and 
is  apparently  a decided  improvement  over  other 
methods. 

Dakin’s  solution  (0.5)  per  cent  neutral  sodium 
hypochloride  not  only  has  proved  its  efficiency 
as  a sterilizing  agent  in  empyema  cavities,  but 
it  is  also  unanimously  agreed  that  it  is  a solvent 
of  necrotic  tissue  and  fibrinous  exudate.  The 
thick  enveloping  and  compressing  capsule  of 
fibrin  and  necrotic  tissue  that  hinders  expansion 
of  the  lung  and  obliteration  of  the  cavity  is  re- 
moved by  Dakin  irrigation.  Nature’s  effort  com- 
bined with  the  bactericidal  action  of  Dakin  solu- 
tion are  greatly  aided  by  closure  of  the  cavity. 
The  frequency  with  which  empyema  recurs  after 
apparent  recovery  is  evidence  of  the  desirability 
of  using  the  best  germicidal  agent  to  insure 
sterilization.  The  reports  of  experience  in  var- 
ious camps  were  unanimous  in  their  conclusions 
that  Dakin’s  solution  is  effective  in  the  rapid 
accomplishment  of  sterilization. 

The  irrigating  solution  may  be  used  in  con- 
junction with  any  of  the  forms  of  drainage.  With 
simple  syringe  aspiration  after  as  much  pus  is 
withdrawn  as  seems  desirable  repeated  injections 
and  aspirations  of  Dakin’s  solution  may  be  done 
until  the  pus  is  well  diluted  if  not  all  is  removed 
or  until  it  returns  clear  if  the  entire  pus  is  with- 
drawn. 

A syringe  full  of  Dakin’s  solution  may  be  left 
in  the  pleura  until  the  next  aspiration  and  irriga- 
tion. 

The  same  procedure  may  be  followed  and  is 
usually  employed  in  connection  with  the  closed 
drainage  system  by  aspirating  and  irrigating 
through  the  rubber  tube  or  catheter  always  avoid- 
ing entrance  of  air  by  occluding  the  tube  when 
the  syringe  is  disconnected. 

In  open  thoracotomies  irrigation  mav  like- 
wise be  carried  out  through  the  drainage  tube  or 
a high  puncture  wound  (fourth  or  fifth  inter- 


space ) in  the  midclavicular  line  may  be  made  to 
admit  a small  tube  tbrough  which  Dakin  solu- 
tion is  injected  and  permitted  to  flow  down  over 
the  effected  pleura  to  emerge  through  the  larger 
and  lower  drain. 

With  the  first  injection  or  until  it  is  known 
that  no  large  communication  with  a bronchus  ex- 
ists caution  should  be  used  to  insure  that  no 
large  volume  of  Dakin's  solution  is  suddenly 
thrown  into  the  cavity  some  of  which  may  gain 
entrance  to  the  bronchi  and  trachea  and  cause 
severe  coughing  and  choking.  Even  with  a com- 
munication, however,  Dakin’s  solution  may  be 
used  in  .small  quantities  under  little  pressure.  The 
amount  of  fluid  injected  must  vary  with  the  size 
of  the  cavity.  Twenty  or  thirty  cc  repeatedly  in- 
jected and  withdrawn  after  the  pus  has  been  re- 
moved may  be  sufficient.  The  report  of  the  em- 
pyema commission  at  Camp  Lee  stressed  the 
necessity  of  injecting  an  adequate  amount  to 
reach  all  parts  of  the  cavity  and  stated  that  an 
amount  equal  to  one-half  of  the  estimated  size 
of  the  cavity  should  be  used,  but  not  to  exceed 
200  cc.  Frequency  of  irrigation  in  the  beginning 
may  be  as  often  as  every  hour,  but  the  intervals 
are  lengthened  as  disinfection  progresses. 

The  time  to  discontinue  irrigation  and  to  re- 
move the  tubes  requires  careful  judgment.  The 
character  of  the  fluid  changes  from  frank  pus  to 
thin  serous  fluid,  then  a viscid  glairy  translucent 
material  is  obtained  and  finally  the  outflowing 
return  is  clear.  At  this  time  the  cavity  itself  is 
usually  substantially  sterile  and  may  be  checked 
by  bacteriological  examination.  Cavities  that  had 
not  been  treated  by  Dakin  irrigation  were  found 
to  be  followed  by  recurrence  of  empyema  not 
infrequently,  while  such  relapse  was  rare  in  the 
irrigated  cases. 

Obliteration  of  the  cavity:  Sterilization  of  the 
cavity  and  obliteration  of  it  are  complemental  to 
each  other.  The  cavity  cannot  be  permanently 
obliterated  until  sterilization  has  been  effected 
and  likewise  sterilization  is  more  easily  accom- 
plished if  the  cavity  is  simultaneously  undergoing 
obliteration.  The  accomplishment  of  either  fa- 
cilitates the  other.  But  even  if  sterilization  has 
been  substantially  brought  about  a cavity  may 
remain  which  predisposes  to  recurrence  or  pro- 
longation of  infection.  Therefore,  early  and 
persistent  attention  to  the  means  of  facilitating 
the  obliteration  of  the  cavity  are  essential. 

•Since  the  chest  wall  is  rigid  the  obliteration  of 
the  cavity  involves  a compensating  change  in  the 
three  remaining  structures  which  are  more  or 
less  flexible,  namely  the  mediastinum,  the  dia- 
phragm and  the  lung.  The  mediastinum  may 
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have  been  rendered  rigid  by  intlammatory  thick- 
ening and  adhesions  or  it  may  retain  its  mobility 
to  some  extent  and  participate  in  the  closure  of 
the  cavity.  The  diaphragm  will  ascend  on  the 
diseased  side  unless  held  down  by  adhesions  to 
the  parietal  wall.  In  the  majority  of  cases,  how- 
ever, the  mediastinum  and  diaphragm  are  quite 
rigid  from  inflammatory  thickening  and  the  chief 
source  of  cavity  obliteration  is  the  reexpanding 
lung. 

Serious  hindrances  to  complete  obliteration  of 
the  cavity  must  rest  with  the  lung  itself  since 
unless  prevented  by  compression,  contraction, 
loss  of  substance  or  obstruction  to  ingress  of  air 
the  Inng  capacity  is  sufficient  to  fill  the  thoracic 
cavity. 

MacCallum  has  enumerated  the  lesions  involv- 
ing the  lung  which  hinder  its  adequate  e.xpansion 
as  follows : 

1.  Loss  of  lung  substance  by  necrosis. 

2.  Obstruction  of  bronchioles  (mucus). 

3.  Fibrosis  and  contraction. 

4.  Compression  by  fibrinous  or  fibrous  capsule. 

Autopsy  findings  reveal  that  in  some  of  the 

pneumonias  associated  with  empyema  there  is 
widespread  necrosis  and  loss  of  lung  substance. 
There  may  be  also  occlusion  of  the  bronchioles 
with  mucous  resulting  in  e.xtensive  atelectatic 
areas  which  do  not  participate  at  least  then  in 
the  reexpanding  and  hypertrophying  process. 

Subcortical  or  central  areas  of  necrosis  may 
result  in  localized  areas  of  fibrosis  or  there  may 
be  generalized  fibrosis  exerting  a contracting  in- 
fluence on  the  collapsed  lung.  These  factors  just 
enumerated  of  loss  of  substance,  occlusion  of 
bronchioles  and  fibrosis  cannot  be  obviated  and 
can  be  only  partially  overcome  by  increased  in- 
trapulmonary  jmessure  through  the  use  of  blow- 
ing exercises.  Seldom  are  the  intrapulmonary 
lesions  just  mentioned  of  serious  import  in  pre- 
venting cavity  obliteration.  By  far  the  most 
common  cause  of  failure  of  cavity  obliteration  is 
the  influence  of  the  compressing  or  enclosing 
envelope  of  thick  fibrinous  exudate  that  covers 
the  surface  of  the  lung.  This  envelope  which  is 
always  fibrinous  at  first  may  later  become  organ- 
ized and  consist  of  a dense  fibrous  capsule.  The 
most  common  effective  hindrance  to  reexpansion 
of  the  lung  is  this  corset-like  membrane  produced 
by  the  inflammatory  exudate.  The  longer  the 
inflammation  exists  the  more  thick  and  resisting 
will  be  the  confining  capsule. 

Therefore,  early  and  persistant  efforts  to  min- 
imize or  remove  this  e.xudate  favors  obliteration 
of  the  cavity.  Fortunately  the  \\'orld  war  gave 
us  an  agent  which  it  is  unanimously  agreed  has 
a solvent  action  on  the  fibrinous  exudate.  Dakin’s 
solution  has  a two-fold  action  of  sterilizing  the 


cavity  and  dissolving  the  enveloping  membrane. 
As  a rule  the  decorticating  action  of  Dakin  solu- 
tion is  a gradual  process  but  not  uncommonly 
whole  strips  of  membrane  may  come  away  in  the 
irrigating  fluid.  Graham  describes  one  case  in 
which  by  means  of  Dakin’s  solution  a large  mass 
of  thick  fibrinous  membrane  came  away  and 
obliteration  of  the  cavity  quickly  followed  this 
incident.  The  empyema  commission  at  Camp 
Lee  reports  the  following:  "The  increased  ex- 
pansion of  the  lung  following  the  use  of  Dakin’s 
solution  leads  to  the  hope  that  extensive  intra- 
thoracic  operations  such  as  decortication  of  the 
lung  may  in  most  cases  prove  unnecessary.  Such 
procedures  should  be  undertaken  only  after  most 
prolonged  efforts  to  obtain  expansion  of  the  lung 
have  failed.” 

The  use  of  the  time  honored  Wolff’s  bottles 
to  increase  intra-pulmonary  pressure  is  an  ad- 
vantage particularly  in  the  long  standing  cases 
with  fibrous  and  atelectatic  areas.  John  W'.  Sny- 
der of  Rochester  has  combined  with  the  Wolff 
bottle  a suction  apparatus  to  be  applied  over  the 
sinus  leading  to  the  empyema  cavity.  With  in- 
creased intra-pulmonary  pressure  and  suction  to- 
ward the  cavity  ideal  physical  principles  for  ex- 
pansion are  obtained.  It  may  bear  repeating, 
however,  that  the  dissolving  of  the  fibrinous  mem- 
brane and  minimizing  its  formation  by  irrigation 
with  Dakin’s  solution  if  started  early  and  per- 
sisted in  thoroughly  will  usually  obviate  the  ne- 
cessity of  mechanical  apparatus  or  decorticating 
operations. 

RECAPITULATION  ON  MANAGEMENT  OF 
EMPYEMA 

1.  The  removal  of  pus  is  not  the  only  neces- 
sity. 

2.  Maintenance  of  the  nutrition  is  of  para- 
mount importance. 

3.  Circulatory  competency  should  be  secured 
by  administration  of  Digitalis  if  below  the  safe 
level. 

4.  An  accurate  diagnosis  of  site  and  extent  of 
empyema  as  well  as  pressure  of  and  stage  of  as- 
sociated pathology  particularly  pneumonia  should 
be  made  before  operative  treatment  is  begun. 

5.  Early  open  thoracotomy  should  never  be 
done  in  influenzal  type  of  empyema  or  if  empy- 
ema is  an  early  complication  of  pneumonia. 

().  Drainage  by  a closed  method  combined  with 
irrigation  with  Dakin’s  solution  is  now  advocated 
by  most  authors.  This  is  an  urgent  requirement 
if  empyema  is  of  influenzal  origin. 

7.  Simple  open  thoracotomy  without  special 
irrigation  or  suction  apparatus  is  safe  and  ef- 
fective only  in  the  cases  when  empyema  is  dis- 
covered as  a late  sequel  of  pneumonia. 
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Clinical  diagnosis  based  on  morphological  and 
chemical  changes  in  the  blood  has  in  recent  years 
assumed  such  proportion  and  importance,  that 
the  average  practitioner  can  no  longer  dispense 
with  a knowledge  of  the  leading  data  and  prin- 
ciples which  modern  hematologists  have  agreed 
upon  as  definitely  settled.  With  the  literature 
on  blood  and  blood  forming  organs  enormous  in 
extent,  diversified  in  character,  frequently  irk- 
somely controversial,  physicians  have  only  too 
frequently  relied  on  the  old  stereotyped  evaluation 
of  the  blood  picture  as  given  in  the  early  nineties. 
Current  hematological  studies  were  regarded  as 
of  purely  academic  interest.  Their  value  could 
never  extend  beyond  the  class  room. 

How  erroneous  this  attitude  was,  has  recently 
been  demonstrated  by  the  startling  success  of 
liver  treatment  in  pernicious  anemia  as  inaugur- 
ated by  Minot  and  Murphy  (1926).  Their  dis- 
covery forcibly  and  unexpectedly  brought  home 
the  practical  value  and  primary  importance  of  a 
knowledge  of  the  morphological  changes  occur- 
ring in  the  blood  stream  and  blood  forming  or- 
gans. Splenectomy  in  thrombocytopenia,  bene- 
ficial radium  and  x-ray  treatment  in  cases  of 
chronic  leukemia,  are  further  reasons  for  a re- 
newed interest  in  hematological  studies.  More 
and  more  the  conviction  is  growing  that  the  cir- 
culating blood  does  reflect  the  condition  of  the 
human  body  organically  and  functionally.  Whilst 
disturbances  of  the  latter  type  are  usually  slight 
and  of  transitory  character,  those  of  the  former 
are  deep  seated  and  only  too  frequently  the  cause 
of  an  untimely  death.  With  the  system  exposed 
to  a variety  of  possible  disturbances  of  erythro- 
poietic, myelo-or  lymphoblastic,  histiocytic,  mega- 
karyocytic  (blood  platelet)  nature,  the  term 
“blood  disease”  is  symptomatically  again  justi- 
fiable and  the  old  Latin  proverb  “Sanguis  vita 
vitae”  wins  de  novo  a well  merited  recognition. 

Ear  be  it  from  the  scope  of  this  present  series 
of  papers  to  give  a detailed  presentation  of  the 
accumulated  data  on  modern  hematology.  A 
work  of  text  book  dimentions  would  be  necessary 
for  such  an  undertaking.  In  its  stead,  an  attempt 
will  be  made  to  give  in  mere  outline  all  such 
morphological  studies  as  of  immediate  value  for 
a convincing  clinical  diagnosis. 

•This  tendency  has  recently  been  objected  to  by  Ferrata  (192S),  accord- 
ing to  whom  the  term  is  misleading,  since  in  the  formation  of  the  struc- 
tures it  is  not  a question  of  a pre-existing  protoplasmic  reticulum,  but 
a reaction  phenomenon  produced  by  the  vital  dye  on  the  plas^ma  content 
of  the  erythrocyte  (Zoja,  1910). 


As  a preliminary  and  of  fundamental  impor- 
tance is  an  acquaintance  with  the  available  stain- 
ing methods,  both  as  regards  sections  and  blood 
films.  Eor  a routine  determination  of  blood  count 
the  ordinary  Wright’s  stain  is  both  practical  and 
time  saving.  If,  however,  finer  morphological 
details  in  cell  structure  are  wanted,  the  panchro- 
matic method  of  Pappenheim  is  indispensable. 
This  staining  is  best  accomplished  by  way  of  the 
May-Griinwald-Giemsa  combination,  the  German 
Griibler  product  giving  the  most  reliable  results. 
If  Griinwald  is  unobtainable,  the  Jenner  stain 
may  be  substituted.  The  following  procedure 
should  be  adhered  to  : 

1.  Dry  smears  and  completely  cover  with  10-15 
drops  of  May-Grunwald  (or  Jenner)  for  3 min. 

2.  Add  equal  quantity  of  distilled  H2O,  1 min. 

3.  Pour  off  and  recover  with  diluted  Giemsa  (20  cc. 
H2O  plus  30  drops  of  stock  Giemsa)  12-15  min. 

4.  Pour  off  and  wash  for  30  seconds  in  dist.  H2O. 

5.  Dry  with  filter  paper. 

For  an  absolutely  accurate  differential  count  a drop 
of  blood  should  always  be  placed  between  two  cover 
glasses. 

Vital  staining  of  reticulocytes — A requisite  in  per- 
nicious anemia.  With  a glass  rod  a few  drops  of  a 
sat.  alcohol  (100%)  solution  of  brilliant  cresyl  blue  is 
spread  over  a warmed  cover  slip  and  then  left  to  dry. 
Many  of  these  made  be  made,  for  the  stain  does  not 
deteriorate.  When  wanted,  the  stained  surface  of  the 
cover  slip  is  placed  on  the  drop  of  blood  previously 
placed  on  a clean  slide.  After  30  minutes  when  vital 
staining  is  complete,  the  reticulocytes  give  a bluish 
tint  in  contrast  to  the  pink  staining  normal  red  cells. 
In  counting  a ratio  of  reticulocytes  per  100  reds  will 
give  the  percentage,  whilst  the  total  of  reticulocytes 
can  readily  be  deduced  if  compared  with  the  total  of 
red  corpuscles. 

COUNTING  OF  BLOOD  PLATELETS 
Since  these  tiny  structures  run  together  in  or- 
dinary dry  smears,  a 14%  solution  of  magnesium 
sulphate  is  used  to  prevent  them  from  doing  so. 
A drop  of  the  solution  is  placed  on  the  skin  pre- 
viously rendered  hyperaemic.  With  the  prick  of 
a needle  blood  is  then  left  to  ooze  out  into  the 
drop.  When  completely  mixed,  the  ordinary  tech- 
nique of  making  blood  films  is  resumed.  With  a 
minimal  count  of  2,000  red  corpuscles,  the  ratio  of 
platelets  per  red  cell  is  ascertained.  Hemocyto- 
metric  calculation  will  give  the  number  of  reds 
per  cm ; from  both  results  the  number  of  platelets 
per  cm.  may  then  be  deduced.  Normally  they 
should  average  300,000  per  cm. 

SECTION  STAINING 

Sectioned  material  of  hematopoietic  tissue  may 
best  be  studied  when  stained  in  Maximow’s  hema- 
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toxylin,  azur-eosin  combination. 

1.  stain  sections  over  night  in  an  extremely  diluted 
sol.  (wine  color)  of  Delafield’s  hematoxylin. 

2.  Wash  once  in  dist.  H:0  then  leave  sections  in  the 
latter  from  8-12  hours. 

3.  Place  in  azur-eosin  mixture  over  night. 

4.  Differentiate  in  95%  alcohol  until  no  stain  clouds 
leave  tissue.  Transfer  to  second  95%  alcohol  for  a 
few  seconds. 

5.  Dehydrate  in  absol.  ale.  I and  II.  Clear  in  xylol 
I and  II.  Mount  in  damar. 

Stock  solutions:  azur  II,  1-1000%  eosin  (W.  G. 

Grubler)  1:1000%, 

Proportions:  azur  9 cc.,  eosin,  16  cc.,  H2O  100  cc. 

Whenever  possible,  fix  in  Zenkers,  as  formalin  fixed 
material  gives  poorer  results. 

BASOPHILIC  GRANULATED  SUBSTANCE  OF 
ERYTHROCYTES 

In  physiological  and  pathological  regenera- 
tions of  the  erythropoietic  mechanism,  three  mor- 
phologically distinct  phenomena  are  to  be  noted, 
viz. : Substantia-granulosa-filimentosa  ( reticulo- 
cytes), polychromatophilia,  and  basophilic  stip- 
pling or  punctate  basophilia.  Our  present  knowl- 
edge of  these  three  formations  may  briefly  be 
outlined  as  follows. 

Substantia-granulosa-filinientosa : This  old 

term  signifying  peculiarly  contoured,  vital  stain- 
ing erythrocyte  inclusions,  is  gradually  being  re- 
placed by  the  term  reticulocyte  or  reticulated  cell.* 

The  substance  constituting  the  reticulation  oc- 
curs in  the  form  of  granules,  fine  rods  and  fila- 
ments. Usually  disposed  in  rosette  or  acorn  fash- 
ion, the  substance  frequently  forms  a network  of 
fine  strands.  Undetectable  with  ordinary 

Wright’s  or  the  various  modifications  of  Roman- 
owsky,  the  reticulated  substance  comes  to  view 
solely  by  use  of  vital  stains  as  cre.syl  blue,  toluidin 
blue,  methylene  blue,  Janus  green.  Xormally 
present  in  circulating  erythrocytes  in  a ratio  of 
0.1  to  2%,  the  substance  is  of  frequent  occur- 
rence in  erythrocytes  and  erythroblasts  of  nor- 
mal bone  marrow  (Ferrata),  attains  a ratio  of 
30-1-0%  in  new  born  and  foetal  blood  (Ferrata), 
and  presents  varying  quantitative  proportions  in 
e.xperimentally  produced  and  natural  anemias 
(Xaegeli).  Regarding  the  latter,  in  hemolytic 
icterus  Xaegeli  observed  a 30%  ratio;  in  per- 
nicious anemia,  after  liver  treatment.  Heck 
( 1929)  obtained  counts  of  20-30%  during  per- 
iofls  of  optimal  bone  marrow  reaction,  whilst 
Held  and  Goldbloom  (1928)  gave  a 40%  ratio 
as  an  average  for  all  anemias,  especially  those  due 
to  hemorrhage,  malaria  and  carcinoma  of  bone 
marrow. 

•\s  a result  of  these  observations,  jjractically 
ail  modern  hematologists  are  agreed  that  reticulo- 
cytes represent  autogenetic  young  red  cells  in 
the  sense  that  the  reticulated  substance  represents 
a remaining  undifferentiated  cytoplasmic  baso- 
philic material  agglutinated  or  brought  together 


by  the  vital  stain.  (Pappenheim,  De  Falco,  Fer- 
rata. Heck,  (1929).  Although  a specific  pre- 
existing reticulum  has  to-date  not  been  satisfac- 
torily established,  the  structures  are  obviously  a 
most  reliable  indication  of  physiological  regener- 
ation. i.  e.,  the  first  sign  of  increased  erythrop- 
poiesis.  Any  clinical  examination  of  the  blood 
purporting  to  be  complete,  must,  therefore,  in- 
due at  least  a few  vitally  stained  films,  some  of 
which  may  then  for  purposes  of  orientation  be 
counterstained  with  ordinary  Giemsa. 

The  recently  ascertained  marked  increase  of 
reticulocytes  during  the  first  days  after  com- 
mencement of  liver  treatment  in  pernicious  an- 
emia, their  continued  occurence  during  the  con- 
valescent periods,  definitely  disestablishes  Rosin's 
and  BiebergeiPs  (1904)  original  contention  of 
the  degenerative  character  of  the  vital  granules, 
and  corroborates  Foa’s  (1900)  experimentally  ob- 
tained conclusion  that  they  are  young  red  cells. 

Cesaris-Demel’s  (1906)  observation  that  with 
cresyl  blue  the  vital  stainable  substance  appears 
in  two  morphologically  distinct  patterns,  viz.,  a 
substantia  A,  ( orthochromatic  blue  threads),  and 
a substantia  B,  (metachromatic  red-violet  gran- 
ules ) received  but  little  additional  attention. 

Ferrata,  admitting  the  distinction,  noted  that 
the  metachromatic  substance  occurs  as  one  or  two 
granules,  frequently  distributed  in  diplococcus 
fashion  at  the  periphery  of  the  cell.  Their  pres- 
ence in  normal  adult  bone  marrow,  in  embryonic 
erythroblasts,  normoblasts  and  megaloblasts 
(1912  ),  together  with  the  fact  that  they  are  of 
frequent  occurrence  in  nucleated  red  cells  of  low- 
er vertebrates,  determined.  Ferrata  from  the  start 
to  regard  both  substances  as  significant  of  the 
youthfulness  of  red  cells.  This  observation  was 
variously  substantiated  by  Pappenheim,  Maxi- 
mow. Sabrazes.  liertz.  Schilling-Torgau.  Xaegeli 
and  others. 

Xaegeli  states  that  the  reticulated  substance 
when  minimal  has  a fine  granular  marginal  dis- 
tribution : during  marked  regeneration  the  gran- 
ules are  coarser  and  more  abundantly  present. 
According  to  Heck  (1929)  presence  of  reticulo- 
cytes enables  a differentiation  of  blood  diseases, 
the  structures  being  increased  in  purpura  hem- 
orrhagica, absent  or  extremely  sparse  in  aplastic 
anemia.  Invariably  hemolytic  jaundice  shows  a 
marked  increase. 

POLYXHROMATOPHILIA 

Xormally  acidophilic  in  staining  reaction,  ery- 
throcyte cytoplasm  may  under  certain  conditions 
assume  a varying  quantity  of  basic  stain,  thereby 
presenting  a mixed  tone  structure.  Frequently 
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distinctly  basophilic  in  certain  regions,  acido- 
philic in  others,  the  reaction  is  generally  of  a 
uniform  deep  blue  or  light  blue  shade.  The 
phenomenon  is  best  observable  in  methylene-blue- 
eosin  combinations,  especially,  that  of  May-Griin- 
wald  or  Giemsa. 

.As  modernly  interpreted,  polychromatophilia 
is  a sign  of  cell  immaturity,  the  basic  staining 
substance  being  a remnant  of  primordial  cyto- 
plasmic basophilia  existent  in  the  progenitors  of 
the  red  series  (Ferrata).  Normal  adult  bone 
marrow,  accordingly,  carries  a large  percentage 
of  both  nucleated  and  non-nucleated  polychro- 
matic structures.  The  latter  are  exceedingly 
numerous  in  embryonic  blood  and  hematopoietic 
tissue,  the  liver  at  certain  stages  exhibiting  only 
nucleated  polychromatophilic  reds  (Naegeli,  Fer- 
rata ) . 

Extremely  sparse  in  nonnal  adult  blood,  poly- 
chromatophilic red  cells  appear  in  strikingly 
varying,  at  times  very  high  quantitative  propor- 
tions during  organic  disturbances  with  physiol- 
ogical regeneration,  notably  pernicious  anemia 
and  aplastic  anemias,  whilst  other  diseases  may 
show  them  in  lesser  proportions.  Their  appear- 
ance during  disease  is  due  to  an  abnormally  ac- 
tivated erythropoiesis,  with  resultant  delivery  into 
the  blood  stream  of  immature  or  “unripe”  red 
cells. 

Numerous  observations  of  the  past  seem  to 
favor  the  contention  that  polychromatophilia  is 
intimately  related  with  the  reticulated  substance, 
in  short,  that  both  are  different  manifestations 
of  the  same  phenomenon.  With  Schilling-Tor- 
gau,  Luzzato,  De  Falco  and  others  maintaining 
intergrade  stages  between  the  two,  Heck  ( 1929 ) 
recently  finds  that,  numerically,  polychromato- 
philic cells  are  as  abundant  as  reticulocytes. 
Whilst  ordinary  Wright’s  reveals  pronounced 
polychromatophilia,  small  proportions  of  the  lat- 
ter are  detectable  only  by  use  of  vital  stains. 
With  ultra-violet,  according  to  Schmidt  (1902), 
polychromatophilia  comes  to  view  in  the  form  of 
numerous  fine  granules. 

Alost  authors  look  upon  polychromatophilic 
cells  as  poor  in  H-b  content.  Naegeli  and  Hirsch- 
feld.  however,  state  that  this  need  not  necessar- 
ily be  the  case.  Blood  of  embryo  and  that  of 
various  anemias,  especially  hemolytic,  although 
densely  populated  with  polychromatophilic  red 
cells,  show  not  only  relative  high  H-b,  but  also  a 
hightened  color  index.  Pathologically,  especially 
in  severe  anemias,  there  occurs  in  addition  to  or- 
dinary blue  tinted  polychrompatophilia,  a varying 
proportion  of  deep  red  staining  individuals.  These 
Naegeli  groups  under  the  term  of  azurophilic 


polychromatophilia,  the  azur  tint  being  due  not 
to  a crumbling  process  of  erythroblast  nuclei 
(Ferrata),  but  to  a physico-chemical  alteration  of 
the  ordinary  type  of  polychromatophilia. 

Of  historical  interest  are  the  degeneration 
theories  of  Gabritschewski  ( 1891  ) ( Polychroma- 
tophilic degeneration),  the  anemic  degeneration 
of  Ehrlich  ( by  way  of  necrobiotic  coagulation  of 
protoplasm ) . Of  similar  value  is  Weidenreich’s 
contention  that  polychromatophilia  represents 
simply  a more  pronounced  staining  of  the  baso- 
philic cell  membrane,  due  to  diminished  H-b  con- 
tent, and  Blumenthal  and  Morawitz  ( 1907 ) con- 
tention of  a nuclear  origin  of  polychromatophilia. 

BASOPHILIC  STIPPLING,  PUNCT.A.TE 
BASOPHILIA 

The  occurrence  of  this  type  of  basophilic 
granules  in  the  human  erythrocyte  Ehrlich  in 
1880  first  noted  in  anemia.  With  the  estab- 
lishment of  its  characteristic  frequency  in  perni- 
cious anemia  by  Askanazy  (1893  ),  various  work- 
ers as  Engel,  Sabrazes,  Naegeli,  Ferrata,  Gra- 
witz  and  others  have  reported  it  as  a frequent 
phenomenon  in  chlorosis,  pernicious  anemia,  sec- 
ondary anemias,  plumbism,  experimental  post- 
hemorrhagic anemias,  in  embryonic  blood  and 
blood-forming  organs  and  in  the  new  born. 

For  this  reason,  practically  all  modern  hema- 
tologists are  agreed  that  basophilic  stippling  is  a 
distinct  sign  of  pathological  regeneration  in  the 
sense,  that  there  is  a return  to  the  embr_\-onic 
mechanism  of  cell  maturation,  the  stippling 
representing  a residual  quota  of  primitive  basic 
cytoplasm  subsequently  thrown  down  in  the  form 
of  granules. 

In  Giemsa  preparations  the  granules  stain 
blue,  irrespective  whether  the  cytoplasm  be  ortho- 
chromatic  or  polychromatic,  the  cell  body  nu- 
cleated or  non-nucleated.  Prevailingly  round  and 
of  uniform  size,  the  granules  are  occasionally  an- 
gular and  varied  in  dimention.  Their  distribu- 
tion may  be  peripheral,  solelv  peri-nuclear,  mo- 
saic-like  uniform  or  markedly  irregular.  That  the 
structures  are  not  artefacts,  but  represent  pre- 
existent cell  inclusions,  is  clear  from  the  fact  that 
they  are  visible  in  the  unstained  condition  (Fer- 
rata, Boselli.  1910),  may  be  seen  with  dark  field 
illumination  ( Diefrich  (1921)  and  Schilling),  as 
well  as  with  ultra-violet  (Alichaelis  ).  With  the 
vital  dyes  methylene  blue  and  thionin  Ferrata  and 
Boselli  (1910)  have  shown  that  in  the  same  cell 
the  basophil  stippling  stains  blue,  whilst  the  sub- 
stantia granulosa-filimentosa  stains  red. 

Normally  absent  in  the  erythrocytes  of  circu- 
lating blood  and  bone  marrow,  the  punctuation 
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may  at  times  be  a temporary  physiological  phen- 
omenon, as  instanced  by  Naegeli’s  self  experienc- 
ed finding  of  the  structures  after  a blood  sausage 
diet.  Opposed  to  this  sparsity  in  the  normal  adult, 
the  erythrocytes  of  the  new  born  may  occasional- 
ly exhibit  the  granulation  (Konig),  whilst  those 
of  the  embryo  carry  high  ratios,  in  certain 
stages  reaching  70%  (Naegeli).  The  embryonic 
occurrence  of  the  stippling,  first  noted  by  Engel, 
has  subsequently  been  corroborated  by  Bloch, 
Askanazy,  Naegeli,  Ferrata,  Negreiros-Rinaldi, 
the  last  three  listed,  maintaining  a conspicuous 
absence  of  the  granules  in  megaloblasts  or  primi- 
tive erythroblasts.  an  equally  conspicuous  pres- 
ence of  the  granules  in  the  erythroblasts  and  ery- 
throcytes of  the  definite  series,  especially  those 
of  the  liver.  Towards  the  end  of  intra-uterine 
life,  the  punctation  is  usually  absent,  while  poly- 
chromatophilia  persists  (Naegeli,  1008). 

Plumbism : Basophilic  punctation  as  a charac- 
teristic phenomenon  in  chronic  plumbism,  was 
first  noted  and  described  by  Behrend  (1890)  and 
Grawitz.  In  an  attempt  to  determine  the  origin 
of  the  granules,  it  was  subsequently  experimental- 
ly produced  by  lead  poisoning  and  pyronin  injec- 
tions in  normoblasts  and  normocytes  of  bone  mar- 
row, as  well  as  in  the  circulating  red  cells  of  var- 
ious higher  mammals  (Naegeli,  Sabrazes,  Blu- 
menthal  and  Morawitz,  Ferrata,  Reggiani).  Fin- 
ally, after  many  unsuccessful  attempts  with  lead 
injections  to  produce  the  phenomenon  in  the  per- 
manently nucleated  red  cells  of  the  lower  verte- 
brates (Meyer,  Morawitz,  Ferrata),  Sabrazes 
produced  it  in  doves,  De  Falco  (1915)  obtained 
the  reaction  in  the  woodpecker,  chicken  and  in 
forms  as  low  as  the  turtle.  Negreiros-Rinaldi 
(lOKi)  duplicated  the  phenomenon  in  frogs. 

Particularly  with  lead  injections,  it  was  noted 
that  small  doses  produced  the  appearance  of  the 
granules,  whilst  large  doses  stopped  their  output 
(Sabrazes.  Naegeli),  simulating  in  this  respect 
certain  clinical  observations  of  temporary  massive 
production  in  pernicious  anemia. 

Characteristic  for  chronic  plumbism,  acute 
cases  and  fatal  stages  of  the  disease  show  no 
punctation  or  very  little  of  it  (Sabrazes,  Naegeli ). 
Though  of  pronounced  occurrence  in  pernicious 
anemia  and  other  severe  anemias,  basophilic  stip- 
pling may  at  certain  stages  be  extremely  sparse, 
at  times  entirely  lacking.  Massive  proportions 
are  usually  contemporary  with  amelioration  of 
jiatient  (Naegeli),  liver  diet  (Heck,  1920).  Iron 
therapy  showed,  two  to  three  days  after,  a mark- 
ed increase  of  the  granules  plus  polychromato- 
philia  (Naegeli). 

Origin  and  nature  of  granules : A nuclear  ori- 


gin from  chromatin  (Engel,  Blumenthal  and 
Morawitz,  Lazarus),  was  soon  disparaged  by  the 
distinct  difference  of  tinctorial  reaction  obtainable 
especially  with  Giemsa,  the  granules  staining 
blue,  the  nucleus  and  nuclear  remains  (Jolly 
body)  staining  red  or  violet  (Ferrata,  Pappen- 
heim,  Grawitz,  Weidenreich ) . A similar  marked 
tinctorial  difference  may  be  obtained  with  the 
specific  nuclear  stain  mythelgreen-pyronin  ( Pap- 
penheim). 

A paraplastic  origin  of  the  granules,  i.  e.,  from 
the  blue  staining  parachromatin  of  nucleus  ( Pap- 
penheim,  Ferrata,  Konig,  Alexieff ) was  regarded 
as  untenable  by  Negreiros-Rinaldi  (1916)  and 
subsequently  denied  by  Ferrata  himself  (1918). 
The  occurrence  of  the  stippling  in  absolutely  in- 
tact red  corpuscles  of  lower  vertebrates  during 
e.xperimentally  produced  lead  and  pyronin  poison- 
ing seems  definitely  to  have  disestablished  a nu- 
clear origin  of  the  granules. 

Degeneration ; A derivation  from  degenerating 
cytoplasm  was  contended  for  by  Grawitz  (1889) 
and  Weidenreich.  The  former  regarded  the 
granules  as  degeneration  products  of  a specific 
blood  poison  working  on  the  circulating  cells  as 
experimentally  demonstrable  with  lead  injections. 
The  latter  interpreted  the  granules  as  special  al- 
terations of  ox}'philic  protoplasm,  notably  that  of 
a supposedly  existent  peripheral  membrane. 

Regeneration:  Ever  since  1906  the  regenera- 
tion theory  has  strikingly  prevailed,  the  result  be- 
ing that  with  the  exception  of  Naegeli,  opinion 
has  definitely  settled  for  a cytoplasmic  origin  of 
the  granules.  That  the  cells  bearing  these  basic 
granules  represent  immature,  i.  e.,  young  red  cor- 
puscles, bas  convincingly  been  established  by  the 
observations  already  recorded.  Briefly  summar- 
ized they  are:  (a)  the  widespread  and  marked 
occurrence  of  the  stippling  in  embryonic  blood 
and  blood-forming  organs  (70%),  (b)  appear- 
ance of  the  structures  in  severe  anemias,  after 
hemorrhage,  in  experimental  anemias  and  espe- 
cially in  lead  poisoning. 

The  cytoplasmic  origin  of  the  granules  is  fav- 
ored by : ( a ) the  non-plausable  nuclear  origin  of 
the  granules  evidenced  by  their  occurrence  in  the 
permanently  nucleated  red  cells  of  lower  verte- 
brates and  erythroblasts  of  anemias,  (b)  by  the 
diversity  of  staining  reaction  of  granules  versus 
nucleus  or  nuclear  remains  (Jolly  body),  (c)  by 
the  substantial  genetic  relationship  existing  be- 
tween polychromatophilia  and  basophilic  puncta- 
tion. 

With  Pappenheim  (1909-19)  maintaining  an 
identity  of  the  granules  with  polychromatophilia 
in  the  sense  that  they  are  but  coagulation  pro- 
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ducts  of  the  latter,  Cesaris-Demel  ( 1907  ) deriv- 
ing the  stippling  from  his  substantia  A and  B,  De 
Falco  (1915  ) recording  intermediate  stages  be- 
tween lymphoid  protoplasm,  polychromatophilia 
and  basophilic  stippling  in  the  nucleated  reds  of 
lower  vertebrates,  Schilling  ( 1921 ) identifying 
the  basic  network  with  the  basic  granulation,  the 
conclusion  given  by  Pappenheim,  De  Falco  and 
Ferrata  (1918)  seems  most  plausible. 

Briefly  stated,  their  opinion  . . now  nearly  un- 
animously accepted  ...  is  as  follows : The  three 
morphologically  distinct  structures,  substantia 
granulosa  filimentosa  (reticulated  substance), 
polychromatophilia  and  basophilic  stippling  are 
three  different  manifestations  of  the  same  phen- 
omenon, i.  e.,  instances  of  retained  undifferenti- 
ated cytoplasmic  basophilic  inaterial  of  immature 
ontogenetic  forstages  of  the  red  cell  series  (ery- 
throblasts).  The  vitally  staining  granules  (reti- 
culocytes) and  basophilic  stippling  represent  ag- 
glomerations of  the  basophilic  substance  in  the 
form  of  a network  or  granules,  polychromato- 
philia on  the  other  hand,  the  same  substance  dif- 
fusely distributed.  Presence  of  stippling  is. 
therefore,  to  be  interpreted  as  a distinct  pathologi- 
cal regeneration,  the  causative  factor  of  which  is 
a return  to  an  embryonic  mechanism  of  red  cell 
production.  Presence  of  reticulocytes  and  poly- 
chromatophilia indicates  a simple  physiological 
regeneration,  since  the  two  structures  are  to  be 
encountered  in  normal  ervthrocyte  maturation. 


Naegeli,  while  admitting  the  pathological  re- 
generation significance  of  the  stippling,  is  prac- 
tically alone  in  disparaging  a cytoplasmic  genesis 
of  the  granules  and  favoring  a nuclear  origin  by 
way  of  karyorrhexis  (nuclein).  His  main  reason 
for  (|uestioning  a cytoplasmic  origin  of  the 
granules  is  his  observation  that  in  late  embryos, 
polychromatophilia  is  most  abundant,  but  stip- 
pling entirely  lacking  ...  a contention  denied  by 
Pappenheim  (1919),  who  claimed  that  there  is 
no  polychromatophilia  without  an  accompanying 
basophilic  punctation. 

Bloch’s  (1901  ) observations  of  the  stippling  in 
mitotically  dividing  erythroblasts  in  severe  an- 
emias, Jolly’s  (1907)  finding  of  the  granules  in 
intact  nucleated  red  cells  are  according  to  Jolly 
(1923)  convincing  arguments  for  their  cyto- 
plasmic origin.  The  genetic  relationship  of  punc- 
tation with  polychromatophilia  is  accepted  by 
Jolly  and  has  since  been  adopted  by  Ferrata 
(1918)  and  even  Sabrazes  (1920). 

Concluding  this  topic,  it  may  be  noted  that 
basophilic  stippling  may  occur  in  association  with 
a Jolly  body,  Cabot  ring  body,  Ehrlich-Heinz 
body,  the  nature  of  which  will  be  described  in  a 
subsequent  paper. 

A complete  bibliography  on  the  red  corpuscles 
will  be  given  later. 
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We  have  no  knowledge  as  to  just  when  man 
first  began  devising  ways  and  means  for  the 
treatment  of  the  ailments  and  injuries  of  his 
fellow  man ; that  is,  we  do  not  know  just  when 
the  practice  of  medicine  began,  for  primitive 
man’s  activities  and  achievements,  if  he  had  any, 
have  been  blotted  out  bv  the  passing  of  the  ages. 
The  only  records  pertaining  to  that  distant  epoch 
are  those  disclosed  in  the  fossils.  History  can 
only  begin  with  the  written  record.  All  prior 
knowledge,  if  it  can  be  designated  as  such,  has 
come  to  us  through  the  efforts  of  the  archeologist 
with  his  pick  and  shovel  and  an  interpretation  of 
his  findings. 

The  earliest  code  of  laws  we  have  knowledge 
of  at  the  present  time  is  that  of  Hammurabi,  first 
king  of  Babylon,  which  dates  back  some  two 
thousand  five  hundred  years  B.  C.  Hammurabi 


had  his  laws  engraved  on  tablets  of  stone,  claim- 
ing them  of  divine  origin  and  given  him  by  the 
god  Shuman.  The  Babylonians  made  noted  ad- 
vancement toward  civilization,  had  a written  lan- 
guage, had  made  progress  in  the  arts  and 
sciences,  had  acquired  sufficient  knowledge  of 
astronomy  to  differentiate  between  the  planets 
and  fixed  stars,  and  had  arranged  a calendar  of 
seven  days.  They  had  a remarkable  system  of 
irrigation,  making  possible  advancement  in  agri- 
culture. In  that  civilization  is  found  the  first 
record  that  the  healing  art  occupied  a place  in 
the  body  politic. 

Hammurabi’s  code  provided  a fee  which  the 
doctor  could  charge,  described  and  penalized  mal- 
practice. The  penalties  against  the  doctor  for  the 
violation  of  the  code  were  severe  in  the  extreme, 
such  as  cutting  off  a hand  or  punching  out  an 
eye.  No  effort  seems  to  have  been  put  forth  for 
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prevention  of  disease,  the  physicians  giving  their 
entire  energy  seemingly  to  the  efforts  to  treat 
and  cure  disease.  The  ancients,  being  steeped  in 
superstition,  were  given  to  regard  all  human  ail- 
ments due  to  supernatural  causes ; therefore,  as 
might  have  been  expected,  the  treatment  of  the 
sick  and  injured  was  closely  allied  with  religious 
rites  and  ceremonies.  Practice  of  the  healing  art 
was,  consequently,  to  a large  e.xtent  in  the  hands 
of  the  priesthood.  The  treatment  usually  resort- 
ed to  was  incantation,  charms  and  other  sources 
of  witchcraft.  When  it  is  recalled  that  those 
primitive  people  regarded  human  ailments  with 
such  superstitious  awe,  believing  the  cause  to  be 
supernatural,  it  would  not  be  reasonable  to  ex- 
pect that  man  would  attempt  to  cope  with  the 
supernatural  in  attempts  at  prevention.  All  that 
could  be  hoped  for  was  the  treatment  of  the  in- 
dividual case  by  the  practitioner,  by  the  use  of 
such  means  of  sorcery  or  such  other  measures  as 
were  likely  to  appease  the  wrath  of  the  gods. 

Some  fifteen  hundred  years  B.  C.,  Moses,  the 
Law-giver,  handed  out  through  the  priesthood 
some  quite  wholesome,  hygienic  and  sanitary  reg- 
ulations for  the  observance  of  his  people,  the 
Hebrews.  Those  might  well  be  designated  as 
public  health  measures.  Greek  mytholog)'  tells 
of  how  Esculapius,  the  god  of  medicine,  had  two 
daughters.  Panacea  and  Hygeia,  the  former  giv- 
ing her  time  to  the  gathering  of  roots  and  herbs, 
which  her  father  used  in  making  infusions  and 
decoctions  for  the  treatment  of  his  patients. 
Hygeia  occupied  herself  in  teaching  the  people 
how  to  keep  well.  Here,  then,  seems  an  early 
effort  in  public  health. 

Hippocrates,  .some  four  hundred  years  B.  C., 
in  a treatise  on  air,  waters,  and  places,  seems  to 
have  been  endeavoring  to  teach  public  health. 
The  growth  or  improved  methods  in  the  practice 
of  medicine  has  been  of  e.xceeding  slow  growth. 
Two  thousand  years  elapsed  between  the  time  of 
Hammurabi,  when  the  practice  of  medicine  was 
a definitely  recognized  part  of  the  public  struc- 
ture, and  the  coming  of  Hippocrates,  and  yet  in 
that  stretch  of  twenty  centuries,  but  little,  if  any 
advancement  was  had  in  the  treatment  of  the 
sick  and  injured.  Hippocrates  found  the  prac- 
tice largely  in  the  hands  of  the  priesthood,  or 
others  equally  actuated  by  superstition,  the  thera- 
peutics in  vogue  still  consisting  largely  of  amu- 
lets, incantations,  charms,  and  other  forms  of 
witchcraft.  Fortunately  for  medicine  and  the 
future  good  of  suffering  humanity.  Hippocrates 
proved  to  be  a man  of  a logical  mind,  and  early 
recognized  and  taught  that  no  matter  how  dis- 
ease might  be  regarded  from  a religious  point  of 


view,  it  must  be  recognized  and  treated  as  sub- 
ject to  natural  law.  Such  logical  and  practical 
attitude  relative  to  disease  and  its  treatment, 
coupled  with  his  practice  and  teaching,  started 
the  real  evolution  of  medicine,  which,  though 
seemingly  very  slow,  eventuall}'  evolved  from  a 
crude,  superstitious  practice  to,  as  now  found, 
one  of  the  most  educated  and  scientific  professions 
known  to  the  foremost  civilization  the  world  has 
yet  produced. 

\\'hile  the  growth  and  development  of  medi- 
cine from  a primitive,  superstitious  business  to  a 
scientific  profession  have  been  slow,  requiring 
the  passing  of  many  centuries,  yet  after  all  they 
have  kept  abreast  of  the  educational  advancement 
of  the  times.  A most  signal  impetus  was  given 
to  medical  advancement  early  in  the  Seventeenth 
Century,  when  William  Harvey  proclaimed  the 
circulation  of  the  blood.  The  progress  made  in 
medicine  during  the  last  half  of  the  Nineteenth 
Century  and  the  first  quarter  of  the  present  cen- 
tury has  totally  eclipsed  all  previous  advance- 
ment. 

We  may  marvel  somewhat  at  the  slow  pro- 
gress made  by  medicine  during  the  four  thousand 
five  hundred  years  since  the  time  of  Hammurabi, 
where  first  record  is  had  of  the  healing  art  oc- 
cupying a definite  status  in  the  social  structure, 
and  yet  slow  as  it  has  been,  slower  still  has  been 
action  for  public  health.  This  is  explainable 
when  it  is  recalled  that  during  those  many  cen- 
turies the  medical  profession  exerted  itself  almost 
entirely  to  the  idea  of  treatment  'and  cure  of  dis- 
ease rather  than  cause  and  prevention.  Some 
sporadic  efforts,  providing  for  hygienic  and  san- 
itary measures,  as  have  already  been  pointed  out. 
were  had  and  should  he  mentioned ; the  action  of 
ancient  Rome  in  its  construction  of  an  immense 
aqueduct  to  bring  the  water  from  the  distant  hills 
that  the  people  might  have  water,  not  only  ade- 
quate in  quantity,  but  pure  in  quality.  Coupled 
with  the  great  sewer,  ruins  of  which  may  be  seen 
to  this  day.  furnishes  evidence  that  even  in  that 
distant  time  some  consideration  was  had  as  to 
public  health.  Notice,  too.  should  be  made  of 
the  fact  that  in  medieval  times,  especially  toward 
the  closing  centuries  of  the  dark  ages,  various 
cities  and  some  principalities  enacted  ordinances 
and  laws  which  had  the  semblance  of  dealing  in 
matters  of  public  health.  About  the  middle  of 
the  Fourteenth  Century,  the  \’enitian  Govern- 
ment enacted  ship  quarantine  in  an  effort  to 
stay  the  ravages  of  plague.  For  centuries  such 
practice  prevailed  in  various  countries.  It  was 
often  harsh  and  destructive  in  the  extreme,  and 
frequently  served  little  or  no  purpose.  Here  it 
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may  be  recalled  that  all  clown  through  the  past 
the  public  in  time  of  stress  and  disaster  has  ever 
turned  to  the  profession  for  guidance. 

An  early  step  in  preventive  medicine  was  that 
of  smallpox  inoculation  as  a preventive  of  small- 
pox. It  seems  to  have  been  an  established  cus- 
tom in  China  and  other  Asiatic  countries  at  an 
early  date,  but  did  not  gain  foothold  in  England 
until  early  in  the  Eighteenth  Century,  where  it 
was  introduced  by  Lady  Montague,  the  wife  of 
the  English  ambassador  to  Turkey.  It  was  bit- 
terly opposed  for  several  years,  but  later  be- 
came popular  and  was  extensively  practiced  up 
to  1798,  when  Jenner  made  known  his  discovery 
of  cowpox  vaccination.  Of  course,  smallpox 
inoculation  only  immunized  by  actually  giving 
the  individual  smallpox,  and  was  in  no  sense  a 
preventive.  It  modified  and  rendered  the  dis- 
ease less  severe,  hence  less  fatal.  Jenner’s  vac- 
cination, while  accidentally  discovered,  may  well 
be  regarded  as  the  first  great  step  in  preventive 
medicine  and  one  of  the  greatest  boons  conferred 
upon  humanity  by  the  medical  profession,  for  it 
not  only  made  possible  the  complete  eradication 
of  the  dread  epidemics  of  smallpox,  if  vaccina- 
tion was  rigidly  adhered  to,  but  it  gave  stimulus 
and  encouragement  to  original  investigation  and 
research  that  eventually  brought  about  anesthesia, 
antisepsis,  and  asepsis,  all  of  which  have  given 
us  modern  surgery  with  the  inestimable  benefits 
resulting  therefrom.  It  encouraged  reseaich 
which  led  to  the  discovery  of  the  nature  a ad 
cause  of  disease,  the  establishment  of  the  germ 
theorv,  making  possible  rational  methods  of  im- 
munization and  prevention,  so  that  no  longer  do 
we  hear  of  the  great  epidemic  scourges  of  plague, 
Asiatic  cholera  and  yellow  fever  that  for  so 
many  centuries  held  sway,  striking  death  and 
terror  in  their  paths. 

Research  by  disclosing  the  cause  of  disease  has 
also  made  possible  the  control  of  other  diseases 
such  as  diphtheria,  scarlet  fever,  typhus,  typhoid, 
and  other  diseases.  The  puny  efforts  at  public 
health  that  may  be  observed  from  time  to  time, 
back  over  the  centuries,  were  naturally  due  to 
an  aroused  public  conscience,  but  such  arousing 
was  due  to  the  influence  of  the  medical  profes- 
sion, for  as  already  indicated,  the  public  gets  its 
inspiration  as  to  disease  and  its  prevention  pri- 
marily from  the  profession. 

It  is  not  claiming  too  much  when  it  is  claimed 
that  virtually  all  worthwhile  health  movements 
have  fir.st  emanated  from  the  medical  profession. 
Practically  all  legislation  in  the  interests  of  pub- 
lic health  has  been  conceived  in  the  medical 


mind,  promulgated  by  medical  men,  and  crystal- 
lized into  law  by  the  efforts  of  organized  medi- 
cine. Laws  for  the  purpose  of  requiring  per- 
sons to  meet  certain  educational  tests  and  quali- 
fications before  engaging  in  the  practice  of  the 
healing  art  are  public  health  measures,  as  they 
are  primarily  for  the  purpose  of  protecting  the 
public  against  unqualified  practitioners,  quacks, 
and  charlatans. 

It  is  true  that  organized  medicine  has  not  al- 
ways been  successful  in  preventive  law's  for  the 
licensure  of  cult  practice,  but  here  again  is  but 
additional  evidence  to  prove  the  position  taken  in 
this  article : namely,  that  the  public  has  ever 
looked  to  the  practitioners  of  the  healing  art  for 
leadership  and  guidance,  regardless  as  to  wheth- 
er the  healers  were  of  ancient  witchcraft,  disciples 
of  Hippocrates,  or  the  Twentieth  Century  cults. 
Considerable  attention  has  been  called  to  the 
superstitions  of  the  ancients  and  those  of 
medieval  times,  as  to  the  nature,  cause  and  treat- 
ment of  disease,  yet  here  we  find  ourselves  well 
into  Twentieth  Century  culture  and  education 
and  all  that  should  be  expected  to  drive  super- 
stition entirely  from  the  human  mind ; that  this 
is  more  expectant  than  real  is  attested  to  by  the 
fact  that  healing  cults  with  formidable  following 
have  sprung  up,  as  it  were,  almost  in  a night, 
like  Jonah’s  gourd;  that  such  groups  acquire  suf- 
ficient following  and  influence  to  gain  favorable 
legislation  is  probably  due  to  the  primitive  super- 
stition relative  to  disease  that  still  lurks  in  many 
human  minds.  The  mere  mention  of  Eddyism, 
Dow'ieism,  Palmerism,  and  Abramsism  should  be 
sufficient  confirmation  of  this  statement.  That 
the  minds  of  some  of  the  profession  are  not  en- 
tirely divested  of  the  former  superstitions  is  in- 
dicated by  the  manner  in  which  they  took  up 
Abrams’  electronic  theory.  \Miether  or  not 
scientific  medicine  will  ever  become  so  efficient 
and  alluring  as  to  drive  the  ghosts  of  supersti- 
tion from  the  public  mind  remains  for  future  gen- 
erations to  disclose.  It  is  encouraging,  however, 
to  note  the  advancement  made  in  the  public  con- 
science of  recent  years  as  becomes  manifest  in 
the  enactment  of  pure-food,  drug,  and  narcotic 
laws,  both  national  and  state.  Such  advancement 
as  has  been  made,  relative  to  foods,  drugs,  nar- 
cotics. and  nostrums,  has  been  due  to  the  arous- 
ing of  the  public  conscience  through  the  efforts 
of  organized  medicine,  speaking  through  its 
spokesmen  and  official  periodicals. 

Public  health  is  really  of  modern  origin,  for  as 
has  been  noted,  while  occasional  action  pointed 
in  the  direction  of  public  health  from  time  to 
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time,  yet  no  really  organized,  systematic,  contin- 
uous effort  was  had  until  very  recently. 

An  act  was  passed  by  Congress  a little  over  a 
century  and  a quarter  ago  creating  the  United 
States  Marine  Hospital  Service,  but  that  was  for 
the  benefit  of  those  in  the  service.  Some  subse- 
quent acts  were  bad  from  time  to  time,  broaden- 
ing tbe  government's  activities,  so  that  by  1873 
Congress  passed  an  act  amalgamating  all  pre- 
vious acts,  thus  creating  what  is  now  known  as 
the  United  States  Public  Health  Service.  This 
service,  while  being  only  a little  over  fifty  years 
old,  has  developed  into  what  is  commonly  recog- 
nized as  the  greatest  public  health  service  in  the 
world. 

It  was  not  until  after  the  Civil  War  that 
cities  of  this  country  began  to  create  boards  of 
health.  Soon,  thereafter,  the  states,  one  after 
another,  enacted  laws  providing  for  boards  of 
health.  At  first  such  health  boards  seemed  to 
have  busied  themselves  mainly  in  matters  of  san- 
itation and  restrictive  measures  against  the 
spread  of  disease.  Little  or  no  attention  was 
given  to  the  qualifications  of  its  practitioners. 
Reference  has  already  been  made  to  this  as  a 
public  measure  of  real  importance.  It  was  not 
until  the  closing  years  of  the  past  century  and 
the  opening  years  of  the  present  that  laws  were 
enacted  by  the  various  states  to  inquire  into  and 
pass  upon  the  qualifications  of  its  practitioners, 
in  addition  to  broadening  the  acts  providing  for 
more  adequate  public  health  service.  It  is  now 
so  generally  an  accepted  proposition  that  one  of 
the  important  functions  of  government  is  the  pro- 
tection and  promotion  of  the  health  of  its  peo- 
ple that  no  argument  need  be  offered  in  its  sup- 
port. 

It  would  then  seem  to  logically  follow  that 
sufficient  funds  should  be  provided  by  the  gov- 
ernment to  give  adequate  health  service  to  its 
people.  That  it  often  does  not  do  this  is  a mat- 
ter of  common  knowledge.  A case  in  point : In 
the  early  part  of  this  century,  the  federal  govern- 
ment became  exceedingly  active  in  the  conserva- 
tion of  its  natural  resources,  such  as  public  lands, 
mineral  lands,  forestry,  water,  etc.  Soon  con- 
servation became  a slogan  and  has  so  continued. 
Later  it  was  broadened  to  take  in  the  conserva- 
tion of  wild  game,  and  was  later  applied  to 
domestic  animals.  An  effort  was  later  made  to 
have  coiuervation  apply  to  the  lives  and  health 
especially  of  women  and  children.  It  is  a mat- 
ter of  common  knowledge  that  for  a few  years 
the  federal  government  did  extend  federal  aid  in 
a limited  way  to  the  several  states  for  the  pro- 
motion of  maternal  and  child  hygiene,  but  even 


this  has  been  withdrawn  to  take  effect  at  the 
close  of  the  present  fiscal  year,  next  June.  Yet, 
observe  that  while  this  is  happening,  the  govern- 
ment is  still  appropriating  millions  upon  millions 
for  the  conservation  of  the  natural  resources  and 
promotion  of  animal  husbandry,  the  production 
of  serums  for  black-leg  in  cattle  and  swine- 
plague  in  hogs,  extending  it  to  the  destruction  of 
blight  in  plant  life.  These  things,  no  doubt,  are 
well  worth  consideration,  and  I would  have  no 
fault  to  find,  did  they  not  take  precedence  of  the 
mothers  and  children  of  the  land. 

Another  instance : The  federal  government 
goes  the  states  fifty-fifty  in  the  making  of  good 
roads.  Are  good  roads  paramount  to  the  health 
and  lives  of  its  people?  It  seems  to  be  so  re- 
garded. Good  roads  are  desirable ; so  is  public 
health.  If  the  government  helps  in  the  former, 
why  should  it  not  help  in  the  latter? 

Regardless  as  to  what  we  may  think  or  be- 
lieve in  regard  to  this  matter,  the  cold  facts  are 
that  when  it  comes  to  the  maintenance  of  public 
health  activities  the  state  must  stand  alone  in  the 
matter  of  financing  such  activities.  In  this  re- 
spect, we  are  on  a level  with  other  states,  but 
most  of  the  other  states  are  very  much  more  gen- 
erous in  their  provision  of  funds  for  their  public 
health  service  than  is  Nebraska.  To  illustrate 
this,  one  important  instance  is  mentioned,  and 
others  could  be  given.  Nearly  all  of  the  states 
are  provided  with  one  or  more  sanitary  engineers, 
while  Nebraska  has  none  for  lack  of  funds.  It 
would  be  too  tedious  to  give  in  detail  the  activi- 
ties and  services  of  the  sanitary  engineer.  There 
are  many  communities  where  the  services  of  a 
sanitary  engineer  would  mean  greatly  improved 
sanitary  and  hygienic,  conditions.  While  the 
state  health  service  is  very  much  hampered  for 
lack  of  adequate  funds,  the  local  boards  of  health, 
that  is,  the  county  and  municipal  boards,  are  even 
more  poorly  provided  for,  and  the  local-  boards 
are  essential  in  our  system  of  public  health  ser- 
vice, as  it  would  be  a physical  impossibility,  un- 
der existing  conditions,  for  the  State  Bureau  to 
render  all  the  local  services  necessary. 

The  county  board  by  law  is  composed  of  two 
county  officers,  and  a physician.  Of  course,  the 
county  officers  have  their  regular  salaries  as  such 
officers,  but  no  additional  salary  for  serving  on 
the  county  board,  and  because  of  this  some  are 
not  very  enthusiastic  in  rendering  health  service. 
The  third  member,  the  physician,  is,  in  reality, 
the  health  officer  of  the  county,  and  yet  no  sal- 
ary is  provided  for  him.  True,  there  is  sometimes 
allowed  a nominal  fee  for  special  services  ren- 
dered as  health  officer,  and  to  get  such  often 
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means  a struggle  with  the  commissioners.  The 
lack  of  financial  provision  for  county  boards  of 
health  service  causes  one  to  wonder  that  the  pub- 
lic gets  even  as  good  service  in  the  matter  of  dis- 
ease prevention  as  it  is  getting.  This  can  be 
largely  accounted  for,  because  of  the  fact  that 
physicians  to  county  boards  of  health  and  physi- 
cians in  country  practice  retain  and  practice  much 
of  the  altruistic  service  that  has  been  a tenet  of 
the  medical  profession.  Such  physicians  render 
very  much  gratuitous  service  in  the  assistance 
of  disease  prevention. 

What  has  been  said  of  county  boards  will  ap- 
ply equally  as  well  to  municipal  boards,  espe- 
cially in  the  smaller  cities,  towns  and  villages. 
The  physician  to  such  boards  is,  in  reality,  the 
health  officer,  and  yet  he  ordinarily  receives  but 
little,  if  any  compensation  for  bis  services.  It 
seems  unjust  and  unreasonable  for  the  public  to 
expect  a large  amount  of  public  health  service  in 
either  municipalities  or  counties  under  existing 
conditions.  The  facts  are  that  the  public  is  get- 
ting really  much  more  such  service  than  it  has 
anv  right  to  expect,  due  to  the  fact  that  boards 
of  health  render  much  gratuitous  service.  From 
a purely  economic  point  of  view,  if  the  public 
expended  sufficient  money  to  maintain  a real  ac- 
tive health  organization  that  would  be  in  a posi- 
tion to  keep  the  community  in  a wholesome,  san- 
itary condition,  ever  ready  to  pick  up  and  sup- 
press the  first  appearance  of  contagious  disease, 
thus  promptly  suppressing  what  might  otherwise 
develop  into  a prolonged  and  expensive  epidemic, 
by  such  expenditure,  it  would  seem  that  the  pub- 
lic was  making  one  of  its  most  profitable  invest- 
ments. In  other  words,  much  of  the  loss  of 
time,  as  a result  of  sickness  and  necessary  quar- 
antine for  the  suppression  of  epidemics,  once  fair- 


ly started,  might  be  averted  by  prompt  action  at 
the  onset,  thus  giving  the  service  an  economic 
value,  to  say  nothing  of  the  saving  from  sick- 
ness, suffering,  and  perhaps  death. 

It  seems  rather  apparent  that  it  is  going  to  take 
some  organized  effort  and  cooperation  on  the  part 
of  physicians  and  health  boards  to  bring  about 
an  understanding  on  the  part  of  the  public  of  the 
necessity  of  providing  .something  like  sufficient 
funds  to  give  adequate  health  service.  From 
some  quarters  it  is  occasionally  heard  that  pub- 
lic health  service  is  likely  to  eventually  bring 
about  state  medicine.  Such  apprehension  is  en- 
tirely unwarranted  so  far  as  Nebraska  is  con- 
cerned, and,  I think,  as  a rule,  so  far  as  other 
states  are  concerned.  Nebraska’s  policy  is  to 
have  the  public  distinctlv  understand  that  its  func- 
tion is  the  prevention  of  disease  and  the  promo- 
tion of  public  health,  and  not  in  any  sense  the 
treatment  of  disease,  emohasizing  the  fact  that 
the  treatment  of  disease  is  exclusively  the  busi- 
ness of  the  individual  phvsician.  Therefore,  so 
long  as  state  health  service  pursues  such  policy, 
it  can,  in  no  way,  be  a stepping  stone  to  state 
medicine.  The  public  health  .service  of  the  state 
realizes  that  without  the  good  will  and  coopera- 
tion of  the  profession  it  can  accomplish  little  for 
the  public  good. 

In  conclusion,  let  me  say  that  in  my  opinion 
the  thing  that  will  be  the  greatest  factor  in  bring- 
ing about  state  medicine,  if  so  unfortunate  a 
thing  ever  does  occur,  will  be  the  medical  profes- 
sion allowing  the  spirit  of  commercialism,  so 
prevalent  in  these  times,  to  enter  its  ranks  and 
commercialize  it,  thus  swerving  it  from  its  long- 
time altruistic  moorings,  thereby  causing  the  pub- 
lic to  regard  it  with  distrust. 


IMPORTANT  CONSIDERATIONS  IN  THE  TREATMENT  OF 
PERNICIOUS  ANEMIA* 

VICTOR  E.  LEVINE,  M.  D.,  Ph.  D., 

Omaha,  Nelir. 


Several  important  considerations  should  be  kept 
in  mind  with  reference  to  the  very  successful 
treatment  of  pernicious  anemia  recently  establish- 
ed by  Minot  and  IMurphy. 

1.  The  iMinot-Murphy  dietary  regime  is  not 
an  emergency  treatment  to  be  employed  only  in 
the  event  of  a relapse.  Pernicious  anemia  is  a 
deficiency  disease  caused  by  the  lack  of  a specific 
dietary  factor.  It  is  therefore  necessary  for  a 
patient  to  continue  to  ingest  even  after  clinical 

•From  the  Department  of  Biological  ChemiS’try  and  Xutritiqn.  School 
of  Medicine.  Creighton  University. 


improvement  has  been  made  some  source  of  the 
active  principle  effective  in  pernicious  anemia  in 
order  to  prevent  a relapse. 

2.  The  Minot-Murphy  diet  for  pernicious  an- 
emia is  not  a liver  diet.  It  is  a diet  adequate  in 
all  respects — in  calories,  in  carbohydrates,  fat  and 
protein,  in  minerals  and  vitamins — but  exceed- 
ingly rich  in  the  anemia-preventing  factor  or  fac- 
tors discovered  by  Whipple  and  Robscheit-Rob- 
bins.  This  factor  or  these  factors  may  be  ob- 
tained largely  through  liver,  although  kidney, 
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chicken  gizzard,  apricots  and  peaches  may  also 
figure  in  the  menu.  Strict  adherence  to  the  origin- 
al Minot-Murphy  diet  is  not  essential.  A balanced 
liberal  diet  including  sufficient  quantities  of  food 
rich  in  the  new  dietary  factor  or  factors  of  Whip- 
j/le  and  Rohscheit-Robbins  is  equally  effective. 

3.  W'e  must  not  lose  sight  of  the  fact  that  a 
patient  who  refuses  liver  may  still  he  treated  suc- 
cessfully, for  kidney  and  chicken  gizzard  stand 
next  in  potency  to  liver.  These  may  or  may  not 
be  supplemented  occasionally  with  liver,  but 
should  be  supplemented  with  the  second  grade 
anemia-preventing  or  anemia-curing  foods,  such 
as  peaches,  prunes,  apricots,  apples,  pancreas, 
heart,  and  brain. 

4.  A patient  may  make  little  progress  even 

with  the  dietary  treatment,  unless  he  is  fed  suf- 
ficient quantity  of  the  foods  containing  the  dietary 
factor  or  factors  of  Whipple  and  Robscheit- 
Robbins.  It  is  not  enough  to  put  into 

the  diet  liver,  kidney,  chicken  gizzard,  apri- 
cots. peaches  and  other  specifically  valuable 
foods.  The  amout  ingested  by  the  patient  must 
be  sufficient  to  call  forth  the  maximum  response 
in  the  regeneration  of  hemoglobin  and  erythro- 
cytes. The  quantity  of  liver  required  varies  with 
the  individual.  From  one-fourth  to  one-half 
pound  per  day  may  be  necessary  depending  upon 
the  individual  response  as  well  as  upon  the  pres- 
ence of  other  foods  in  the  diet  carrying  the  spe- 
cific dietary  principle.  The  only  reliable  way  in 
which  to  determine  the  adequacy  of  the  foods 
rich  in  the  new  dietary  essential  is  to  check  up 
the  blood  findings  with  reference  to  reticulocytes, 
red  cells,  and  hemoglobin. 

5.  The  administration  of  diluted  hydrochloric 
acid  is  not  absolutely  necessary.  Equally  prompt 
and  favorable  response  has  been  made  without  it. 
Lemon  juice  is  to  be  preferred  to  hydrochloric 
acid.  According  to  Blatherwick  and  Long  { Jour- 
nal of  Biological  Chemistry,  1922,  54,  103),  large 
amounts  of  citric  acid  do  not  destroy  the  acid- 
base  equilibrium  and  are  easily  cared  for  by  the 
organism  through  oxidation  to  carbon  dioxide 
and  water.  Hottenger  {Monatsschrift  fur  Kin- 
dcrheilkundc,  1!)25,  30,  4i)),  has  confirmed  the 
findings  of  Blatherwick  and  Long,  and  asserts 
that  large  quantities  of  citric  acid  can  be  burned 
in  the  body  to  the  extent  of  95  per  cent.  We  have 
found  that  100  cubic  centimeters  of  lemon  juice 
are  equivalent  to  about  150  cubic  centimeters  of 
tenth  normal  hydrochloric  acid,  which  is  about  the 
concentration  of  the  acid  in  the  stomach.  Besides 
furnishing  the  initial  acid  necessary  for  gastric 
acidity,  lemon  juice  also  introduces  a rich  supply 
of  water-soluble  vitamins.  Moreover,  hydrochlor- 


ic acid  is  liable  to  irritate  the  lining  of  the  tongue, 
gums,  cheeks  and  pharynx,  while  lemon  juice, 
made  pleasant-tasting  by  the  addition  of  water 
and  sugar,  produces  no  such  undesirable  effects. 

6.  Up  to  the  present  day  individuals  suf- 
fering from  pernicious  anemia  have  shown  re- 
markable improvement  with  the  Minot-Murphy 
regime.  Since  the  introduction  of  this  new  meth- 
od of  treatment  surprisingly  few  deaths  have  oc- 
curred in  patients  fortunate  enough  to  be  given 
the  new  thera]iy.  The  comparatively  few  deaths 
reported  were  due  to  infection  or  other  complica- 
tions, to  the  giving  of  an  insufficient  quantity 
of  the  new  dietary  factor,  to  the  deleterious  ef- 
fect of  multiple  transfusion,  in  which  event  the 
response  to  the  dietary  treatment  seems  to  be  un- 
satisfactory. There  is  still  one  more  cause  of 
death,  from  which  we  may  draw  a valuable  clin- 
ical lesson.  Patients  allowing  themselves  to  car- 
ry this  disease  without  seeking  medical  advice  or 
neglecting  to  call  for  medical  aid  immediately 
after  the  onset  of  a relapse,  or  permitting  them- 
selves to  fall  into  too  frequent  relapses  may  be 
too  far  gone  to  be  partly  or  fully  benefitted  by 
the  administration  of  a diet  rich  in  the  anemia- 
preventing factor  or  factors. 

It  must  be  remembered  that  it  is  of  paramount 
importance  to  institute  adequate  nutritional  ther- 
apy as  soon  as  a diagnosis  is  made,  \\dien  a pa- 
tient is  allowed  to  suffer  too  frequent  relapses 
or  when  the  patient  because  of  neglect  becomes 
too  moribund  in  any  one  period  of  relapse, 
he  may  be  in  no  position  to  ingest  the  excep- 
tionally rich  but  highly  beneficial  diet,  or  to  re- 
ceive any  effective  therapeutic  value  therefrom, 
even  after  ingestion.  Good  treatment  may  be  im- 
possible either  because  of  the  general  indisposi- 
tion of  the  patient  and  the  extreme  lack  of  appe- 
tite and  utter  distaste  for  food,  or  because  of  the 
absence  of  reactive  power  on  the  part  of  the  bone 
marrow. 

7.  When  liver  extract  is  administered,  it  is  im- 
portant to  give  a quantity  sufficient  to  obtain  the 
maximum  hematological  response,  for  the  extract 
contains  but  a small  fraction  of  the  potency  of 
the  original  whole  liver.  In  the  administration 
of  liver  extract  it  is  also  important  to  follow  the 
blood  picture  in  view  of  the  fact  that  occasionally 
samples  have  been  found  to  be  biologically  inac- 
tive. It  must  also  be  .stressed  that  in  substitut- 
ing liver  extract,  free  from  iron,  for  liver  rich  in 
iron,  it  is  urgent  to  add  to  the  diet  foods  covering 
the  daily  iron  requirement.  Red  cells  to  be  pro- 
duced require  iron  for  the  production  of  hemo- 
globin as  well  as  the  nutritional  factor  or  factors 
of  Whipple  and  Robscheit-Robbins  for  the  build- 
ing of  the  erythrocytic  stroma. 
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8.  In  the  presence  of  focal  infection,  feeding 
of  the  anemia-preventing  or  anemia-curing  foods 
gives  less  satisfactory  results.  Symptoms  appar- 
ently relieved  during  treatment  may  reappear, 
when  intercurrent  infection  develops.  When  a 
patient  is  not  responding  to  dietary  treatment,  a 
focus  of  infection  should  be  suspected.  If  such 
focus  exists,  there  is  a poor  response  of  the  bone 
marrow  to  the  feeding  of  foods  especially  valu- 
able in  pernicious  anemia,  and  relief  is  delayed. 


9.  A patient  suffering  from  pernicious  anemia 
should  be  admonished  to  take  adequate  mental 
and  physical  rest.  Activity  beyond  his  reserve  of 
physical  or  mental  power  may  lead  to  a relapse. 

10.  Transfusion  is  still  of  value  in  very  severe 
cases  in  which  the  red  cell  count  falls  below  a 
million.  It  can  be  used  to  tide  over  a desperately 
ill  patient,  so  that  he  may  be  able  later  to  receive 
the  full  benefits  of  dietary  treatment  . 


TYPICAL  DIETS  IN  PERNICIOUS  ANEMIA* 


VICTOR  E.  LEVINE,  M.  D.,  Ph.  D. 
Omaha, 


In  192G  Minot  and  Murphy,  giving  clinical 
application  to  the  experimental  studies  of  Whip- 
ple and  Robscheit-Robbins,  reported  upon  the  re- 
markable improvement  in  the  health  of  patients 
with  pernicious  anemia  on  a diet  particularly  rich 
in  liver  or  kidney  and  containing  an  abundance 
of  muscle  meat,  fruits,  and  green  vegetables. 
Murphy  and  Minot  subsequently  published  the 
details  of  the  diet  they  had  found  of  great  thera- 
peutic value. 

They  gave  in  full  two  menus.  The  first  one 
is  as  follows : 

BREAKFAST 

Approx.  Wt. 
in  Grams 


Liver  or  kidney,  broiled 100 

Oatmeal,  2 heaping  tablespoons  cooked,  or 

dry  meal  18 

Milk,  3 tablespoons 45 

Sugar,  2 level  teaspoons 10 

Toast,  3 slices  (each  slice  4x2x%  inches) 30 

Butter,  1 level  teaspoon  or  a piece  1x1x14  in.  5 
Fruit,  choice  of 

a.  Orange,  average  size 120 

b.  Strawberries,  5t4  tablespoons 180 

c.  Grapefruit,  of  1 large  one 200 

d.  Peach,  1 large  one 120 

DINNER 

Beef  stew  or  roast,  trimmed  of  fat,  large 

serving  120 

Vegetables,  freshly  cooked,  as  spinach,  string 
beans,  cabbage,  tomato,  etc.,  2 average  por- 
tions of  5 to  8 tablespoons 250 

Potatoes,  baked,  medium  sized 130 

Bread,  2 slices  (each  slice  3x4x14  inches) 70 

Salad,  pineapple,  214  slices,  of  size  in  cans....  140 

Lettuce,  big  helping 75 

Pudding  made  of 

Gelatine,  1 teaspoon  (dry  weight) 2 

Rice,  boiled,  2 heaping  tablespoons 160 

Raisins,  20  large  ones 50 

Milk,  2 tablespoons 30 

(Fruits  may  be  put  into  such  desert  and 
the  raisins  eaten  separately). 


SUPPER 

Liver  soup,  composed  of 
Liver,  minced  100 

‘From  the  Department  of  HioIOKical  Chemi.'try  anil  Nutrition.  School 
of  Medicine.  Creighton  University. 
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Milk,  1 tumbler 220 

Flour,  white,  1 teaspoon 4 

Butter,  1 rounded  teaspoon 10 

Lamb  roast,  with  or  without  fatty  parts,  2 

small  slices  CO 

Macaroni,  boiled,  3 tablespoons 150 

or 

Potato,  small  one,  or  rice,  1 heaping  tablespoon  80 
Vegetables,  fresh,  2 average  portions  5 to  8 

tablespoons  250 

Uneeda  biscuits  or  triscuits,  4 25 

Butter,  1 level  teaspoon  or  a piece  lxlxi/4  in.  5 
Fruit,  choice  of 

a.  Strawberries,  7 tablespoons 250 

b.  Orange,  large  one -■ 150 

c.  Apricots  or  prunes,  stewed,  2 tablespoons  100 

Sugar,  2 heaping  teaspoons 20  ^ 


A vegetable  soup  could  be  taken  in  place  of  the 
liver  soup  and  the  liver  prepared  in  the  following 
form:  Mince  and  mix  with  rice  or  potato  and  the  al- 
lowance of  butter,  and  stuff  into  green  peppers. 

These  three  meals  represent  in  total  2.500  cal- 
ories, 135  grams  of  protein,  340  grams  of  carbo- 
hydrate and  about  70  grams  of  fat. 

The  second  menu  is  now  listed : 

BREAKFAST 

Approx.  Wt 
in  Grams 

Fruit,  choice  of 

a.  Juice  of  2 oranges 130 

b.  Grapefruit,  1 medium  sized  one 240 

c.  Strawberries,  5%  tablespoons 180 

Shredded  wheat,  1 biscuit 30 

Milk,  2 tablespoons 30 

.Sugar,  1 level  teaspoon 5 

Beef,  minced,  2 heaping  tablespoons 75 

Cream,  20  per  cent,  4 tablespoons 60 

Toast,  2 slices  (each  slice  4x2x14  inches) 20 

Butter,  1 rounded  teaspoon  or  a piece  lxlx% 

inches  10 

LUNCHEON 

Liver,  broiled  120 

Lettuce  or  coleslaw,  large  helping 80 

Potato,  cold  sliced,  or  baked,  hot,  1 small  one  80 
Tomato,  stewed,  5 tablespoons,  or  raw,  2 med- 
ium sized  ones 15o 

Cauliflower  or  Brussels  sprouts,  an  average 

portion  or  3 tablespoons 13n 

Zwieback,  2 pieces 30 

Butter,  1 level  teaspoon  or  a piece  1x1x14  in.  5 
Apricots,  stewed,  3 heaping  tablespoons 120 
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DINNER 


Soup,  consomme  (any  amount  desired),  mixed 

with  sieved  liver  (flavor  with  spice) 75 

Mutton.  2 large  slices,  trimmed  of  fat 100 

Beets  or  peas.  3 tablespoons 100 

Potato,  boiled,  average  size 130 

Spinach,  or  string  beans,  an  average  portion, 

3 to  5 tablespoons 150 

Toast,  2 slices  (each  slice  4x2x^  inches) 20 

Butter,  1 level  teaspoon  or  a piece  lxlx^4  in.  5 


Blancmange,  2 heaping  tablespoons  (made  of 

1 cup  of  Irish  moss,  2 cups  of  milk,  1 table- 
spoon of  20%  cream,  2 teaspoons  of  sugar)  100 
Blueberries.  5 tablespoons,  or  apple  sauce  with 

1 level  teaspoon  of  sugar 80 

This  menu  furnishes  2050  calories.  115  grams 
of  protein.  250  grams  of  carbohydrate,  and  05 
.grams  of  fat. 

Minot  and  Murphy  cautioned  against  the  use 
of  a high  fat  content  in  the  diet  on  the  ground 
that  it  had  an  unfavorable  effect  upon  the  patient 
with  pernicious  anemia.  In  order  to  keep  the 
fat  content  down  they  even  recommended  the  use 
of  mineral  oil  in  salad  dressing.  It  is  now  known, 
however,  that  there  are  actually  no  contra-indi- 
cations for  a high  fat  intake,  provided  the  fats 
are  not  beef  fat,  lard,  bacon  fat  or  olive  oil,  but 
fats  closely  associated  with  the  fat-soluble  vita- 
mins such  as  liver  fat.  butter,  cream  and  egg  yolk. 
A good  salad  dressing,  highly  nutritious,  can  be 
made  from  cream  and  lemon,  flavored  with  small 
quantities  of  salt  and  pepper. 

THE  KOESSLER  AND  MAURER  REGIME 

In  1927,  Koessler  and  Maurer  published  their 
results  in  the  treatment  of  pernicious  anemia  with 
a diet  which  proved  equally  as  favorable  as  that 
of  Murphy  and  IMinot.  The  Koessler  and  IMaurer 
diet  is  nutritionally  adequate  in  all  respects.  Its 
special  features  are  a high  caloric  intake,  and  a 
profuse  abundance  of  vitamins.  Incidentally  it  is 
also  rich  in  the  dietary  principle  of  Whipple  and 
Robscheit-Robbins. 

The  importance  of  vitamins  in  the  causation 
of  anemia  has  been  the  subject  of  many  investi- 
gators. Koessler.  Maurer  and  Lougblin  them- 
selves have  been  able  to  develop  a condition  akin 
to  pernicious  anemia  in  rats  subsisting  on  diets 
deficient  in  vitamin  A.  The  three  investigators 
mentioned  see  in  pernicious  anemia  a mixed  de- 
ficiency disease.  The  blood  changes  and  the 
changes  in  the  gastro-intestinal  tract  occurring  in 
the  disease,  they  believe  to  be  due  to  underfeeding 
with  vitamin  .A.  over  a long  period  of  years,  the 
nervous  condition  to  the  absence  or  to  a deficient 
quantity  of  vitamin  B,  and  the  tendency  to  hem- 
orrhage to  partial  or  complete  lack  of  vitamin  C. 

Koessler  and  Maurer  make  use  in  their  diet 
of  the  following  vitamin-rich  foods: 


Whole  wheat  bread  made  with  milk  (A,  B,  D,  E,  P-P 
factor  of  Goldberger),  wheat  germ  (B,  E,  P-P  factor 
of  Goldberger). 

Milk  and  cream  (A,  B.  D) ; butter  (A,  D);  eggs  (A, 
B,  D). 

Beet  greens  (A,  B) ; dandelion  greens  (A,  B) ; car- 
rots (A,  B,  C) ; cauliflower  (A,  B,  C);  Swiss  chard 
(A,  B);  lettuce  (A,  B,  C,  D,  E.  P-P  factor  of  Gold- 
berger); spinach  (A,  B);  endive  (A,  C) ; tomatoes 
(A,  B,  C.  P-P  factor  of  Goldberger) ; sweet  potatoes 
(A,  B) ; Hubbard  squash  (A) ; fresh  string  beans  (A, 
B,  C);  peas  (A,  B). 

Oranges  (B,  C);  lemons  (B.  C);  grapefruit  (B,  C) ; 
bananas  (B,  C);  fresh  berries  (B,  C). 

Of  meats,  liver  and  kidney  contain  the  largest 
amount  of  vitamins  A and  B.  Liver  contains 
D and  E.  They  are  probably  also  rich  in  the 
anti-pellagra  vitamin,  the  P-P  factor.  Sweet- 
breads, brain,  beef  heart  and  lungs  stand  next  in 
richness  in  vitamins.  Muscle  meat  is  much  in- 
ferior in  vitamin  content.  The  meats  chosen  are 
also  suitable  in  their  content  of  the  anemia-pre- 
venting and  anemia-curing  principle  of  Whipple 
and  Rob.scheit-Robbins.  The  relative  value  of  an- 
imal foods  in  the  treatment  of  pernicious  anemia 
may  be  gleaned  from  their  ability  to  regenerate 
hemoglobin  in  dogs  rendered  acutely  anemic  by 
severe  hemorrhage. 

RELATIVE  HEMOGLOBIN  PRODUCING  VALUE 
OF  FOODS  (WHIPPLE) 

Grams  of  Hemoglobin 
Produced  within  a Per- 


DIET,  GRAMS  DAILY  iod  of  Two  Weeks. 

Beef  Liver,  400 100 

Beef  Liver,  300 ; bread  300 50 

Chicken  Liver.  200;  bread  250 75 

Beef  Kidney,  200 ; bread  250 90 

Pig  Kidney,  200 ; bread  350 70 

Chicken  Gizzard,  300  ; bread  200 85 

Pig  Pancreas,  250 ; bread  300 30 

Heart  Muscle,  200  ; bread  300 28 

Beef  Spleen,  200  ; bread  250_. 25 

Brains,  300  ; bread  300 25 

Beef  Muscle,  200 ; bread  400 25 

Pig  Muscle,  300  ; bread  200 20 


We  may  also  give  the  relative  values  for  the 
fruits  that  are  especially  efficient  in  the  treatment 
of  pernicious  anemia. 

Grams  of  Hemoglobin 
Produced  within  a Per- 

OIET,  GRAMS  DAILY  iod  of  Two  Weeks. 

.Apricots.  200 ; bread  300 40 

Peaches,  200 ; bread  300 40 

Apples.  200  ; bread  320 35 

Prunes.  250  : bread  350 35 

Raisins.  300  ; bread  350 25 

BRE.\KFAST 

One  orange  sliced,  or  one -half  grapefruit,  or  one 
baked  apple  with  cream,  or  a dish  of  apple  sauce  or 
fresh  pineapple  or  prunes. 

Graham  bread  made  with  milk,  two  or  three  slices 
equal  to  40  gms.,  toasted. 

Butter,  two  prints,  10  gms.  each. 
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Oatmeal,  20  gms.  dry  weight  (3  heading  table- 
spoons). 

Cream,  20  per  cent,  as  much  as  desired. 

Eggs,  one  or  two,  at  least  the  yolks. 

Milk,  two  glasses,  each  containing-  6 ozs.  of  milk 
and  % oz.  of  cream.  If  preferred,  one  glass  may  be 
taken  at  breakfast  and  one  two  and  a half  hours 
later. 

DINNER 

Milk  and  cream,  6 oz.  of  milk  and  % oz.  oi  cream. 

Whole  wheat  bread  made  with  milk,  40  gms. 

Butter,  2 prints,  10  gms.  each. 

Meat:  liver  (calf's  liver,  chicken  liver,  goose  liver, 
liver  sausage)  or  sweet  breads,  or  kidney  (veal  or 
mutton),  or  calf’s  brains  or  calfs  lungs,  150  gms. 

Tomatoes,  fresh,  stewed,  broiled  or  canned,  100  gms. 

Spinach  cr  carrots,  100  gms. 

Lettuce  or  raw  cabbage  (coleslaw),  dressing  made 
with  oil  and  lemon  juice,  or  better  still  with  cream 
and  lemci.  juice. 

Custard  or  omelet  with  jelly  (raspberry  oi  or^iige 
marmalade)  or  vanilla  ice  cream. 

4:00  P.  M. 

One  glass  of  milk  (6  ozs.  of  milk  and  cz.  of 
cream  per  glass). 

SUPPER 

Any  one  of  the  meats  given  under  dinner:  100  gms. 
or  100  gms.  of  beefsteak  or  lamb,  or  instead  of  the 
meat,  two  eggs. 

One  or  two  glasses  of  milk,  (6  ozs.  of  miiu  to  % 
oz.  of  cream). 

Bread,  whole  wheat,  30  to  40  gms. 

Butter,  2 prints,  10  gms.  each. 

Tomatoes,  spinach,  Hubbard  squash,  carrots,  cauli- 
flower, peas,  kidney,  navy,  or  fresh  string  beans, 
sweet  or  Irish  potatoes,  beet  tops,  Swiss  chard,  lentils, 
lettuce.  At  least  three  vegetables,  from  80  to  100 
gms.  of  each. 

If  2 glasses  of  milk  cannot  be  taken  at  supper,  one 
of  them  should  be  drunk  before  retiring. 

MEDICATION 

One-half  hour  before  each  meal,  1 tablespoon  of 
wheat  embryo  extract  or  orange  juice. 

Immediately  before  each  meal — three  times  daily — 
50  drops  of  dilute  hydrochloric  acid  in  orange  juice 
or  water. 

During  the  meal,  50  drops  of  hydrochloric  acid  in 
water. 

After  the  meal,  50  drops  of  hydrochloric  acid  in 
water. 

Three  times  daily,  from  one  to  two  teaspoons  of 
powdered  brewer’s  yeast  (Harris')  or  three  times  daily 
two  tablets  of  Harris’  yeast  (standardized  for  vita- 
min B content). 

With  reference  to  the  administration  of  hydro- 
chloric acid,  in  conjunction  either  with  the  i\Iur- 
phy-]\Iinot  or  the  Koessler-Maurer  diet,  it  may  be 
stated  that  it  is  not  necessary,  if  lemon  juice  is 
employed.  Instead  of  prescribing  50  drops  of 
dilute  hydrochloric  acid,  equally  good  results  can 
be  obtained  with  15  to  20  cc.  of  lemon  juice  di- 
luted in  water  and  sweetened  to  suit  the  taste. 
Lemon  juice  not  only  furnishes  initial  acid  for 
the  stomach,  but  adds  to  the  alkaline  reserve  in 
the  blood.  It  also  introduces  a rich  supply  of 
water-soluble  vitamins.  Lemon  juice  is  much  to 
be  preferred,  since  it  does  not  irritate  the  mucous 
membrane  of  the  tongue,  gums,  cheek  and 
pharynx  as  hydrochloric  acid  does. 

The  full  diet  contains  sufficient  calcium  and 


phosphorus.  It  also  fulfills  the  daily  require- 
ment for  iron.  As  long  as  the  full  diet  cannot  be 
taken  three  times  daily,  one  teaspoon  of  a 10  per 
cent  aqueous  solution  of  ferric  citrate  should  be 
added  to  the  milk  taken  with  each  meal. 

The  diets  of  Murphy  and  Minot  and  of  Koes- 
sler  and  Maurer  do  not  impose  any  hardships  on 
the  patient.  It  goes  without  saying  that  the  food 
must  be  palatable  and  attractive,  and  that  five  or 
six  small  meals  a day  may  be  found  more  suitable 
than  three  large  ones.  The  condition  of  the  pa- 
tient is  a guide  to  the  frequency  and  manner  of 
feeding.  For  patients  who  experience  difficulty 
in  getting  used  to  the  diet,  it  is  better  to  feed 
small  portions  until  the  full  diet  can  be  taken. 
For  the  sake  of  variety  it  is  sometimes  advan- 
tageous to  interchange  the  Murphy-Minot  diet 
with  the  Koessler-Maurer  diet.  As  a rule,  even 
refractory  patients  soon  begin  to  like  the  new 
diets  in  pernicious  anemia,  and  their  appetite  soon 
increases.  It  is  unanimously  conceeded  that  pa- 
tients invariably  gain  weight  following  the  use  of 
the  new  dietary  prescription. 
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COULD  HAVE  BEEN  PERMANENT 

Doctor  McTavish  had  worked  hard  to  put  his 
boy,  Sandy,  through  medical  school.  When  San- 
dy graduated  and  returned  home  the  old  doctor 
turned  his  practice  over  to  the  boy  and  took  a 
well-earned  vacation. 

L^pon  his  return  he  was  greeted  by  Sandy  at 
the  station,  who  said : 

“Father,  I’ve  made  some  marvelous  cures.  I 
even  cured  Mrs.  MacGregor’s  stomach  trouble 
after  you  had  treated  her  for  four  years!’’ 

“What!”  exclaimed  the  old  doctor,  “I’ll  have 
you  to  know  that  Airs.  MacGregor’s  stomach  put 
you  through  college!” — American  Alutual  Maga- 
zine. 


TREATMENT  OE  THYROID  DISTURBAXCES=>= 

A.  M.  SONXELAND,  M.  D.. 

Norfolk,  Nebr. 


In  presenting  the  treatment  of  thyroid  disturb- 
ances. I will  attempt  to  summarize  the  various 
methods  of  the  various  authorities  whose  opin- 
ions are  recognized  today. 

Prophylaxis  or  prevention  is  just  beginning  in 
this  country  to  gain  the  consideration  of  the 
laity  it  should  receive.  Regular  doses  of  iodine 
given  early  in  school  life  and  continued  until 
puberty  will  largely  prevent  goitre  and,  according 
to  Boothby(^),  is  entirely  safe  for  children  in 
this  county  up  to  the  age  of  20,  because  he  says 
those  under  20  rarely  have  any  adenomatous  tis- 
sue present,  and  the  presence  of  this  type  of  tis- 
sue, he  says,  is  the  factor  to  be  considered  as 
causing  hyperthyroidism.  He  also  states  that  any 
one  with  a normal  thyroid,  can  take  reasonable 
doses  of  iodine  without  harmful  effect. 

Prophyla.xis  has  reduced  the  goitre  population 
of  Switzerland  from  86%  to  about  7%. 

The  experiments  of  ^Marine  and  Kimble^^^  of 
Akron,  Ohio,  among  adolescent  children  of  that 
city  developed  these  striking  results : That  of 
2190  pupils  taking  iodine  twice  yearly,  only  5 
have  developed  enlarged  thyroid,  while  of  2305 
pupils  not  taking  the  iodine  425  developed  thyroid 
enlargement.  In  1182  pupils  with  thyroid  en- 
largement at  the  first  examination  who  took  the 
iodine,  773  thyroids  have  decreased  in  size ; in 
1048  pupils  with  thyroid  enlargement  who  did 
not  take  iodine,  only  145  thyroids  decreased  in 
size.  This  indicates  the  curative  as  well  as  the 
preventative  value  of  the  drug. 

Thyroid  enlargement,  which  is  quite  common  in 
pregnancy,  may  be  prevented  in  both  mother  and 
fetus  by  giving  iodine  in  the  first  one-half  of  the 
pregnancy.  A\'hile  giving  this  treatment  it  is  very 
necessary  to  watch  closely  for  evidence  of  iodism 
— this  is.  a rapid  pulse,  increased  temperature  and 
other  signs  of  mild  thyro-toxosis. 

The  large  number  of  goiters  in  this  country 
today  is  one  evidence  of  the  lack  of  rational  hy- 
giene of  the  gland  in  the  past.  In  the  treatment 
of  hyper-thyroidism,  all  methods  of  treatment  aim 
to  reduce  the  basal-metabolism.  This  is  often  ac- 
complished in  mild  cases  by  complete  physical 
and  mental  rest,  which  decreases  the  physiological 
demands.  This  is  best  achieved  in  a hospital  or 
sanitarium,  as  the  environment  of  the  average 
home  is  rarely  free  from  petty  domestic  cares,  and 
mental  rej)Ose  and  complete  rest  are  absolutely 
necessary. 

•Read  before  Madison,  Pierce,  Knox  and  Antelope  Counties  Medical 
Societies. 


Because  of  the  elevated  basal-metabolism  in 
most  of  these  cases,  a liberal  diet  is  required  to 
prevent  further  loss  in  weight.  Instead  of  the 
usual  14  to  17  calories  per  pound,  25  to  30  calories 
the  pound  are  indicated  if  the  patient  can  handle 
the  food.  Fasting  for  1 or  2 days  is  often  the 
best  procedure  in  cases  of  e.xtreme  vomiting  and 
nausea.  The  rest  treatment  shows  its  most 
marked  results  during  the  first  3 or  4 weeks,  in 
which  time  the  pulse  slows  considerably  and  the 
basal-metabolism  lowers.  The  period  of  rest  is 
recommended  in  all  cases  in  which  surgery  is 
contemplated. 

Pemberton of  the  Mayo  clinic  prepares  his 
patients  for  thyroidectomy  by  the  use  of  iodine, 
rest  and  high  caloric  diet.  Patients  who  are  mild- 
ly toxic  are  allowed  to  be  ambulatory  and  receive 
10  minums  of  Lugol's  solution  three  times  daily 
for  5 to  7 days  before  operation — the  others  re- 
main in  hospital  in  the  pre-operative  period  from 
5 days  to  a month  and  receive  there  the  iodine  rest 
and  diet.  The  patients  are  all  encouraged  to  be  up 
and  around  before  operation,  and  the  fact  that 
they  mingle  with  others  who  have  been  operated 
successfully  tends  to  build  up  their  morale,  which 
Pemberton  believes  is  a very  important  prepara- 
tion measure.  He  treats  those  who  come  in  with 
a crisis  with  doses  of  Lugol’s  from  50  to  100 
minums  daily  until  the  symptoms  subside  and 
then  they  are  given  10  minums  three  times  daily 
until  operated.  No  digitalis  is  given  unless  there 
is  a frank  indication  for  its  use — that  is,  when 
compensation  of  the  heart  has  not  been  estab- 
lished by  rest. 

The  time  of  operation,  according  to  Pember- 
ton is  determined  by  experience.  Bad  risk  pa- 
tients receive  treatment  as  long  as  definite  im- 
provement continues,  that  is,  lessening  of  nervous 
tension,  restlessness,  mental  stimulation  or  de- 
pression, nausea,  “stare”,  etc. 

He  also  emphasizes  post-operative  treatment. 
Lugol’s  sol.  is  given  as  routine  and  if  the  patient 
is  a bad  risk  40  to  60  minums  are  given  to  pre- 
vent post  operative  reaction — 10  minums  daily  of 
Lugols  solution  are  recommended  for  two  or 
three  months  following  operation. 

Goiter  cases,  in  responding  to  rest  treatment, 
necessitate  a decrease  in  the  amount  of  the  func- 
tional gland  substance.  The  means  to  this  end 
are  roentgen  ray  and  surgery,  for  which  there 
are  three  primary  indications:  Pressure  symp- 
toms, toxic  symptoms  and  for  cosmetic  reasons. 
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As  to  operation  for  cosmetic  reasons,  every  pa- 
tient must  be  her  own  judge. 

It  is  not  always  possible  to  choose  correctly 
between  x-ray  and  surgery — to  know  by  which 
the  case  will  be  the  more  benefitted.  The  earlier 
conception  that  x-ray  treatment  was  devoid  of 
the  risks  that  attend  surgery  is  incorrect.  Foster 
says  that  stormy  reactions  may  follow  exposure 
of  limited  surfaces— that  if  the  thyroid  is  toxic 
death  may  occur.  Simple  goiters  have  been  fol- 
lowed by  Graves’  disease,  and  fatalities  have  oc- 
curred in  the  hands  of  the  most  experienced  x-ray 
technicians.  He  believes  that  severely  toxic  cases 
are  unsuitable  for  roentgen  treatment  because  of 
these  reactions. 

Some  authorities  claim  that  x-ray  will  relieve 
all  symptoms  except  exopthalmos  in  75%  of  the 
cases. 

Aikens^®^  discusses  the  use  of  radium  therapy 
in  toxic  goiter.  Along  with  the  rest  cure  he  gives 
quinine  hyperbromide,  grains  5 with  ergotin 
grains  1.  t.  i.  d.,  and  a mixture  of  strontium  bro- 
mide with  a bitter  tonic,  and  salines  in  the  morn- 
ing to  increase  free  elimination.  This  treatment, 
when  employed  with  radium,  he  found  would 
bring  about  an  improvement  of  symptoms.  Dr. 
Tyler also  advises  use  of  radium  for  severe 
hyperthyroidism  with  marked  cardiac  symptoms, 
because  these  patients  can  be  treated  in  bed  with- 
out disturbance  and  without  causing  excitement. 

However,  there  is  no  question  but  that  in  the 
hands  of  a surgeon  who  has  specialized  in  this 
line  of  work  the  results  so  secured  by  surgery 
are  better  than  by  other  methods,  and  that  re- 
sults can  be  secured  more  rapidly. 

For  the  pressure  symptoms  in  simple  goiter  an 
operation  is  indicated  at  once,  as  small  hemor- 
rhages into  the  gland  may  cause  death  from  pres- 
sure on  the  trachea.  Pathological  changes  may 
occur  at  any  time  in  simple  goiter  with  result- 
ant toxic  symptoms  which  would  also  require 
thyroidectomy. 

Strumitis,  or  inflammation  of  a goiter,  is 
treated  by  applications  of  cold.  When  suppura- 
tion is  present,  Kocher  recommends  removal  of 
that  portion  of  the  goiter. 

At  the  Lakeside  Flospital  in  Cleveland,  Dr. 
Crile  has  developed  a very  careful  technique  for 
the  surgical  treatment  of  the  severe  hyper-thy- 
roidism.  The  patient  is  kept  in  bed  previous  to 
the  operation.  Lugol’s  sol.  in  appropriate 
amounts  is  used  and  by  tactful  management  the 
patient  is  protected  from  fear  and  worry.  The 
operation  is  done  in  the  patient’s  room  in  some 
cases.  A preliminary  ligation  is  done,  followed 


later  by  a thyroidectomy.  Among  the  last  500 
thyroidectomies,  there  was  a mortality  rate  of 
only  1%. 

Malignant  tumors  of  the  thyroid  should  be  ex- 
cised if  recognized  in  time. 

Cretinism  is  treated  by  thyroid  extract.  Gor- 
don advises  one-tenth  grain,  t.  i.  d.  as  the  initial 
dose.  After  one  week  the  dose  may  be  increased 
to  one-eighth  grain.  He  advises  that  this  treat- 
ment be  discontinued  on  alternate  weeks,  and 
that  the  dosage  of  the  thyroid  be  gradually  in- 
creased up  to  tolerance,  or  the  absence  of  dis- 
turbing symptoms.  The  tolerance  is  best  de- 
termined by  watching  the  metabolism,  and  in  the 
absence  of  this  method  the  temperature  and  pulse 
must  be  the  guides. 

Myxedema  is  treated  much  the  same  as  cretin- 
ism except  that  larger  doses  are  generally  ad- 
vised. In  addition,  the  patient  should  be  kept  in 
bed  during  the  first  few  weeks  of  treatment  on 
account  of  anginoid  pains  and  cramps  in  the  ab- 
domen and  extremities.  The  effect  of  the  treat- 
ment may  be  expected  to  become  evident  in  a 
brief  time.  There  is  a gradual  clearing  up  of  the 
mental  cloud,  the  patient  becomes  less  somnolent 
and  at  the  same  time  there  is  a change  in  the 
facial  expression  and  a loss  of  puffiness.  Myx- 
oedema  following  surgery  can  be  prevented,  ac- 
cording to  Pemberton in  most  all  cases  by  the 
proper  surgical  technique,  i.  e.,  conserving  suf- 
ficient gland  tissue  along  posteromesidl  surfaces 
of  the  lobe. 

Acute  thyroiditis,  which  occurs  as  a compli- 
cation of  other  diseases,  is  best  treated  by  applica- 
tion of  ice  packs  to  the  neck  and  incision  of  ab- 
scesses when  occurring. 

In  conclusion,  it  is  my  opinion  that  the  inter- 
national program  of  thyroid  hygiene,  which  is 
under  way,  will  be  of  such  far-reaching  conse- 
quences that  abnormalities  of  the  thyroid  will  be- 
come a rarity  in  the  not  far  distant  future. 
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The  Annual  Meeting  May  14, 
15,  16,  Omaha 

Remember  the  annual  meeting  of  the  A^ebras- 
ka  State  Medical  Association  at  Omaha,  May 
14,  75,  7(5;  attend  if  possible  and  make  yourself 
a part  of  the  meeting  by  getting  acquainted  and 
by  taking  part  in  the  discussions.  Introduce 
yourself  to  the  man  next  to  you,  if  you  do  not 
knozv  him:  you  must  go  half  way  if  you  zvant 
to  get  acquainted. 

The  tentative  program  printed  on  succeeding 
pages  in  this  Journal  promises  a considerable 
z’ariety  of  scientific  zvork  and  social  entertain- 
ment. 

Especial  attention  is  called  to  the  playlet  to 
be  put  on  by  the  famous  Omaha  Community  Play- 
house, an  organisation  zoidely  praised  for  their 
clever  zvork.  This  alone  is  zvorth  the  time  to  go 
to  the  meeting. 

The  number  of  paid-up  members  at  this  time 
is  about  the  same  as  last  year.  If  you  are  still 
delinquent,  remedy  the  matter  at  once. 

Remember  that  this  is  an  organisation  of  doc- 
tors, for  doctors,  by  doctors,  for  the  good  of  all. 


THE  POOR  (?)  COUNTRY  DOCTOR 

If  certain  writers  in  popular  magazines  and 
some  in  medical  journals  are  to  be  believed  the 
country  doctor  is  not  only  passing,  but  is  al- 
ready buried,  although  he  may  not  realize  it. 
They  prove  it  by  statistics — and  what  is  more 
convincing  and  less  reliable  than  statistics? 
Known  facts  mean  nothing  aside  of  statistics. 

In  a little  publication, d/c(fiVa/  Economics,  a 
city  physician  diagnoses  the  case  of  the  country 
doctor  thus : 

‘‘The  doctor  in  the  country  cannot  make  a decent 
living.  Another  reason  lies  in  the  attitude  of  the 
people  themselves.  They  do  not  trust  the  country 
doctor,  except  in  emergencies  -where  they  cannot  help 
themselves,  and  no  doctor  can  live  on  emergencies. 
With  good  roads  they  run  to  the  city  physician  when- 
ever they  can,  to  the  detriment  of  the  country  doctor”. 

An  important  statement  if  it  were  true;  but 
it  is  not  true.  The  city  physician  makes  a state- 
ment that  does  not  cover  the  case  at  all,  and 
shows  that  he  lacks  information  on  the  sub- 
ject he  is  trying  to  discuss. 

The  well  equipped  country  doctor — well  equip- 
ped mentally,  morally  and  professionally — com- 
mands a generous  clientele  everywhere.  People 
flock  to  him  and  support  him  generously,  if  by 
his  work  he  commands  their  confidence  and  re- 
spect. It  is  the  story  of  the  better  mousetrap 
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and  the  pathway  to  his  door.  The  hegira  to  the 
city  physician,  when  it  occurs  is  the  result  of  the 
lack  of  confidence  in  the  local  man — to  some- 
thing inherent  in  himself.  The  country  doctor 
as  a whole  must  not  be  judged  by  the  few  who 
lack  ability,  or  who  having  ability,  do  not  grasp 
the  opportunities  before  them.  Physicians  who 
are  never  certain  of  anything,  who  call  consult- 
ants on  the  least  excuse,  or  refer  cases  to  spe- 
cialists for  diagnosis  that  come  within  the  ac- 
cepted 80%  that  can  and  should  be  cleared  up 
by  the  general  practitioner  are  the  cause  of  such 
drift  as  there  is  toward  the  city  physician.  They 
are  not  real  physicians — they  are  procurers  for 
the  specialist ! They  are  the  minority  of  the 
country  doctors  and  the  case  of  the  country  doc- 
tor cannot  be  rightfully  judged  by  such. 

We  cite  the  cases  of  three  young  physicians 
from  a metropolitan  city  who  within  six  years 
have  located  in  a country  town  of  2,000 — all 
three  doing  well  and  well  aware  that  they  are 
luckier  in  a country  town  than  in  the  metropoli- 
tan city,  and  another  young  physician  who  with- 
in four  years  has  located  in  a village  of  550,  who 
has  equipped  his  surroundings  with  hospital  fa- 
cilities on  a small  scale,  has  x-ray  and  physio- 
therapy apparatus  and  is  busy  all  the  time.  Doz- 
ens of  similar  cases  can  be  cited,  but  this  is 
enough.  People  want  service,  real  service,  and 
when  they  realize  they  are  getting  it,  they  will 
respond  to  the  country  doctor. 

Financial  conditions  in  some  sections  of  the 
farming  belt  have  been  hard  the  past  few  years, 
but  not  so  bad  anywhere,  we  believe,  as  to  drive 
physicians  away. 

The  shortage  of  physicians  in  Nebraska  small 
towns  has  never  been  acute  in  communities  large 
enough  to  support  a physician.  The  writer  be- 
lieves and  has  before  had  occasion  to  say  that 
this  is  probably  partly,  at  least,  due  to  the  fact 
that  there  are  two  Class  A medical  colleges  with- 
in the  state. 

It  is  interesting  in  passing  to  mention  an  art- 
icle “They  Shall  Not  Pass,”  in  the  April  North 
American  Review,  in  which  the  writer  after  re- 
lating some  of  the  heroic  adventures  of  the  coun- 
try doctor  as  he  finds  him  today  concludes,  “The 
country  doctor  passing?  Hardly.  But  the  as- 
sumption makes  good  editorials,  just  the  same.” 

The  country  doctor  needs  no  pity,  does  not 
want  to  be  pitied.  Good  roads  are  coming  fast, 
— the  principal  highways  are  built  and  the  farm 
to  market  roads  will  be,  under  the  new  law  just 
passed,  built  within  several  years.  Small  town 
high  schools  average  well  with  those  of  larger 


places.  Country  towns  are  therefore  desirable 
places  to  live  and  to  practice  medicine. 

Writers  like  to  compare  the  country  doctor 
with  the  city  specialist  which  is  no  comparison 
at  all,  but  a contrast.  If  a compari.son  were  at- 
tempted of  the  country  doctor  with  the  general 
practitioner  in  the  city  the  comparison  in  actual 
effort  and  financial  returns  might  even  be  in 
favor  of  the  country  doctor. 


THE  ANNUAL  MEETING  FORTY 
YEARS  AGO 

An  hour  spent  looking  over  the  proceedings 
of  the  annual  meeting  of  1888  brought  forth 
some  interesting  data  of  passing  interest. 

Previous  to  reorganization  in  1903  the  pro- 
fession was  organized  under  the  name  of  Ne- 
braska State  Medical  Society,  not  Association. 

The  meeting  was  held  in  the  old  Eederal 
building  at  Lincoln,  now  the  City  Hall.  Fifty- 
five  permanent  members  signed  the  roll.  Of  this 
number  the  only  ones  now  living  are  Dr.  A.  R. 
Mitchell,  Lincoln ; Dr.  W.  L.  Dayton,  Lincoln ; 
Dr.  M.  L.  Hildreth,  Lyons;  Dr.  J.  M.  O’Connell, 
Ponca ; Dr.  J.  E.  Summers,  Omaha  : Dr.  Harold 
Gifford,  Omaha;  Dr.  D.  C.  Bryant,  Omaha  (now 
Claremont,  Calif.)  ; Dr.  J.  P.  Lord,  Omaha;  Dr. 
Donald  McCrae,  Council  Bluffs;  Dr.  A.  B.  An- 
derson, Pawnee  City ; Dr.  W.  O.  Henry,  Pawnee 
City,  (now  Los  Angeles)  ; Dr.  H.  C.  Damaree, 
Roca,  we  believe. 

Twenty-seven  physicians  were  admitted  to 
membership  at  this  meeting  among  whom  were 
the  following  “war  horses”  of  the  Nebraska  pro- 
fession: Drs.  J.  S.  Devries,  Fremont;  A.  F. 
Jonas,  Omaha;  Wm.  J.  Davies,  Fremont;  F.  A. 
Long,  Madison ; W.  H.  Wilson,  Table  Rock, 
(Lincoln)  ; J.  C.  Moore,  Oakland,  (Hollywood, 
Calif.)  ; F.  S.  Owen,  Stromsburg,  (Omaha)  ; 
F.  A.  Butler,  Harvard,  (San  Diego)  ; J.  H. 
East,  Rising  City  (Denver).  It  is  believed  all 
the  others  have  passed  to  the  Great  Beyond. 

Drs.  J.  E.  Summers  and  J.  P.  Lord  were  ac- 
credited delegates  to  the  meeting  of  the  Ameri- 
can Association  at  Chicago  that  year. 

The  meeting  was  presided  over  by  Dr.  G.  H. 
Peebles,  David  City,  president  and  Dr.  Milton 
Lane,  Lincoln,  was  elected  president  for  the 
succeeding  year. 

The  late  Dr.  A.  S.  \Mn  Mansfelde,  Ashland, 
was  the  secretary  and  his  report  reflects  the  pro- 
lixity and  preciseness  that  was  his  characteristic. 

Among  the  historic  characters  of  Nebraska 
Medicine  there  were  present  Drs.  R.  R.  Living- 
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Stone,  Plattsmoluh ; Harvey  Link.  Millard;  J. 
C.  Denise.  Omaha:  L.  J.  Abbott,  Fremont. 

The  writer  remembers  an  incident  of  the 
meeting.  Having  tired  of  sitting  in  the  meet- 
ing, he  strayed  to  the  corridor  for  fresh  air  and 
while  there,  out  came  Dr.  Harvey  IMillard  and 
Dr.  L.  J.  Abbott,  of  Fremont,  arm  in  arm.  On 
asking  what  was  next,  one  of  them  replied,  "The 
next  will  be  a drink  of  whisky ; won't  you  go 
along?" 

The  committee  on  public  hygiene  and  public 
bealth  reported  a proposed  bill  creating  a board 
of  health  which  was  enacted  into  law  a year 
later.  Proposed  constitutional  amendments  as 
usual  now,  occupied  more  time  than  justified  by 
their  corrective  value. 

Papers  were  read  at  that  meeting  by  the  fol- 
lowing now  living:  "Progress  in  Surgery,"  Dr. 
Ewing  Brown.  Omaha  (San  Pedro,  Calif.)  ; 
“Plernia,"  Dr.  A.  F.  Jonas.  Omaha;  "Stone  in 
the  Bladder"  and  "Stone  in  the  Kidney,”  Dr.  J. 
E.  Summers,  Omaha ; "An  Entire  Body  Splint," 
Dr.  J.  P.  Lord,  Omaha:  "Correct  Diagnosis  in 
Surgical  Disease,"  Dr.  Donald  McCrae,  Council 
Bluffs : “Septic  Eoreign  Bodies  in  the  Eye."  Dr. 
Harold  Gifford,  Omaha;  "Report  of  Two  Inter- 
esting Surgical  Cases,"  Dr.  W.  O.  Henry,  Paw- 
nee City,  ( Los  Angeles  ) . 

When  a recess  period  was  announced  secre- 
tary von  Mansfelde  came  to  the  rear  of  the 
room  where  most  of  the  new  members  were 
sitting  and  said.  "I  want  to  shake  hands  with 
and  greet  these  new  members."  This  act  of 
kindness  and  human  interest  was  thoroughly  ap- 
preciated and  never  forgotten.  A like  interest 
in  the  new  members  at  our  annual  meetings  in 
these  days  is  a desideratum  devoutly  to  be  wished. 


THE  RhXEXT  COLLEGE  OE  PHYSI- 
CIAX’S  MEETIXG  AT  BOSTOX 

The  Thirteenth  Annual  Clinical  Session  of  the 
American  College  of  Physicians,  held  at  Boston, 
the  week  of  April  <sth,  was  one  of  the  best  meet- 
ings ever  held  by  the  College.  Headquarters  for 
the  meeting  were  at  the  Hotel  Statler  and  the 
attendance  was  the  largest  in  the  history  of  the 
College.  Eifteen  doctors  from  Xebraska  attend- 
ed the  meeting,  and  all  agreed  that  the  program 
and  clinics  were  most  excellent.  Everyone  felt 
that  he  was  well  repaid  for  the  long  journey, 
and  plans  are  already  being  made  to  attend  the 
next  session  which  will  be  in  ^Minneapolis,  in 
Eebruary,  1930. 

The  Clinics  were  held  each  morning  from  !• 
a.  m.,  to  12  noon,  and  scientific  papers  were  giv- 


en in  the  afternoon,  from  2 :30  to  o :3U.  Scien- 
tific papers,  and  addresses  were  also  given  on 
Monday,  Tuesday  and  Wednesday  evenings  at 
8 ;t>0  p.  m. 

The  Tuesday  evening  session  was  followed  by 
a smoker,  at  which  several  interesting  films  were 
shown  and  an  excellent  musical  program  pro- 
vided. 

The  annual  banquet  was  well  attended,  and 
the  address  of  the  evening  was  given  by  George 
E.  \ incent.  President  of  the  Rockefeller  Foun- 
dation. He  is  a most  excellent  speaker,  and  it 
was  indeed  a great  treat  to  have  had  the  privi- 
lege of  hearing  his  splendid  address. 

The  following  men  were  elected  Masters,  at 
this  meeting:  Dr.  Stengel  of  Philadelphia.  Dr. 
Martin  of  Montreal,  Canada.  Dr.  Jennings  of 
Detroit,  Mich.,  Dr.  Warthin  of  Ann  Arbor,  Mich., 
and  Dr.  Smithies,  of  Chicago,  111.  Masters  of 
the  College  of  Physicians  are  chosen  from  the 
Fellows  of  the  College  by  the  Board  of  Regents, 
on  account  of  their  research  work,  their  em- 
minence  in  the  practice  of  medicine,  or  some 
special  citation  which  makes  them  outstanding 
figures  in  the  Medical  Profession. 

Dr.  James  H.  ]^Ieans  of  Boston  deserves  spe- 
cial mention  because  it  was  through  his  untiring 
labors  that  this  successful  meeting  was  made  pos- 
sible. He  managed  all  the  clinics,  scientific  pro- 
grams. and  also  acted  as  Toastmaster  at  the  Ban- 
quet. The  various  hospitals,  medical  schools, 
and  profession  as  a whole,  gave  us  a most  hearty 
welcome  and  co-operated  to  the  fullest  extent 
in  every  detail,  to  make  this  a successful  meet- 
ing. If  there  is  any  truth  to  the  old  saying  that 
“Bostonians  are  reserved,  and  it  is  hard  to  pene- 
trate their  epidermis,”  it  was  surely  disproven 
at  this  session. 

It  is  impossible  to  report  on  the  different  clin- 
ics and  papers,  but  I am  sure  that  the  men  who 
attended  will  report  to  their  various  groups,  the 
new  and  interesting  facts  that  were  learned  at 
this  meeting. 

The  Fellows  and  .Associates  of  the  State  of 
Xebraska  wish  to  take  this  opportunity  for 
thanking  the  committee,  hospitals  and  the  pro- 
fession at  large  in  Boston,  for  a wonderfully  in- 
teresting and  profitable  week. 

— Adolph  Sachs.  Omaha. 

POSTGR.ADUATE  WORK?  YES! 

BUT  HOW? 

.-Vt  X’ienna  or  some  foreign  medical  mecca. 
perhaps  as  an  interrupted  vacation  period. 

.At  your  alma  mater,  perhaps  remotely  located 
and  divorced  from  you  by  years. 
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At  the  nearest,  but  to  you  strange,  university 
medical  college. 

At  your  county  or  district  medical  meeting  as 
an  organized  week-end  teaching  assembly. 

At  the  hospital  in  your  area  best  organized  for 
teaching. 

OR,  not  at  all,  like  myself. 

Postgraduate  work  I certainly  need,  but  how 
shall  I get  it?  Today  we  are  accused  of  graduat- 
ing Super-Six,  -Eight  or  -Twelve  cylinder  doc- 
tors and  putting  them  on  the  road  with  no  ser- 
vice stations  to  maintain  them.  Where  will 
you,  doctor,  general  practitioner,  get  your  fouled 
medical  spark  plug  cleaned  today  ? 

I am  not  joking.  I am  very  much  in  earnest. 
As  a member  of  your  Medical  Education  Com- 
mittee serving  you  under  the  direction  of  your 
House  of  delegates,  I am  asked  to  investigate 
and  recommend  a solution.  Do  you,  Dr.  Long, 
or  Dr.  General  Practitioner,  feel  the  need  of 
postgraduate  teaching?  (Answer  now  to  your- 
self where,  or  no  place).  If  so,  in  what  branch- 
es? Is  it  pediatrics,  obstetrics,  laboratory  or 
clinical  diagnosis,  surgery,  or  special  branches? 
Would  you  spend  some  time  and  seriously  re- 
turn again  to  student  application? 

To  have  Dean  Keegan  and  Dean  Schulte  pre- 
pare a postgraduate  course  for  you  and  have  no 
enrollment  is  an  embarrassment  appreciated  best 
by  the  good  cook  when  guests  to  the  party  fail 
to  come.  And  yet  they  are  anxious  to  prepare 
the  meal  if  you  will  but  come  and  eat  it. 

To  organize  a teaching  team  and  function  it 
for  a two  or  three  day  period  at  stated  places 
costs  time  and  money,  and  some  such  experi- 
ments have  been  very  disappointing.  Perhaps 
they  were  not  in  your  area.  Perhaps  you  did 
not  know  about  them.  That  was  not  your  fault. 
That  was  the  fault  of  the  organization.  What 
we  now  ask  is,  “Do  you  want  any  of  these  types 
of  postgraduate  work’’  ? 

Three  states  near  us  have  had  courses  of  nine 
weeks’  duration,  one  day  a week,  in  organized 
districts.  Thirty  doctors  were  previously  regis- 
tered and  paid  a cost  fee.  Three  classes  succeed- 
ed especially  well  where  good  teachers  were  pro- 
curable. Indeed,  these  three  states  that  success 
seems  dependent  on  this  factor.  Good  teachers 
are  not  to  be  found  here,  there  and  everywhere 
at  any  time.  It  may  be  possible  to  procure 
through  some  central  body  such  as  the  Ameri- 
can Medical  Association,  the  Carnegie  or  Rocke- 
feller Institute,  the  continuous  services  of  such 
a teaching  staff,  providing  several  states  would 


coo])erate.  Would  you  subscribe  to  such  an  en- 
deavor to  bring  postgraduate  study  to  your  dis- 
trict? 

If  you  and  enough  others  are  really  interested 
in  postgraduate  service  stations  for  your  super- 
six  brains,  write  your  committee  on  Medical  Ed- 
ucation today.  Then  a questionnaire  survey  let- 
ter may  be  sent  you  or  your  county  medical  sec- 
retary to  the  end  of  attempting  to  perfect  a post- 
graduate organization  to  help  you. 

— J.  Stanley  Welch,  Lincoln. 


EDITORIAL  PARAGRAPHS 

Pneumonia  takes  a toll  of  about  100,000  lives 
in  the  United  States  each  year. 

At  home  you  would  never  eat  a hollow  radish ; 
at  a hotel  you  get  only  hollow  radishes. 

The  average  per  capita  consumption  of  meat  in 
the  United  States  for  1928  was  138  pounds. 

Glenwood  Springs,  Colo.,  claims  a ninety-five- 
year-old  who  is  said  to  be  erupting  the  third  set 
of  teeth. 

The  Chicago  Medical  Society  offers  two 
weeks  of  summer  clinics,  June  17  to  29th,  at  the 
Cook  County  hospital. 

Sheean,  in  /.  A.  M.  A.,  April  13,  describes  a 
successful  case  of  transplanting  a part  of  a thumb 
nail  to  the  other  thumb. 

Dr.  Clemens  Von  Pirquet,  introducer  of  the 
Von  Pirquet  reaction  test,  died  in  \’ienna, 
March  1st,  at  the  age  of  fifty-five  years,  a sui- 
cide. 

The  inroads  made  by  truck  and  busses  the  last 
several  years  on  the  business  of  the  railroads 
has  not  prevented  the  railroads  from  paying  divi- 
dends. 

Several  physicians  of  this  state  are  said  to  be 
in  trouble  with  the  bureau  of  licensure  for  not 
renewing  the  licenses.  Remember  the  mills  of 
the  Gods. 

Press  reports  indicate  that  some  of  the  Aux- 
iliaries held  a meeting  recently  and  spent  the 
evening  playing  bridge.  Serious  minded  auxil- 
iary members ! 

The  Hoffmann-LaRoche  Chemical  works, 
manufacturers  of  a number  of  Council  accepted 
products,  is  erecting  a new  laboratory  in  New 
Jersey,  12  miles  from  New  York. 

“Tonics  and  Sedatives’’  in  J.  A.  M.  A.  on  the 
authority  of  the  Buffalo  News  defines  a family 
physician  as  one  who  can  diagnose  a case  of 
measles  without  a blood  test  and  an  x-ray. 
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The  recent  legislature  was  not  prolific  in  wel- 
fare legislation,  the  affairs  of  the  banking  com- 
mission and  the  bank  guarantee  law  overshadow- 
ing everything  else. 

Everybody  has  heard  about  Paul  Revere’s  ride ; 
but  it  is  not  generally  known  that  Paul  Revere 
was  a chemist  of  note  in  Boston  at  the  time  of 
the  Revolution  and  later  a manufacturer  of 
church  bells. 

The  annual  meeting  of  the  American  iMedical 
Association  at  Portland,  Oregon,  July  8-12,  will 
appeal  to  a great  many  Nebraska  physicians  who 
will  take  advantage  of  the  opportunity  to  visit 
the  Northwest  Coast. 

The  Phi  Beta  Pi  National  Medical  Fraternity 
will  hold  a luncheon  at  noon  on  Wednesday,  May 
15th,  during  the  state  medical  meeting  at  Omaha. 
All  Phi  Beta  Pi  are  urged  to  come  to  the  state 
meeting  and  attend  the  luncheon. 

On  the  suggestion  of  the  editor  of  the  N.  Y. 
State  Journal  of  Medicine  that  our  signed  edi- 
torials give  the  impression  to  strangers  of  being 
copied  from  some  other  journals,  we  will  here- 
after give  the  address  of  the  author  after  his 
name. 

“Road  boils”  is  a term  invented  by  the  high- 
way department  for  certain  spring  upheavals  in 
our  highways.  Since  a boil  has  but  one  hole  and 
a carbuncle  many  holes  the  term  “road  car- 
buncle” is  suggested  as  being  more  nearly  de- 
scriptive of  the  conditions. 

The  following  two  bills  have  become  laws : 
Senate  bill  190,  regulating  the  importation,  pro- 
duction, compounding,  possession  and  distribu- 
tion of  narcotic  drugs  or  their  synthetic  substi- 
tutes, and  house  bill  527,  creating  a state  ana- 
tomic board  and  providing  through  said  board 
for  the  distribution  and  use  of  certain  dead 
human  bodies  for  educational  purposes. 

Last  month  this  Journal  called  attention  to  the 
postgraduate  work  in  pediatrics  and  obstetrics 
offered  at  the  University  College  of  Medicine 
from  i\Iay  6 to  ]\Iay  13 — the  week  preceding  the 
annual  meeting.  It  is  to  be  hoped  a sufficient 
number  of  Nebraska  physicians  will  be  able  to 
attend  this  course  to  make  it  possible.  A won- 
derful opportunity  is  offered  the  profession. 

The  Public  Activities  committee,  with  the  co- 
operation of  the  Omaha  local  Committee  of  Ar- 
rangements for  the  annual  meeting,  has  arranged 
for  about  twenty-five  meetings  during  the  week 
of  the  annual  meeting  at  which  speakers  from 
various  parts  of  the  state  will  present  topics  in 
the  interest  of  Public  Health.  The  Chamber  of 
Commerce,  stores,  newspapers  and  the  Council 


of  Social  agencies  and  the  Nebraska  Tuberculosis 
Association  are  taking  an  active  part  in  this  work. 

A man  who  had  been  “treated  for  what  ailed 
him”  by  lights  and  other  physiotherapy  appar- 
atus, until  he  got  tired  of  paying,  not  seeing 
results,  said  he  felt  like  taking  an  axe  and  smash- 
ing the  accoutrement  when  he  found  out  that  he 
had  anasarca.  One  swallow  does  not  a summer 
make,  but  it  goes  to  show  what  is  done  to  in- 
terest the  patient  and  extract  dollars  sometimes 
without  making  a diagnosis. 

The  work  of  Walter  Reed  and  his  associates 
of  the  Yellow  Fever  Commission  has  now  been 
officially  recognized  by  the  congress  of  the 
United  States  and  approved  by  the  president. 
The  twenty-two  members  of  the  military  estab- 
lishment who  participated  in  the  experimental 
investigation  of  yellow  fever  in  Cuba  constitute 
a roll  of  honor.  They  volunteered  to  be  injected 
with  blood  from  patients  dying  of  yellow  fever 
or  to  be  bitten  by  infected  mosquitoes,  to  sleep  in 
beds  in  which  patients  died  and  to  wear  the 
clothes  of  patients  who  died.  Thus  they  helped 
to  drive  yellow  fever  almost  from  the  face  of  the 
earth.  Our  own  land  had  previously  been  in- 
vaded at  least  ninety-five  times  with  a loss  of  not 
less  than  a hundred  thousand  lives.  It  seems  in- 
credible in  the  light  of  present  knowledge  that 
epidemics  of  yellow  fever  have  taken  3,454  lives 
in  New  York,  10,038  in  Philadelphia,  4,565  in 
Charleston,  7,759  in  Memphis,  2,000  in  Norfolk 
and  41,348  in  New  Orleans,  besides  sweeping 
through  Baltimore  and  many  smaller  cities.  In 
those  days  people  fled  from  their  homes,  for  no- 
body knew  whence  or  how  the  scourge  came. — 

Says  Science,  April  5 By  this  work  it 

was  proved  that  yellow  fever  is  transmitted  by 
Stegomyia  fasciata  and  that  it  can  be  transmitted 
by  the  injection  of  blood  from  yellow  fever  pa- 
tients. Congress  just  recently  honored  these  men 
by  an  award  of  gold  medals  and  by  pensioning 
the  sixteen  now  living  and  the  widow  of  one  at 
the  rate  of  $125  per  month.  Dr.  A.  S.  Pinto, 
health  officer  of  Omaha,  was  a member  of  the 
Yellow  Fever  Commission  and  is,  therefore,  one 
of  those  so  honored. 


1929  NEBRASKA  MORBIDITY  SUMMARY- 
PRINCIPAL  DISEASES 


March 

Jan. 

Feb. 

Chicken-pox  

116 

204 

161 

Diphtheria  

73 

91 

80 

Influenza 

24 

1771 

89 

Measles  

189 

113 

208 

Meningitis,  Cerebrospinal.... 

9 

4 

16 

Poliomyelitis  

1 

0 

2 

Scarlet  Fever  

510 

418 

555 

Smallpox  

209 

278 

Tuberculosis  

15 

18 

8 

Typhoid  Fever  

3 

11 

5 
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Gonorrhea  166  220  127 

Syphilis  6t!  83  60 


Promptness  in  reporting'  the  reportable  diseases 
enables  the  Board  of  Health  having  jurisdiction  to 
more  effectively  control  threatened  epidemics.  The 
board  cannot  only  establish  quarantine  or  placard  at 
once  but  can  aid  in  avoiding  misunderstanding  by 
delivering  instructions.  Much  remains  to  be  done  in 
informing  the  public  that  the  police  power  exercised 
by  quarantine  or  placard  is  vested  in  the  Board  of 
health,  not  in  the  physician.  The  fact  that  quarantine 
becomes  automatically  operative  upon  recognition  of 
the  quarantinable  diseases  does  not  alter  this  exer- 
cise of  police  power  nor  delegate  the  power  to  others. 
In  other  words,  every  case  of  guarantinable  or  pla- 
cardable  disease  developing  is  one  of  police  power 
supervision  from  the  start. 

By  Congressional  Joint  Resolution,  May  1st  was 
designated  as  National  Child  Health  Day.  This  is 
commonly  called  May  Day.  The  objective  is  pres- 
ervation and  improvement  of  the  health  of  our  chil- 
dren. In  some  localities  much  enthusiasm  has  been 
displayed  and  successful  programs  conducted  in  a 
most  commendable  manner.  Evaluation  of  health 
improvement  is  afforded  and  should  be  systematized. 
This  annual  ^lay  Day  movement  can  well  be  ex- 
panded to  include  adult  health  or  better  community 
health  without  detracting  from  the  child. 

P.  H.  Bartholomew,  M.  D., 
Director  of  Public  Health, 
Collab.  Epidem’st,  USPHS. 


AXXL’AL  MEETIXG,  NEBRASKA  STATE 
.MEDICAL  ASSOCIATION,  ELKS’ 
CLUB  R00:MS,  OMAHA 

SCIENTIFIC  PROGRAM 
Tuesday,  May  14,  1929,  8:30  A.  M. 

Invocation Rev.  Frank  G.  Smith 

1.  Heart  Diseases  in  Children. ...E.  S.  Wegner,  Lincoln 

Discussion Dr.  C.  Swanson,  Hastings 

2.  Some  Practical  Considerations  in  IMal-Nutrition 

in  Children Dr.  Herman  M.  Jahr,  Omaha 

Discussion Dr.  H.  B.  Hamilton,  Omaha 

3.  The  Ketogenic  Treatment  of  Epilepsy 

Dr.  Lucien  Stark,  Norfolk 

Discussion Dr.  Rodney  Bliss,  Omaha 

4.  The  Value  of  the  X-Ray  in  the  Relief  of  Pain.... 

Dr.  Roy  Fonts,  Omaha. 

Discussion Dr.  E.  W.  Rowe,  Lincoln 

5.  The  Purpose  and  Policy  of  the  University  Hos- 

pital  Dr.  J.  Jay  Keegan, 

Dean,  University  College  of  Medicine,  Omaha 

6.  The  Early  Diagnosis  of  Pulmonary  Tuberculosis 

Dr.  Gerald  B.  Webb,  Colorado  Springs,  Colo. 

Discussion Dr.  Wm.  N.  Anderson,  Omaha 

Tuesday,  IMay  14,  1929,  2 P .M. 

Installation  of  the  President  of  the  Nebraska  State 
Medical  Association,  Dr.  H.  E.  Potter,  Presiding 
Introduction  of  the  President-Elect:  Dr.  F.  A.  Owen 

Dr.  B.  R.  McGrath,  president 

Address Dr.  F.  S.  Owen,  President 

1.  Surgical  Address.  Surgical  Judgment 

Dr.  W.  J.  Arrasmith,  Grand  Island 

2.  Peritoneal  Absorption  

Dr.  Chas.  W.  M.  Poynter,  Omaha 

3.  Some  Phases  of  Acute  Intestinal  Obstruction 

Dr.  Russell  Best,  Omaha 

4.  Personal  Experience  With  Spinal  Anaesthesia 

according  to  the  Pitkin  Technique 

Dr.  J.  W.  Duncan,  Omaha 

5.  Indications  for,  and  Technique  of,  Duodeno- 

Jejeunostomy  (Slides). .Dr.  J.  E.  Summers,  Omaha 


6.  Etiology  and  Surgical  Treatment  of  Pulmonary 
Abscess Dr.  Carl  A.  Hedblom,  Chicago 

Wednesday,  May  15,  1929,  8:30  A.  ^1. 

1.  The  Relation  of  P'ood  to  Teeth  in  Children 

Dr.  P'loyd  Clarke,  Omaha 

Discussion Dr.  E.  V.  Wiedman,  Lincoln 

2.  IMedical  Address.  The  Anemia  from  Chronic 

Poisoning  of  Carbon  Monoxide  Gas 

Dr.  C.  1’.  P'ordyce,  P'alls  City 

Discussion Dr.  B.  F.  Williams,  Lincoln 

3.  The  I’roblem  of  Hypertension 

Dr.  H.  J.  Lehnhoff,  Lincoln 

Discussion Dr.  Geo.  Covey,  Lincoln 

4.  Nebraska  Public  Health 

Dr.  P.  H.  Bartholomew,  Chief  State  Health  Dept. 
Discussion Dr.  Earl  Sage,  Omaha 

5.  Diabetes Dr.  Frank  Conlin,  Omaha 

Discussion Dr.  J.  S.  Welch,  Lincoln 

Wednesday,  !May  15,  1929,  2 P.  Id. 

Urological  Symposium: 

1.  The  Relation  of  Right  Sided  Pain  to  Urology.... 

Dr.  J.  IM.  Willis,  McCook 

2.  The  Significance  of  Blood  in  the  Urine 

Dr.  Chas.  McMartin,  Omaha 

3.  Urinary  Obstruction Dr.  C.  A.  Owens,  Omaha 

4.  Tuberculosis  of  the  Kidney 

Dr.  A.  D.  Munger,  Lincoln 

5.  Bladder  Tumors....Dr.  A.  P.  Synehorst,  Grand  Island 

6.  The  Increasing  Value  of  the  Author’s  Cautery 

Punch  Operation  for  the  Relief  of  Obstructions 

at  the  Bladder  Neck 

Dr.  John  C.  Caulk,  Prof.  Genito-Urinary 

Surgery,  Washington  l^niversity,  St.  Louis,  Mo. 

Thursday,  !May  16,  1929,  9 P.  M. 

I.  Clinical  Conferences: 

1.  Present  Day  Diagnosis 

Dr.  J.  Clyde  Waddell,  Beatrice 

Discussion Dr.  W.  W.  Arrasmith,  Grand  Island 

2.  Hay  Fever Dr.  E.  T.  Manning,  Omaha 

3.  Clinical  Presentations Dr.  A.  D.  Dunn,  Omaha 

4.  The  Present  Day  Conception  of  Tuberculosis... . 

Dr.  Miles  J.  Breuer,  Lincoln. 

Discussion Dr.  L.  T.  Sidwell, 

Supt.,  State  Tuberculosis  Hospital,  Kearney 

5.  Clinical  Presentations.  Electrocardiopraphic  In- 

terpretations  Dr.  W.  O.  Bridges,  Omaha 

Discussion Dr.  .John  C.  Thompson,  Lincoln 

6.  The  Controversey  Concerning  the  Diagnosis  and 

Treatment  of  Hyperthyroidism 

Ur.  Chas.  A.  Elliott,  l^rof.  Internal 

Medicine,  North we.stern  Medical  College,  Chicago 
Discussion Dr.  Francis  Heagey,  Omaha 

Thursday,  May  16,  1929,  2 P.  IM. 

1.  Lung  Abscess.  Case  History 

Dr.  J.  A.  Weinburg,  Omaha 

2.  Unusual  Injuries  at  the  Hip  Joint 

Dr.  Robt.  D.  Schrock,  Omaha 

3.  Bilateral  Fractures  of  Femurs.  Case  History.... 

Dr.  H.  F.  Johnson,  Omaha 

4.  Diagnostic  and  Therapeutic  Indications  of  Cis- 

ternal Puncture Dr.  A.  E.  Bennett,  Omaha 

5.  Fascial  Space  Infections  of  the  Foot,  With 

Dr.  Manuel  Grodinsky,  Omaha 

6.  Motion  Picture,  Caesarian  Section 

Dr.  J.  R.  Nilsson,  Omaha 

7.  Goiters Dr.  C.  A.  Boeder,  Omaha 
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SOCIAL  EVENTS 
Wednesday,  IMay  15,  1929 

Dinner  at  6:30 $1.50  per  plate 

Elks’  Club  Ball  Room 

Toast  Master Dr.  F.  .1.  Langdon 

President’s  Address Dr.  F.  S.  Owen 

Entertainment 

1.  The  Torchbearers,  a Comedy,  Produced  by  Omaha 

Communit.v  Playhouse. 

2.  Singin,g  and  Instrumental  Music  Before  and  After 

the  Play.  ilusic  Supplied  by  Randall’s  Royal 
Orchestra.  There  Will  Be  Dancing  After  the  Play. 


MRS.  S.  A.  PRESTON 

President  Woman's  Auxiliary  Nebraska  State  Medical 
Association 


THE  ANNUAL  MEETING  OF  THE  WOMAN’S 
AUXILIARY  TO  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 
Program 

Registration Hotel  Fontenelle 

Tuesday,  May  14 

10:00  A.  M Executive  Session 

12:15 — laincheon,  Chamber  of  Commerce  Rooms. 
.3:30-6:00 — Tea,  Conkling  Hall,  University  of  Nebras- 
ka, College  of  Medicine:  Hostess — Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Association. 

Wednesday,  May  15 
10:00 — General  and  Business  Session. 

1:00 — Luncheon  and  Entertainment.  Omaha  Country 
Club. 

Thursday,  M^y  16 

10:00 — Automobile  Drive  About  the  City.  Visit  to 
St.  ,Toseph's  Hospital. 

WORD  FROM  THE  ANTIPODES 
Meraj.  Bombay  Presidency.  March  23,  1929. 
To  the  Editor: 

Perhaps  you  would  like  a note  from  India  for  the 
Journal.  We  left  Hastings,  (my  two  sons  and  I). 
September  1st,  spent  two  months  enroute,  visited 
Honolulu,  Fiji,  New  Zealand,  Austria,  Celebes,  .lava, 
Straits  Settlements,  and  reached  Calcutta  about  the 


middle  of  November.  Of  course,  I visited  hospitais 
where  possible. 

Since  arriving  in  India  1 have  done  nothing  but 
eye  work — to  date  have  worked  in  four  hospitals  and 
have  a months  work  to  do  in  one  more,  over  on  the 
coast.  This  work  has  taken  up  pretty  much  over 
India  and  we  have  met  many  excellent  Indians  and 
had  many  pleasant  experiences.  The  patients  are  a 
simple,  very  respectful  and  courteous  people  and 
probably  the  most  appreciative  I have  ever  operated 
upon.  Of  course,  when  one  is  given  vision  after 
blindness — my  work  has  been  95f/r  cataract — he  is 
always  very  thankful. 

The  w'arm  weather  is  just  beginning  in  this  section 
(300  miles  south  of  Bombay)  registers  about  105  each 
afternoon,  but  the  nights  are  cool.  Of  course,  105  is 
not  very  warm  for  India. 

We  expect  to  sail  about  April  6.  I hope  to  renew 
old  acquaintances  at  Vienna.  We  will  fly  to  Berlin 
and  Paris  and  sail  from  England  early  in  June,  ar- 
riving home  at  Hastings  late  that  month. 

. — E.  C.  Foote,  DI.  D. 


THE  SOCIETIES 

The  Dodge  County  Medical  Society  held  its  month- 
ly meeting  and  dinner,  the  Auxiliary  Ijeing  guests, 
March  21. 

The  Nebraska  Public  Health  Association  held  its 
second  annual  meeting  at  Lincoln,  April  15,  with  the 
following  program:  “Interest  in  Public  Health”,  M.  F. 
Arnholt,  M.  D„  Lincoln;  “Nutrition  in  Children”,  Miss 
Evelyn  Blackburn,  Lincoln;  “Health  Examination  in 
Public  Schools,”  B.  F.  Lorance,  M.  D„  Auburn;  “The 
Mental  Hygiene  of  College  Students”,  Miss  Eleanora 
Stromquist,  Kearney;  Dental  Hygiene”,  L.  T.  Hunt, 
D.  D.  S.,  Lincoln;  “Tuberculosis”,  Miss  Alice  Mar- 
shell,  Omaha. 

The  Otoe  County  Medical  Society,  at  a meeting 
April  9,  had  as  special  guest  Dr.  R.  B.  Adams,  secre- 
tary-treasurer of  the  Nebraska  State  Medical  Asso- 
ciation. Dr.  Adams  urged  every  practitioner  of  medi- 
cine to  join  the  county  and  state  associations,  if  for 
no  other  reason  than  that  of  self  preservation.  He 
cited  the  Basic  Science  law  as  one  instance  of  the 
accomplishments  of  organized  medicine.  Dr.  .lohn 
C.  Thompson,  Lincoln,  spoke  on  the  Generalities  of 
the  Cardiac;  Dr.  E.  W.  Hancock,  Lincoln,  talked  on 
the  Treatment  of  Scarlet  Fever  and  discussed  at 
length  the  antitoxin  treatment  of  the  disease. 

The  semi-annual  meeting  of  the  Third  Councilor 
District  Medical  Society  was  held  at  Beatrice  under 
the  auspices  of  the  Gage  County  Medical  Society, 
April  12,  at  the  Paddock  hotel  where  a six  o’clock 
dinner  was  served.  The  following  program  was  car- 
ried out:  Medical  Activities  in  Relation  to  Public 

Health,  Dr.  E.  R.  Hays,  Falls  City;  Immobilization  of 
Upper  Extremity  Fractures,  Dr.  J.  E.  M.  Thomson, 
Lincoln;  Spinal  Anesthesia,  Dr.  J.  W.  Duncan,  Oma- 
ha; Empyema,  Dr.  Herbert  Davis,  Omaha;  Factors  in 
the  Diagnosis  of  Diabetes,  Dr.  F.  L.  Rogers,  Lincoln; 
Lower  Back  Pain,  Radiologically  Considered,  Dr.  W. 
A.  Rush,  Beatrice. 

The  Madison  Five  Counties  Medical  Society,  at  the 
March  meeting  at  the  Hotel  Norfolk,  March  19,  had 
as  honor  guest  Dr.  Henry  Meyerding  of  the  Mayo 
clinic  who  spoke  on  Bone  Tumors.  He  stressed  the 
danger  of  error  in  the  diagnosis  of  bone  tumors,  cases 
similating  bone  cysts  may  be  sarcoma  or  the  reverse; 
provisional  callous  has  been  mistaken  for  bone  sar- 
coma, etc.  Dr.  A.  M.  Sonneland,  N’orfolk,  read  a 
valued  paper  on  Treatment  of  Varicose  Veins,  In- 
jection Method.  Sixty-four  guests  partook  of  the 
dinner. 
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HUMAN  INTEREST  TALES 

Dr.  G.  M.  Andrews,  formerly  of  Stella,  has  located 
at  Auburn. 

Dr.  C.  E.  Leisure,  formerly  of  Shubert,  has  located 
at  Dawson. 

Dr.  E.  T.  Gangster,  formerly  of  Casper,  Wyo.,  has 
located  at  O’Neill. 

Dr.  W.  S.  Wood  has  sold  his  interest  at  Dawson  and 
is  moving  to  California. 

Dr.  C.  H.  Campbell,  Columbus,  is  spending  four 
months  in  study  in  Vienna. 

Dr.  Chas.  P.  Burr,  Burr,  and  Miss  May  Malsbury, 
Superior,  were  married  March  4. 

Dr.  N.  P.  Nielsen  of  Arcadia  has  been  added  to  the 
staff  of  the  Norfolk  State  Hospital. 

It  is  reported  that  Dr.  Fred.  W.  Pfeiffer  of  Wheat - 
land,  Wyo.,  will  open  a clinic  at  Scottsbluff. 

Dr.  B.  C.  Pease,  formerly  of  Gothenburg,  more  re- 
cently of  California,  has  located  at  Shelton. 

Dr.  B.  F.  Gleason,  Randolph,  and  Miss  Margaret 
Lorge  of  Bowman,  North  Dakota,  were  married  re- 
cently. 

The  Lynch  General  hospital  is  about  to  be  closed 
and  the  work  will  be  transferred  to  the  Sacred  Heart 
hospital. 

Dr.  G.  E.  Andrews  has  moved  from  Stella  to  Au- 
burn, but  will  devote  2 days  each  week  to  hfs  office 
at  Stella. 

A research  alcove  has  been  added  to  the  library 
of  the  Lancaster  County  Medical  society,  the  gift  of 
Dr.  J.  H.  Tyndale  of  Lincoln. 

Dr.  Carl  Amick,  Loup  City,  who  suffered  an  infec- 
tion in  March,  while  operating,  and  who  for  a time 
was  alarmingly  ill,  has  recovered. 

Dr.  Ralph  Thompson,  Omaha,  has  been  made  a 
first  lieutenant  in  the  medical  corps  of  the  regular 
army  and  assigned  to  duty  at  FT.  Crook. 

Dr.  W.  H.  Wilson,  formerly  chief  of  the  bureau  of 
health,  has  reentered  general  practice  and  has  opened 
an  office  at  506-507  First  National  Bank  building, 
Lincoln. 

Dr.  E.  A.  Creighton,  who  has  been  reported  as  retir- 
ing on  account  of  ill  health,  has  decided  to  continue 
practice  to  a limited  extent,  his  health  having  im- 
proved materially. 

Dr.  P.  D.  Pottenger,  Monrovia,  Calif.,  gave  an  il- 
lustrated lecture  on  Tuberculosis  before  the  Lancaster 
Medical  society,  March  28,  and  held  a clinic  at  the 
Lincoln  General  hospital  the  following  morning. 

Dr.  John  Peterson,  for  some  months  in  practice  at 
Red  Cloud,  has  quit  that  field  and  is  taking  eye,  ear, 
nose  and  throat  work  in  New  York,  preparatory  to  an 
association  with  Drs.  Hompes  and  Curtis  in  Lincoln. 


NECROLOGY 

John  B.  Ralph,  Omaha,  Nebr. ; Rush  Medical  Col- 
lege, 1869;  veteran  of  the  Civil  War;  practitioner  of 
Omaha  from  1882  until  retirement  in  1914;  city  physi- 
cian of  Omaha  for  18  years;  member,  Nebraska  State 
Medical  association;  died  March  29,  1929,  aged  eighty- 
seven  years. 


BOOKS  RECEIVED 

NURSES,  PATIENTS  and  POCKETBOOKS:  By 

May  Ayres  Burgess.  Cloth.  16  mo.  595  pages.  New 
York  City,  1928. 

IMPERATIVE  TRAUMATIC  SURGERY  With  Spe- 
cial Reference  to  AFTER-CARE  AND  PROGNOSIS: 
By  C.  R.  G.  Forrester,  M.  D.,  F.  A.  C.  S.  Cloth.  8 mo. 
458  pages  with  598  illustrations.  Price  $10.00.  Paul 
B.  Hoeber,  Inc.,  New  York,  1929.  ' 

WHAT  EVERY  ONE  SHOULD  KNOW  ABOUT 
EYES;  By  F.  Park  Lewis,  M.  D.  Cloth.  18  mo.  70 
pages.  Per  copy  30c.  Punk  & Wagnalls  Co.,  New 
York  & London,  1928. 

DIABETES  AND  ITS  TREATMENT:  By  Frederick 


M.  Allen,  M.  D.  Cloth.  18  mo.  98  pages.  I'er  copy 
30c.  Punk  & Wagnalls  Co.,  New  York  & London, 

1928. 

CARE  OP  THE  MOUTH  AND  TEETH:  By  Harvey 
J.  Burkhart,  D.  D.  S.  Cloth.  18  mo.  45  pages.  Per 
copy  30c.  Funk  & Wagnalls  Co.,  New  York  & Lon- 
don, 1928. 

GETTING  READY  TO  BE  A MOTHER:  By  Caro- 
lyn Conant  Van  Blarcom,  R.  N..  Cloth.  8 mo.  274 
pages  with  82  illustrations.  Price  $1.75.  The  Macmil- 
lan Co.,  New  York,  1929. 

ANGINA  PECTORIS;  By  Harlow  Brooks,  M.  D. 
8 mo.  148  pages.  Price  $2.50.  Harper  & Brothers 
Publishers,  New  York,  1929. 

CERTIFIED  MILK:  By  American  Assn,  of  Medical 
Milk  Commissions,  Inc.,  and  The  Certified  Milk  I’ro- 
ducers’  Assn,  of  America.,  Inc.  8 mo.  328  pages. 
Minneapolis,  Minn.,  June  11-12,  1928. 

SPINAL  ANESTHESIA:  By  Charles  H.  Evans,  M. 
D.  Cloth.  8 mo.  179  pages  with  41  illustrations,  3 in 
color.  Price  $5.50.  Paul  B.  Hoeber,  Inc.,  New  York, 

1929. 


DR.  W.  J.  MAYO  ON  MEDICAL  EDU- 
CATION OE  THE  DAY 

In  an  address  given  at  Iowa  City  at  the  dedi- 
cation of  the  new  Medical  buildings  the  middle 
of  November,  Dr.  W.  J.  Mayo  spoke  in  present 
day  medical  education  and  the  need  for  reform 
of  methods  as  follows : 

“There  is  a tendency  to  make  the  profession 
of  medicine  an  aristocracy.  The  cost  of  med- 
ical education,  the  number  of  years  before  men 
can  be  self-supporting,  the  age  at  which  stu- 
dents are  graduated,  averaging  about  twenty- 
seven  years,  is  driving  many  bright  men  into 
other  professions.  Yet  investigation  has  shown 
that  the  student  who  is  graduated  before  he 
is  twenty-five  is  of  greater  average  profession- 
al worth  at  the  end  of  fifteen  years  than  the 
one  who  is  graduated  after  twenty-five,  and 
I am  told  that  those  who  rank  in  the  second 
half  in  scholastic  attainments  at  a medical  col- 
lege are  on  an  average  of  as  great  professional 
value  at  the  end  of  fifteen  years  as  those  in  the 
first  half. 

The  proportion  of  the  enormous  cost  of  medi- 
cal education  borne  by  the  taxpayers  or  by  en- 
dowed funds  is  three  times  the  amount  paid  by 
the  student,  and  this  burden  is  carried  willingly 
by  the  people  for  the  purpose  of  having  good 
physicians.  I believe  that  the  function  of  the 
medical  school  is  to  turn  out  medical  practition- 
ers and  that  the  specialties  should  be  taught  after 
graduation  in  medicine.  I believe  that  one  year 
should  be  saved  in  our  grammar  schools,  and  that 
adequate  cultural  education  should  be  given  in 
the  high  schools,  so  that  the  premedical  course 
might  be  devoted  to  the  basic  science  subjects, 
saving  two  years  of  time,  and  that  the  medical 
school  should  devote  its  time  to  the  proper  edu- 
cation of  general  practitioners. 
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Further,  I see  no  reason  why  the  four-quarter 
system  should  not  be  adopted  in  high  schools  and 
colleges  as  well  as  in  medical  colleges.  Why 
young  people  at  the  strongest  time  of  their  lives 
physically  and  mentally  should  have  a vacation 
of  three  months,  when  the  world  is  on  the  twelve- 
month  working  basis,  I am  unable  to  see.  By  the 
adoption  of  some  such  program  our  medical  stu- 
dents would  graduate  well  under  the  age  of 
twenty-five,  and  have  sufficient  time  to  develop 
specialties  as  graduate  subjects. 

As  one  looks  into  the  future  of  medical  teach- 
ing, one  must  recognize  at  once  the  impossibility 
of  doing  more  for  the  medical  student  during  the 
time  he  is  being  educated  as  a general  practi- 
tioner than  to  give  him  a good  working  knowl- 
edge of  the  fundamentals  of  clinical  medicine. 

In  some  manner  there  must  be  correlation  of 
the  work  of  the  specialist  as  applied  to  the  sick 
man,  and  this  must  come  through  well  educated 
general  practitioners.  The  patient  cannot  know 
what  specialist  he  should  consult  and  the  spe- 
cialist cannot  know  the  needs  of  the  patient  be- 
yond his  specialty.” 


DIAGNOSIS  OF  EARLY  UTERINE 
CANCER 

Emil  Novak,  Baltimore  {Journal  A.  M.  A., 
March  IG,  1929),  stresses  the  fact  that  simple 
pelvic  examination  is  not  sufficient  in  making  the 
diagnosis  in  many  cancer  cases.  The  physician 
should,  in  all  suspicious  cases,  see  that  cancer  is 
ruled  out.  This  will  mean  biopsy  in  suspicious 
lesions  of  the  cervix,  diagnostic  curettage  in  sus- 
picious bleeding  from  the  uterus.  If  early  cancer 
of  the  cervix  is  found,  the  patient  has  at  least  a 
fifty-fifty  chance  for  cure.  If  early  adenocarcin- 
oma of  the  uterus  is  found,  her  chances  of  cure 
should  be  about  two  out  of  three.  Any  physician 
can  diagnose  late  cancer,  but  physicians  should 
familiarize  themselves  with  the  clinical  appear- 
ance of  early  cancer  and  of  cervical  lesions  that 
are  to  be  regarded  with  suspicion.  Even  if  prov- 
ed benign,  such  lesions  are  important  predispos- 
ing causes  of  cervical  cancer,  and  their  correc- 
tion, usually  very  easy,  does  much  to  protect  the 
patient  from  cancer.  The  danger  of  biopsy,  if 
any  exists,  is  far  more  than  counterbalanced  by 
the  life-saving  information  it  often  yields.  There 
is  no  other  way  of  making  the  diagnosis  in  the 
early  stages  of  the  disease.  The  same  statement 
may  be  made  with  regard  to  diagnostic  curettage 
in  suspicious  bleeding  of  intra-uterine  origin. 
Neither  biopsy  nor  diagnostic  curettage  is  of  un- 
qualified value,  however,  unless  combined  with 
competent  pathologic  examination.  The  ideal  is, 


of  course,  that  the  surgeon  himself  should  be  a 
good  pathologist.  Although  there  is  much  dis- 
cussion of  the  bearing  on  cancer  mortality  of 
such  factors  as  the  method  of  treatment  and  the 
histologic  classification  of  the  tumor,  the  fact 
still  remains  that  the  most  important  single  factor 
is  the  duration  of  the  disease.  Hence  the  basic 
importance  of  biopsy  and  diagnostic  curettage 
which  are  essential  in  the  recognition  of  the  really 
early  stage. 


LIVER  EXTRACT  IN  TOXEMIA  OF 
PREGNANCY 

The  total  preeclamptic  cases  studied  by  Harold 
A.  Miller  and  D.  Ben  Martinez,  Pittsburgh 
{Journal  A.  M.  A.,  Feb.  23,  1929),  number  255, 
of  which  they  placed  101  in  the  mild  group,  nine- 
ty-five in  the  moderate  group,  and  fifty-nine  in 
the  severe  group.  In  this  series  there  were  eighty- 
four  patients  with  nephritic  toxemia,  who,  while 
not  showing  any  improvement  in  the  blood  pres- 
sure or  urinary  condition,  were  nevertheless  al- 
lowed to  continue  their  pregnancies  until  they 
went  into  labor  spontaneously.  The  authors  used 
heparmone  in  the  treatment  of  these  cases.  As 
would  be  expected  in  the  treatment  of  any  condi- 
tion, the  response  varies  with  the  severity  of  the 
toxemia.  Even  in  the  severe  cases  some  improve- 
ment occurred  without  supplementary  or  symp- 
tomatic treatment,  while  in  the  moderately  severe 
or  mild  cases,  some  were  returned  to  a practically 
normal  state.  There  are  two  mild  reactions  which 
may  occur:  (1)  moderate  headache  for  about 
one  hour  after  the  injection,  or  (2)  flushing  of 
the  skin  and  a feeling  of  warmth.  One  anaphy- 
lactic reaction  occurred  when  35  cc.  was  given 
intravenously  to  a patient  in  whom  an  unsuspected 
sensitization  to  the  drug  existed.  Many  cases, 
when  first  seen,  are  in  the  severe  group,  and  are 
so  treated,  afterward  dropping  to  moderately  se- 
vere or  even  mild  toxemias,  when  they  are  treat- 
ed accordingly.  While  the  shifting  from  group 
to  group  is  largely  from  the  severe  to  the  mild, 
an  occasional  case  may  show  the  reverse  reac- 
tion. Four  patients  have  developed  eclampsia,  one 
from  the  moderate  group  and  three  from  the  se- 
vere group.  One  fulminating  toxemia  proved 
fatal,  the  patient  dying  within  ten  minutes  after 
the  first  convulsion.  The  histories  of  forty-five 
cases  are  published.  In  the  mild  cases,  10  cc.  of 
heparmone  was  given  weekly  in  the  form  of  in- 
tramuscular injections;  moderate  cases,  10  cc.  was 
given  two  or  three  times  weekly,  and  in  the  se- 
vere cases  10  cc.  was  given  two  or  three  times  a 
day  until  the  patient  was  delivered.  In  this  series 
the  diet  was  not  restricted.  No  other  medication 
was  used. 
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SPECIALIZATION:  ITS  PRESENT  STATUS  AND  ITS  Lf)GICAL  RELATION 
TO  THE  GENERAL  PR.-UOTCE  OF  MEDICINE* 

F.  S.  OWEN,  M.  D„  F.  A.  C.  S., 

President  Nebraska  State  Medical  Association. 

Omaha,  Nebr. 


Our  present  highly  developed  and  widely  di- 
versified specialties  are  in  the  main  products  of 
the  last  fifty  years.  Yet,  some  of  them  e.xisted 
centuries  before  the  Cliristian  era.  Surgery  has 
always  been  the  predominating  s])ecialty.  It 
reaches  back  into  iirehistoric  times  and  doubtless' 
antedates  even  medicine.  According  to  Loekh. 
it  is  recorded  by  Athotis,  one  of  the  Egyptian 
kings  who  wrote  a treatise  on  anatomy  and  who 
reigned  fifty  seven  hundred  years  before  the 
Christian  era,  that  surgery  was  practiced  in  his 
day  and  that  surgeons  were  highly  esteemed. 
Homer  in  the  Iliad  sings  the  praises  of  Machaon, 
the  son  of  Aesculapius,  who  as  military  surgeon 
accompanied  the  Grecian  warriors.  And  that 
the  surgeon  today  has  fallen  from  the  high  pin- 

’President's  address  delivered  before  the  annual  meeting.  Nebraska 
State  Medical  Association.  Omaha.  May  15.  1929. 


nacle  to  which  he  had  been  elevated  during 
Homer's  time  is  shown  when  Machaon  had  been 
wounded  in  battle  and  Idomenus  was  made  to 
say: 

"A  wise  iihysician,  skilled  our  wounds  to  lieal 
Is  more  than  armies  to  public  weal." 
Numerous  writings  on  papyri  and  hieroglyphics 
carved  in  stone  are  sufficient  evidence  of  the  an- 
ticiuity  of  surgery.  That  surgery  had  attained  a 
high  degree  of  perfection  in  ( )ld  Egypt  is  evi- 
denced hv  the  variety  and  character  of  the  oper- 
ations ])erformed.  \'enesection,  lithotomy,  re- 
moval of  tumors,  reduction  of  dislocations  and 
other  minor  and  major  operations  are  of  record. 

( )phthahnology,  fostered  by  the  undoubted 
prevalence  of  eye  diseases  which  had  existed  in 
Egypt  throughout  all  the  ages,  was  practiced  be- 
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fore  the  time  of  Moses,  indeed,  thousands  of 
years  before  Christ.  M'e  read  in  papyri  devoted 
to  diseases  of  the  eye  that  the  ancient  Egyptians 
had  recognized  many  of  the  diseases  known  to 
modern  medical  science  and  had  carefully  classi- 
fied them  and  minutely  described  their  symptoms. 
One  marvels  at  the  knowledge  of  these  ancient 
phvsicians  when  he  reads  their  descrij)tion  of  the 
.sym])toms  of  diseases  well  known  to  modern 
oculists  as  iritis,  trachoma,  hypopion.  cataract, 
strabismus,  chemosis,  and  many  others.  They 
were  somewhat  better  in  describing  the  symjitoms 
than  they  were  in  treating  the  cause.  However, 
they  employed  the  salts  of  copper  for  trachoma 
and  for  a few  other  diseases  treatment  that  would 
pass  muster  today. 

The  renown  of  the  ancient  Egyptian  oculists 
spread  throughout  the  then  known  world.  Even 
down  to  the  time  of  Cyrus,  king  of  Persia  in  the 
sixth  century  B.  C.,  it  had  not  dimmed.  Accord- 
ing to  Herodotus,  the  mother  of  Cambyses,  the 
son  of  Cyrus,  was  afflicted  with  senile  cataract. 
Cambyses  sent  to  Egypt  imploring  Amasis,  the 
king,  to  send  to  his  mother’s  aid  the  greatest  of 
Egyptian  oculists.  Xebenchari  came  and  operated 
and  restored  her  vision.  It  is  interesting  to  note 
that  out  of  this  incident  a war  arose  between 
Persia  and  Egypt — a very  strange  role  for  an 
oculist  to  play. 

Had  the  ancient  Greeks  and  Egyptians  main- 
tained the  high  standard  to  which  they  had 
brought  medicine  and  its  specialties  there  would 
now  be  a different  story  to  relate.  But  decadence 
followed.  The  Dark  Ages  supervened  and  cast 
its  blighting  mantle  over  the  arts  and  sciences. 
Medicine  suffered  most.  Eor  many  centuries  the 
employment  of  charms,  incantations  and  prayers 
largely  supplanted  rational  medical  treatment. 
Surgery  in  the  hands  of  the  ecclesiastics,  and 
finally  prohibited  by  the  Pope,  was  reduced  to 
the  lowest  ebb.  What  little  was  done  was  in 
the  hands  of  barbers,  ignorant  charlatans  and 
traveling  quacks.  Ophthalmology  and  other  spe- 
cialties were  forgotten  at  the  wayside. 

It  had  been  so  firmly  established  in  the  minds 
of  the  people  that  medicine  was  the  divine  art  and 
regarded  as  a gift  of  the  gods,  that  scientific 
medicine  made  slow  progress  for  centuries  fol- 
lowing the  Dark  Ages.  That  the  blighting  in- 
fluence of  this  belief  has  reached  down  even  to 
our  time  is  evidenced  by  the  thousands  of  people 
who  in  the  past  year  have  flocked  to  that  arch 
charlatan  of  South  Dakota  who  is  reputed  to 
cure  all  the  aches  and  pains  the  flesh  is  heir  to 
by  simi)ly  laying  on  hands  ; a similar  scene  is  now 
being  enacted  within  the  borders  of  our  own  state. 


Surgery  was  the  first  to  recover  from  the 
backset  it  had  sustained  during  the  middle  ages. 
But  the  other  specialties  lagged  and  did  not 
reach  even  the  degree  of  perfection  boasted  of 
by  the  ancient  Egyptians  until  comparatively  re- 
cent times.  Indeed  up  to  the  middle  of  the  last 
century  a specialist  as  such  was  hardly  known. 
Diseases  that  now  fall  naturally  to  the  realm  of 
the  specialist  were  handled  by  the  general  physi- 
cian, save  in  very  exceptional  instances. 

Specialists  for  some  years  following  the  date 
just  mentioned  confined  their  activities  in  Am- 
erica only  to  the  large  cities.  Up  to  a very 
recent  date,  however,  there  were  cities  of  consid- 
erable size  in  which  no  specialist  could  be  found 
who  confined  his  practice  to  his  specialty  ex- 
clusively. Within  the  life  of  the  speaker  so  large 
a city  as  Cincinnati,  Ohio,  had  its  first  oculist  lo- 
cate there.  But  in  the  later  part  of  the  nineteenth 
century  the  success  which  attended  these  pioneer 
specialists  attracted  many  physicians  to  special- 
ism. An  added  impetus  was  given  it  by  the 
establishment  of  free  dispensaries  in  various 
cities,  free  clinics  and  special  instruction  in  our 
medical  colleges. 

This  awakened  interest  lead  to  an  enormous 
increase  in  the  number  of  specialists  as  well  as  a 
corresponding  increase  in  their  variety.  From  the 
larger  cities  they  soon  began  to  filter  into  smaller 
cities  and  towns.  Beginning  with  the  close  of 
the  World  W ar  so  manv  physicians  had  gone  into 
the  practice  of  a specialty  there  were  few  towns 
in  America  of  two  or  three  thousand  inhabitants 
or  even  less  that  could  not  boast  of  their  special- 
ists of  one  variety  or  another.  According  to  the 
last  edition  of  the  American  Medical  Directory 
the  number  of  physicians  in  the  United  States 
who  are  recognized  as  confining  their  practice  to 
one  of  the  various  specialties  is  15,941. 

Inasmuch  as  the  total  number  of  physicians  in 
the  United  States  is  given  as  149.521  the  propor- 
tion of  whom  are  specialists  is  10.7%.  If  we 
add  to  this,  the  number  of  physicians  who  in 
their  practice  favor  a particular  branch  of  medi- 
cine but  do  not  confine  their  practice  wholly  to 
it,  the  number  who  are  engaged  wholly  or  part- 
ly in  special  practice  would  equal  appro.ximately 
twenty  per  cent  of  the  total  number  of  physi- 
cians. 

The  right  to  practice  a specialty  in  the  United 
States  may  be  assumed  by  anyone  after  he  has 
secured  his  doctor’s  degree  and  his  license  to 
practice  medicine.  In  some  of  the  countries  of 
Europe  one  wishing  to  practice  a specialty  must 
first  go  before  a lawfully  constituted  board  of 
examiners  which  decides  whether  the  applicant 
mav  or  may  not  assume  the  title  of  specialist  in 
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the  particular  branch  of  medicine  he  wishes  to 
practice.  That  some  such  requirement  should 
be  demanded  of  our  specialists  in  the  Lhiited 
States  has  been  under  discussion  for  several 
years. 

The  American  Board  of  Ophthalmic  Examina- 
tions, the  American  Board  of  Otolaryngology  and 
the  American  College  of  Surgeons  are  doing 
much  and  will  do  more  as  time  g'oes  on  to  estab- 
lish standards  of  fitness  to  practice  these  special- 
ties and  to  protect  the  public  against  unc|ualified 
specialists.  However,  no  definite  steps  as  yet 
have  been  taken  in  this  country  to  make  the  re- 
quirements thus  far  proposed  compulsory.  And 
as  time  passes  the  need  of  such  action  becomes 
less  and  less  apparent.  It  is  not  to  be  denied, 
however,  that  for  the  best  good  there  should 
have  been  some  restriction  placed  on  the  assump- 
tion of  the  title  of  specialist  when  a number  of 
years  ago  doctors  too  often  were  being  awarded 
certificates  of  proficiency  and  were  assuming  the 
title  of  specialist  after  having  completed  but  a 
few  weeks  course  in  one  of  the  special  branches. 

The  six  weeks’  course  which  enables  a doctor 
to  proclaim  himself  a specialist  is  a thing  of  the 
past.  The  glamour  which  formerly  surrounded 
the  specialist  is  fast  disappearing  and  no  longer 
so  liable  to  serve  as  a camouflage  for  incompe- 
tency. The  public  is  becoming  educated  along 
medical  lines  as  never  before  and  more  and  more 
becoming"  competent  to  judge  a specialist  in  the 
light  of  his  real  merit.  It  will  be  demanded  of 
tomorrow’s  specialist  that  he  must  possess  not 
only  adequate  training  but  also  a natural  fitness 
for  his  chosen  work.  To  meet  these  demands 
will  require  several  years  of  intensive  prepara- 
tion. After  procuring  his  doctor’s  degree  he 
should  as  a rule  spend  a period  of  four  or  five 
years  in  general  practice.  Through  it  will  be 
gained  a practical  knowledge  that  can  be  gained 
in  no  other  wa}'  and  the  value  of  which  in  his 
future  work  can  hardly  be  measured.  Through 
it  will  also  be  determined  his  fitness.  To  deter- 
mine his  fitness  is  of  no  little  importance  for  if 
he  expects  to  reach  high  rank  as  a specialist  he 
must  possess  this  quality  in  no  small  measure. 
Then,  to  complete  his  preparation,  he  should 
spend  two  or  three  years  in  the  capacity  of  as- 
sistant in  a hospital  devoted  to  his  specialty  or  a 
l)ost-graduate  school  taking  a definite  course 
under  the  guidance  of  competent  specialists ; or 
as  an  assistant  in  the  office  of  a specialist,  sup- 
plemented by  a service  in  the  special  department 
of  a large  hospital. 

The  question  is  often  asked : What  does  the 
amazing  growth  specialism  has  made  in  the  few 


years  it  has  existed  tell  us?  Does  the  hand  writ- 
ing on  the  wall  warn  us  that  the  ultimate  result 
will  be  that  the  practice  of  medicine  will  be  wholly 
assumed  by  a multitude  of  specialists  and  that 
the  general  physician  as  he  is  known  today  will 
have  been  completely  submerged  and  will  be 
known  no  more  as  such?  Some  close  observers, 
indeed,  seem  to  think  that  will  be  the  final  re- 
sult or  at  most  the  general  physician  will  be  noth- 
ing more  than  a medical  shop-walker  whose  oc- 
cupation will  be  largely  limited  to  the  directing 
of  patients  to  the  proper  specialists. 

Specialization  has  been  a necessary  and  in- 
evitable result  of  the  wonderful  growth  and  de- 
velopment medical  science  has  attained  in  recent 
years.  So  vast  has  medicine  become,  it  would  be 
a hopeless  undertaking  for  any  one  person  to  try 
to  master  all  of  it.  Hence,  it  has  come  about 
that  specialism  has  assumed  a very  im])ortant  and 
indispensable  place  in  the  practice  of  medicine. 
And  it  is  a notable  and  deplorable  fact  that  as 
the  specialist  has  increased  in  favor  the  family 
doctor  has  decreased  in  prestige  and  usefulness. 

Aside  from  the  necessary  and  inevitable 
g'rowth  specialism  has  made  and  should  make  if 
progress  is  to  continue,  there  are  several  factors 
which  have  contributed  to  the  change  in  the  rela- 
tive importance  of  the  family  doctor  and  the  spe- 
cialist. One  of  these  in  a measure  can  be  laid 
at  the  door  of  our  medical  colleges.  The  funda- 
mental object  of  our  medical  schools  has  been  and 
should  be  the  education  qf  their  students  for  the 
general  practice  of  medicine.  But  they  have  in 
recent  years  given  such  prominence  in  their  cur- 
ricula to  the  specialties  that  the  main  object  of 
the  medical  education  has  been  somewhat  lost 
sight  of. 

I do  not  wish  in  any  way  to  disparage  the 
importance  of  the  specialist  when  I say  that  he, 
in  teaching  medical  students,  has  not  been  slow  to 
take  advantage  of  the  o])portunity  especially  to 
emphasize  the  importance  of  his  particular  branch. 
The  natural  result  has  been  that  the  student 
body  gains  an  exagg'erated  idea  of  the  importance 
of  specialism.  This  is  evidenced  by  the  fact  that 
fully  fifty  per  cent  of  medical  students  before 
having  completed  the  prescribed  course,  have  de- 
termined to  go  into  a specialty  at  some  future 
time. 

The  automobiles,  good  roads,  and  other  im- 
proved methods  of  modern  transportation  are 
potent  factors  in  the  development  of  the  special- 
ties to  the  detriment  of  the  family  doctor  by  giv- 
ing the  public  at  considerable  distances  quick  and 
comfortable  access  to  the  larger  medical  centers. 
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The  importance  of  the  family  doctors  has  been 
greatly  weakened  also  by  the  increase  in  knowl- 
edge of  medical  matters  by  the  laity.  In  time 
past  when  one  became  a sufferer  from  a disease 
of  whatever  nature  he  first  consulted  his  family 
doctor  who  then  determined  w'hether  it  was  a case 
he  coidd  handle  or  whether  it  should  be  sent  to 
a specialist.  Now  the  discriminating  public  in 
too  many  instances  ignores  the  family  doctor  by 
going  directly  to  the  specialist. 

The  general  physician  for  a time  was  swept 
off  his  feet  and  greatly  bewildered  on  account  of 
the  sudden  growth  of  the  specialties  and  his  ap- 
parent loss  of  standing  and  patronage.  He  awoke 
to  find  every  region  of  the  human  body  pre- 
empted and  staked  off.  What  had  formerly  been 
his  sole  care  had  apparently  been  taken  over  by 
specially  trained  doctors.  He  not  only  wondered 
what  finally  would  be  left  for  him  to  do  but  what 
the  present  status  of  his  medical  activities  really 
was.  He  failed  to  fully  realize  and  aj)preciate  the 
fact  that  it  was  but  the  natural  result  of  modern 
advance  in  medical  science  and  a part  of  an  or- 
derly well-organized  and  highly  developed  battle 
front  against  the  hosts  of  disease  and  that  he, 
whether  he  realized  it  or  not,  still  did  and  should 
occupy  the  position  of  commanding  officer  and 
that  he  alone  was  responsible  for  the  preserva- 
tion of  cohesion  and  harmony  in  the  forces  mar- 
shaled against  disease. 

The  brilliant  and  somewhat  spectacular  success 
which  has  attended  the  newly  ordered  specialist, 
he  feels  has  so  overshadowed  the  age-long  re- 
gard hr  which  he  has  been  held  by  the  laity  that 
it  has  been  noticeable,  he  has  unconsciously  de- 
veloped in  a measure  what  for  the  lack  of  a bet- 
ter term  we  may  call  an  inferiority  complex. 
There  should  be  no  doubt  as  to  the  position  he 
holds  in  medical  activities.  He  should  and  it  is 
my  opinion  always  will  hold  the  commanding 
])lace.  This  position  is  the  keystone  of  the  arch 
and  should  it  be  removed  and  the  work  parceled 
out  among  numerous  specialists,  an  intolerable 
confusion  would  follow  and  the  best  in  medicine 
wotdd  be  lost. 

The  intimate  relation  which  the  family  doctor 
holds  to  his  patients  over  a long  period  of  years 
gives  him  a knowledge  which  cannot  be  gained 
by  any  one  else  and  the  usefulness  of  which  can- 
not be  overestimated  w’hen  he  is  called  upon  to 
treat  them.  The  importance  of  this  is  aptly  ex- 
jiressed  by  Dr.  Oliver  Wendell  Holmes  in  his 
story  “Elsie  Venner’’  where  Dr.  Kitteridge  says: 
“I  know  these  peo])le  about  here,  fathers  and 
mothers,  and  children  and  grandchildren,  so  as 
all  the  science  in  the  world  can't  know  them 


without  it  takes  time  about  it,  and  sees  them 
grow  up  and  grow  old  and  how  the  wear  and 
tear  of  life  comes  to  them.  You  can't  tell  a horse 
by  driving  him  once,  Mr.  Langdon,  nor  a patient 
by  talking  half  an  hour  with  him.” 

There  should  be  no  quarrel  between  the  spe- 
cialist and  the  family  doctor.  There  is  enough 
for  each  to  do.  The  competent  general  physician 
should  still  be  able  to  treat  80  to  90  per  cent  of 
the  cases  that  come  to  him.  And  there  is  no  rea- 
son why  he  should  not  treat  the  diseases  com- 
monly classed  as  belonging  to  the  province  of 
one  of  the  specialties  if  he  so  chooses,  providing 
he  can  treat  them  as  skillfully  as  the  specialist. 
The  growth  of  specialism  has  not  been  so  much 
at  the  expense  of  the  family  doctor  as  it  might 
seem.  The  larger  part  of  what  the  specialist  is 
called  upon  to  do  at  the  present  time  was  not  as- 
sumed by  the  family  doctor  in  former  years  and 
never  can  be  as.sumed  by  him  unless  he  receives 
special  training.  What  little  goes  to  the  specialist 
is  more  than  balanced  by  the  new  fields  of  ac- 
tivities opened  to  him  and  new  duties  imposed 
upon  him  through  the  natural  trend  of  modern 
medicine. 

That  an  evolution  in  medical  practice  has  tak- 
en place  in  the  past  few  years  is  apparent  to  all. 
But  the  family  doctor  has  been  slow  to  accept 
this  change  and  make  the  best  of  it.  No  longer 
does  his  reputation  wholly  depend  upon  his  abil- 
ity to  diagnose  and  cure  disease  but  he  must 
have  the  ability  to  prevent  it  if  he  wishes  to  sus- 
tain his  reputation.  Therefore,  he  should  be  the 
chief  exponent  and  e.xecutor  of  hygiene.  Here 
is  a wide  and  fertile  field  that  can  be  profitably 
cultivated  if  one  chooses.  In  his  hands  also  rests 
the  .success  of  Periodic  Health  E.xamination 
which  has  now  been  before  the  public  for  some- 
time and  towards  which  I fear  he  has  been  too 
lukewarm.  Not  only  should  he  give  it  his  whole- 
hearted support  but  also  his  earnest  advocacy  at 
every  opportunity.  He  will  play  the  important 
role  in  carrying  out  the  provisions  of  these  ex- 
aminations and  the  total  benefit  that  will  accrue 
not  only  to  the  public  but  to  the  doctor  as  well  if 
these  examinations  become  universal,  cannot  be 
fully  visualized,  even  if  only  two  of  the  result- 
ing benefits  are  counted,  namely,  the  opportunity 
to  discover  unsuspected  di.sease  and  also  the  very 
beginning  of  disease.  It  is  hardly  necessary  to 
mention  that  if  these  examinations  are  to  be 
popularized,  they  should  be  taken  seriously  and 
always  carefully  and  searchingly  made. 

There  are  other  avenues  which  modern  medi- 
cine has  opened  that  need  not  be  discussed  here. 
The  wise  physician  will  not  ignore  them  but  will 
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prepare  himself  to  do  this  new  work  efficiently 
if  he  wishes  to  increase  his  income  and  prestige. 

“The  old  order  endeth”  in  medical  practice. 
The  new  order  is  at  hand.  The  family  doctor  is 
about  to  take  his  proper  place  in  carrying  it  for- 
ward. Xow  that  he  has  discarded  many  of  the 
past  fallacies  and  with  a new  understanding  faces 


the  realities  of  the  j)resent  and  future  neither 
group  practice  nor  the  specialist  will  keep  him 
from  assuming  the  close  relation  which  formerly 
existed  between  the  physician  and  his  jiatients. 
He  will  continue  to  carry  on  and  keej)  alive  the 
traditions  of  innumerable  doctors  who  have  gone 
before. 


FUNCTIONS  OF  THE  LIVER- 

FRANK  C.  MANN,  M.  D., 

Divi.sion  of  Experimental  .Surgery  and  Pathology,  The  Mayo  Foundation. 


Rochester, 

This  morning  Dr.  Rowntree  told  you  frankly 
that  he  and  his  associates  could  use  very  little 
of  the  data  that  had  been  gathered  concerning  the 
physiology  of  the  liver.  I shall  go  further  and 
tell  you  that  probably  nothing  I say  to  you  to- 
night concerning  the  physiology  of  the  liver  can 
be  used  on  the  patient.  The  justification  for 
presenting  material  which  does  not  have  a cer- 
tain amount  of  practical  benefit  lies  in  the  fact 
that  on  such  facts  must  the  future  of  medicine 
be  based.  While  I am  frank  to  say  that  prob- 
ably little  if  anything  I shall  say  can  be  used  in 
the  practice  of  medicine  today,  I am  also  frank 
to  say  that  I believe  that  within  a short  period  of 
time  some  of  it  can  be  used  in  practice.  This 
great  organ,  the  liver,  plays  such  an  important 
part  in  the  physiolog'ic  activity  of  the  organism, 
and  has  so  many  things  to  do,  that  I am  quite 
sure  many  of  them  sooner  or  later  will  touch 
practical  medicine. 

In  order  to  understand  some  of  the  funda- 
mental principles  of  the  physiology  of  the  liver, 
it  is  necessary  to  review  a few  pertinent  ana- 
tomic facts  which  everyone  learned  in  school, 
but  which  did  not  become  a part  of  the  physi- 
cian’s everyday  knowledge.  Of  course,  the  first 
thing  one  recalls  in  discussing  the  liver  is  its 
large  size.  It  is  the  largest  organ  in  the  bodv. 
d here  is  only  one  other  mass  of  homogeneous 
tissue  larger  than  the  mass  of  the  liver,  that  is. 
the  voluntary  muscles.  This  is  of  importance, 
and  again  I would  not  be  surprised  if  the  volun- 
tary muscles  prove  to  have  more  than  a mere 
motor  part  to  play.  They  may  bear  to  meta- 
bolism a relationship  which  is  of  greater  import- 
ance than  the  production  of  heat  and  mechanical 
energy  for  the  rest  of  the  body.  Concerning  the 
liver,  first,  then,  is  its  size.  Second,  it  has  a 
double  blood  supply.  One  of  these  is  under  low 
pressure,  is  venous  in  origin,  and  comes  from 
the  part  of  the  body  which  carries  food  products 
to  the  rest  of  the  system.  The  liver  has  another 
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Minnesota. 

blood  supiily,  arterial  in  origin,  that  differs  in  no 
way  from  the  blood  supply  to  other  organs. 
.Since  the  vasomotor  nerves  control  the  blood 
supply,  possibly  the  significance  of  the  portal  cir- 
culation that  I have  emphasized,  that  its  purpose 
is  to  carry  food  products  from  the  intestine  to 
the  liver,  may  not  be  as  great  as  is  implied.  It  is 
difficult  to  show  that  a substance  injected  into 
tlie  portal  vein  is  acted  on  more  quickly  than  if 
injected  into  a systemic  vein. 

There  are  three  important  cells  characteristic 
of  the  liver  that  are  not  found  in  any  other  organ. 
I refer  first  to  the  hepatic  cell.  Second,  tliere  is 
the  stellate  cell,  that  is  included  as  one  of  the  iin- 
portant  constituents  of  the  reticulo-epithelial  sys- 
tem ; and  third,  the  particular  type  of  cell  that 
lines  the  biliary  canal.  I am  not  sure  but  that 
these  last  cells  have  a function  that  is  not  wholly 
concerned  with  lining  the  biliary  canal.  The 
basis  for  this  suspicion  rests  in  the  fact  that 
under  certain  conditions  these  cells  become  filled 
with  fat  droplets,  a change  not  readily  observed 
in  other,  similar  cells. 

Histologically  the  liver  is  organized  on  two 
bases;  First,  the  portal  lobule,  which  empha.sizes 
the  fact  that  the  liver  is  a gland,  producing  an 
external  secretion,  and  second,  the  hepatic  lobule 
which  emphasizes  the  fact  that  the  liver  has 
something  to  do  with  the  e.xchange  of  products 
in  the  blood.  The  real  unit,  however,  consists  of 
a simple  double  celled  trabecula  with  a blood 
sinus  on  each  side.  For  the  purpose  of  consid- 
ering the  organ  physiologically  the  two  units 
may  be  kept  in  mind : One  emphasizes  the  pro- 
duction of  an  e.xternal  secretion ; the  other,  that 
’t  has  something  to  do  wtih  the  elaboration  of 
products  which  pass  to  and  from  the  blood 
stream.  .So  much  for  the  few  anatomic  facts 
one  should  carry  in  mind. 

The  liver  is  characterized  by  some  fundamental 
reactions.  One  is  probably  in  exaggerated  form ; 
no  other  organ  has  it  in  the  same  degree ; that 
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is.  the  ability  of  restoration  after  injury.  ]\Iany 
years  ago  the  fact  was  pointed  out  that  when  an 
animal  was  given  chloroform  injury  might  involve 
a large  portion  of  the  liver,  and  that  in  a few 
days  it  would  be  perfectly  restored.  Also,  in 
mythology,  when  Zeus  became  jealous  of  Prom- 
etheus and  tied  him  to  a rock  and  had  a vulture 
daily  consume  his  liver,  it  grew  again  each  night. 
Somebody  in  that  day  knew  something  of  the 
liver,  because  I do  not  know  of  any  other  organ 
of  which  it  could  have  been  said,  and  hold  true, 
that  it  is  restored  so  readily  after  injury. 

The  liver  of  the  dog  has  five  distinct  lobes.  It 
is  easy  to  take  out  a lobe,  approximately  30  per 
cent  of  the  total  amount.  In  a few  weeks  the 
animal  has  as  much  liver  as  before  operation.  It 
is  not  regenerated  in  the  same  way  as  a tadpole's 
tail.  I use  the  term  “restoration.”  I will  not 
even  say  “physiologic  compensation” ; it  is  a res- 
toration. Hepatic  tissue  is  not  restored  by  the 
growing  out  of  a new  lobe,  but  by  increase  in 
the  lobes  that  remain.  The  edges  of  the  normal 
liver  are  replaced  with  rounded  edges. 

\ow.  we  have  taken  out  30  per  cent  and  it 
has  been  restored  to  normal.  We  take  out  an- 
other lobe  and  in  a few  more  weeks  a normal 
amount  of  liver  has  been  restored.  This  can  be 
repeated  until  only  one  lobe  remains.  P>y  that 
time  more  liver  has  been  removed  than  the  ani- 
mal had  originally,  and  the  amount  remaining 
is  as  great  as  the  normal  amount : so  that  the 
mythologic  story  holds  true. 

.■Mthough  this  particular  organ  has  the  ability 
to  be  restored  more  than  anv  other  organ  the 
restored  hepatic  tissue  may  not  have  a normal 
physiologic  capacitv.  We  are  obtaining  some  evi- 
dence in  regard  to  this  que.stion.  The  restored 
hepatic  tissue  does  not  appear  to  withstand  the 
same  strain  that  can  be  withstood  by  normal 
hepatic  tissue.  \\’e  took  out  all  except  one  lobe 
of  the  liver  of  a dog  and  in  about  a year  he 
suddenly  died.  At  necropsv,  the  liver  was  twice 
the  size  of  a normal  dog’s  liver.  On  histologic 
examination,  however,  only  a few  of  the  cells 
appeared  to  be  normal  hepatic  ce'P. 

The  function  of  the  liver  which  interests  most 
clinicians  because  it  is  the  function  that  deals 
with  two  of  the  three  important  clinical  condi- 
tions associated  with  the  liver,  is  the  secretion  of 
bile.  There  are  a few  things  we  know  concern- 
ing the  secretion  of  bile,  and  the  stimulation  that 
calls  it  forth.  P>ile  is  secreted  continuouslv.  but 
the  rate  varies  a great  deal  and  depends  on  the 
activity  of  the  gastro-intestinal  tract.  We  do 
not  know  the  relationship  between  the  activity  of 


the  gastro-intestinal  tract  and  the  liver.  It  may 
be  explained  on  a basis  similar  to  that  on  which 
Dr.  Ivy  has  just  explained  the  activity  of  the 
gallbladder.  As  yet,  however,  it  is  an  unsolved 
problem. 

Bile  contains  many  constituents,  three  of  the 
most  important  of  which  are  bile  acids,  bile  pig- 
ment. and  cholesterol.  The  latter  is  of  import- 
ance to  the  surgeon,  because  a high  percentage 
of  his  operations  are  due  to  the  fact  that  the 
physiologic  processes  concerning  this  particular 
substance  have  gone  wrong.  As  far  as  the 
origin  of  the  cholesterol  found  in  the  bile  is  con- 
cerned, little  is  known.  It  is  not  known  wheth- 
er the  liver  makes  it.  nor  is  its  hepatic  function 
known. 

The  next  important  constituents  of  bile  are  the 
bile  acids.  They  have  two  distinct  functions. 
One  has  to  do  with  preparation  of  the  fat  for 
absorption ; the  other,  so  far  as  I know,  is  to 
stimulate  the  liver  to  increase  the  secretion  of 
bile.  -\t  least  bile  salts  are  the  only  substances 
formed  within  the  body  which  will  so  stimulate 
the  liver.  The  evidence  so  far  points  to  the 
fact  that  these  substances  are  made  in  the  liver 
by  the  liver,  although  the  evidence  is  not  con- 
clusive. 

The  third  important  constituent  of  bile  is  bile 
pigment.  It  appears  to  be  an  excretory  product. 
It  apparently  is  not  used  after  being  formed.  It 
is  made  from  hemoglobin.  So  far  as  we  know, 
no  other  substance  will  give  rise  to  bilirubin, 
^lost  of  our  knowledge  concerning  bilirubin  is 
organized  about  the  fact  that  it  is  made  in  the 
liver.  Here  for  once  I must  confess  the  liver 
is  not  of  the  importance  we  used  to  think  it  was. 
Most  of  the  bile  pigment  probably  is  not  made 
in  the  liver.  Certainlv  in  the  normal  dog  the  per- 
centage made  in  the  liver  is  small.  Most  of  the 
bile  pigment  is  formed  in  the  bone  marrow. 

So  much  for  the  secretion  of  bile.  Clinically, 
it  is  an  important  function.  Physiologically,  it 
is  not  as  important  as  some  of  the  other  hepatic 
functions.  The  most  important  known  function 
is  that  which  has  to  do  with  carbohydrate  meta- 
bolism. Claude  Bernard  introduced  investiga- 
tions to  this  function  when  he  found  glvcogen 
in  the  liver.  The  principal  function  of  the  liver 
does  not  rest  so  much  in  its  ability  to  make  and 
store  glycogen.  Its  important  function  is  to  reg- 
ulate the  concentration  of  sugar  in  the  blood.  We 
have  come  to  realize  that  among  the  .so-called 
physiologic  constants  certain  constant  figures  for 
blood  pressure,  the  number  of  red  cells,  hemo- 
globin and  so  forth  we  must  include  the  main- 
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tenance  of  the  level  of  blood  sugar  within  fairly 
definite  and  rather  narrow  limits.  In  other 
words,  for  the  organism  to  live  and  maintain  its 
physiologic  equilibrium,  it  is  necessary  for  a cer- 
tain amount  of  sugar  to  be  circulated  through 
the  tissue  constantly.  The  liver  provides  for  the 
constant  supply  of  this  sugar.  This  is  a vital 
function ; without  it,  the  organism  quickly  will 
die.  How  the  liver  performs  this  function  and 
what  mechanism  is  involved,  we  do  not  know. 
I am  quite  sure  all  of  the  present  theories  that 
have  to  do  with  control  by  the  liver  of  the 
amount  of  sugar  in  the  blood  are  not  wholly 
correct  as  they  do  not  explain  all  the  facts. 

Not  only  is  the  liver  responsible  for  main- 
tenance of  this  narrow  margin  of  concentration 
of  sugar  in  the  blood,  but  also  for  the  increase 
that  may  occur.  There  are  two  conditions  in 
which  blood  sugar  is  increased.  The  one  in 
which  physicians  are  most  interested  is  diabetes, 
or  the  hyperglycemia  that  follows  removal  of  the 
pancreas.  There  are  also  the  hyperglycemias 
that  follow  certain  disturbances,  such  as  the  ac- 
tion of  certain  drugs.  The  liver  is  responsible 
for  these  increases  in  blood  sugar  just  as  it  is 
responsible  for  the  maintenance  of  the  normal 
level  of  blood  sugar.  If  the  pancreas  is  removed 
from  an  animal  in  about  two  days  its  blood  sugar 
reaches  a constant  high  level.  If,  then,  the  liver 
also  is  removed,  the  level  of  blood  sugar  de- 
creases to  that  of  a normal  animal.  If  the  liver 
is  removed  from  an  animal,  such  substances  as 
epinephrine  will  not  produce  an  increase  in  the 
blood  sugar.  All  of  these  processes  depend  on 
the  liver.  Therefore,  when  the  physician  states 
that  his  patient  with  diabetes  has  a certain  blood 
sugar,  the  maintenance  of  that  concentration  is 
governed  by  the  liver. 

Another  hepatic  relationship  to  carbohydrate 
metabolism  is  the  storage  of  sugar  in  the  liver. 
It  was  discovered  to  contain  a substance,  glyco- 
gen, which  was  found  also  stored  in  the  muscles. 
The  amount  stored  in  the  normal  organism  in 
muscle  and  liver  is  about  the  same,  although 
the  concentration  varies.  The  substances  are  the 
same.  But  the  fate  of  the  glycogen  which  is 
stored  in  the  liver  and  that  which  is  stored  in 
the  muscle  is  entirely  different.  That  which  is 
found  in  the  liver  is  used  for  the  maintenance 
of  this  vital  function,  control  of  the  blood  sugar 
level.  If  our  work  on  a hepatized  animal  is  to 
be  accepted,  the  amount  of  glucose  the  liver  must 
add  to  the  blood  stream  is  quite  large.  In  an 
animal  without  its  liver,  it  is  necessary  to  give 
0.25  gm  of  glucose  for  each  kilogram  of  body 
weight  each  hour.  The  glycogen  stored  in  the 


liver  certainly  is  used  during  the  periods  in 
which  there  is  no  ingestion  of  food  for  the  main- 
tenance of  this  level  of  glucose  in  the  blood. 

However,  so  far,  there  is  no  evidence  that  the 
glycogen  stored  in  the  muscle  is  used  to  main- 
tain sugar  in  the  blood.  It  might  be  considered 
that  this  glycogen  is  formed  in  the  muscle  for 
“home  consumption".  The  muscle  uses  it  itself. 
While  it  is  possible  that  some  is  used  to  main- 
tain the  blood  sugar,  as  yet  we  have  no  ])roof 
of  this.  A dehepatized  animal  will  die  in  a con- 
dition of  hvpoglycemia,  with  an  amount  of  gly- 
cogen in  its  mu.scles  that,  if  converted  to  glucose, 
would  maintain  it  for  many  hours. 

The  second  important  food  stuff  in  the  meta- 
bolism of  which  the  liver  is  of  importance  is 
protein.  When  protein  food  is  taken  into  the 
body,  it  may  have  one  of  three  possible  fates. 
First,  a certain  amount  of  it  is  used  to  build  up 
the  body  protein.  The  growing  animal  must 
have  a comparatively  large  amount  that  is  thus 
used  but  the  mechanism  is  not  known.  No  one 
questions  the  fact  that  cells  are  replaced,  and  it 
takes  protein  or  nitrogen  food  jiroducts  to  re- 
place them.  The  second  possibility  is  that  a cer- 
tain amount  of  it  is  changed,  in  all  probability, 
and  is  used  as  storage  protein,  the  so-called  de- 
posit protein  of  the  body.  There  is  evidence  that 
some  of  it  is  stored  in  the  liver.  The  third  fate 
of  the  ingested  protein  food,  and  the  one  that 
befalls  probably  most  of  it,  is  that  the  nitrogen 
portion  is  removed,  deaminized,  and  excreted  in 
the  form  of  urea ; the  rest  is  used  as  carbohy- 
drate. 

The  liver  has  nothing  to  do  specifically  with 
the  first  course  that  protein  may  take.  The  liver 
may  have  something  to  do,  however,  with  the 
second  fate  of  protein ; it  may  act  as  a store  house 
of  depo.sit  protein.  The  liver  is  essential  for  the 
third  course  that  protein  may  take:  the  process 
of  splitting  off  of  the  nitrogenous  part  of  the 
amino  acid  as  well  as  the  resynthesis  of  this  into 
urea  depends  on  the  liver.  Neither  of  these  pro- 
cesses occurs  in  the  liverless  animal. 

When  physicians  talk  about  retention  of  urea 
in  renal  disease  they  should  think  that  the  liver 
is  essential  for  the  production  of  this  substance, 
and  that  production  of  it  is  not  a function  of  the 
kidney.  It  mav  be  that  with  this  idea  in  mind 
some  of  the  unsolved  puzzles  concerning  reten- 
tion of  urea  may  be  solved. 

One  word  in  regard  to  the  detoxicating  func- 
tion of  the  liver.  We  do  not  know  much  about 
it.  If  we  mean  a function  whereby  the  liver 
takes  a substance  and  makes  it  harmless  in  the 
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same  way  in  which  a detoxicant  is  supposed  to 
neutralize  the  toxin,  this  has  not  been  proved 
to  be  a function  of  the  liver.  If  we  consider  that 
the  liver  protects  the  body  from  certain  toxic 
substances,  it  is  true.  How  it  accomplishes  this 
protection  we  do  not  know.  One  of  the  best 
methods  we  have  developed  to  determine  hepatic 
injury  has  to  do  with  this  function. 

We  can  give  to  normal  dogs  certain  substances, 
such  as  ammonia,  in  standard  amount  and  they 
will  not  affect  the  dog;  but  if  the  substances  are 
given  to  dogs  with  injured  livers,  they  will  cause 
severe  reactions.  If  we  are  careful  in  the  dosage 
we  can  judge  the  amount  of  injury  to  the  liver 
by  the  reaction  which  occurs.  A dose  which  we 
know  would  not  produce  symptoms  in  a normal 
dog  will  kill  a dog  with  a badly  injured  liver. 

If  one  wished  to  carry  over  the  things  he  had 
learned  concerning  the  physiologic  activity  of  the 
liver  and  wished  to  make  his  knowledge  of  sig- 
nificance in  clinical  medicine,  it  would  be  neces- 
sary to  study  animals  in  which  the  hepatic  func- 
tion had  been  reduced.  For  a while  to  reduce 
the  function  of  the  liver  was  a difficult  procedure 
due  to  the  fact  that  the  liver  has  this  seemingly 
unlimited  power  to  be  restored.  There  are  cer- 
tain conditions  under  which  the  liver  cannot  re- 
store itself.  One  of  these  conditions  is  obtained 
by  shunting  the  portal  blood  around  the  liver ; 
another  by  producing  biliary  obstruction  : and  a 
third,  by  producing  cirrhosis.  \\'hen  removal  of 
a portion  of  the  liver  is  preceded  by  any  of  these 
measures  it  is  not  followed  by  restoration  of 
hepatic  tissue,  or  only  to  a slight  degree.  It  has 
thus  been  possible  to  reduce  a dog’s  liver  to  an 
estimated  15  per  cent  of  the  normal  amount. 
Such  an  animal  appears  to  get  along  perfectly 
well  and  it  is  difficult  to  determine  that  it  is  not 


normal  as  regards  hepatic  activity,  except  in  one 
regard.  It  is  essential  to  keep  these  animals  alive 
by  maintaining  them  on  a carbohydrate  diet. 
They  will  not  tolerate  a high  protein  diet. 

Studies  on  these  animals  of  which  the  hepatic 
tissue  had  been  reduced  have  shown  that  these 
fundamental  processes,  maintaining  the  blood 
sugar  level,  deaminization,  the  formation  of  urea, 
and  so  forth,  are  carried  on  very  well.  It  is 
with  great  difficult}-,  hy  a study  of  these  pro- 
. cesses,  that  it  can  be  determined  that  the  liver 
has  been  injured  even  though  the  animal  does 
not  have  more  than  an  estimated  eighth  of  the 
amount  of  hepatic  capacity  it  had  before. 

If  I were  to  leave  any  word  which  it  might  be 
possible  to  use  clinically.  I would  say  that  phy- 
sicians can  best  protect  patients  with  hepatic  dis- 
ease by  strict  attention  to  the  kind  of  food  the 
patients  eat.  I think  that  will  apply  to  the  pa- 
tient with  cirrhosis  just  as  to  the  dog.  The  pa- 
tient can  be  protected  by  making  it  easy  for  the 
liver  to  have  available  a suitable  amount  of  car- 
bohydrate ; the  body  can  be  protected  by  not  giv- 
ing too  much  protein. 

The  liver  has  a number  of  functions  of  which 
investigators  are  just  hecoming  aware.  It  is 
known  that  dogs  with  a decreased  amount  of 
hepatic  tissue  are  not  normal.  They  are  poor 
operative  risks.  As  nearly  as  can  be  told  from 
general  functional  tests  or  general  physiologic  ac- 
tivity of  the  liver,  these  dogs  are  normal  animals. 
It  is  hoped  that  more  may  be  found  out  about 
these  so-called  subtle  functions  of  the  liver  which 
may  have  to  do  considerably  with  surgical  pa- 
tients. For  this  reason,  it  is  planned  to  continue 
the  work,  particularly  in  regard  to  studies  on  an- 
imals with  reduced  hepatic  tissue. 


TrMOR.S  OF  THE  BLADDER* 

W.  E.  LOWER,  :\L  D.. 

Cleveland  Clinic, 

Cleveland,  Ohio. 


Tumors  of  the  bladder  occur  both  in  primi- 
tive races  and  in  the  lower  animals.  In  his 
studies  of  cancer  among  the  North  American  In- 
dians. HoffmaiF^)  has  reported  a number  of 
cases  of  cancer  of  the  bladder.  Cases  of  papil- 
loma. sarcoma  and  carcinoma,  as  well  as  myxoma 
and  fibroma,  have  been  reported  in  various  dom- 
estic animals,  including  dogs,  horses,  cattle  and 
hogs.  It  is  not,  therefore,  a condition  which  can 
be  attributed  to  so-called  civilization.  Occupa- 

•Read  before  the  Sectional  Meeting.  American  College  of  Surgeons. 
Lincoln,  Nebr.  March  15,  1920. 


tion  does  not  seem,  as  a rule,  to  be  a factor  in 
the  causation  of  these  tumors,  although  papil- 
lomata are  said  to  occur  more  frequently  in  an- 
ilin  dye  workers.  The  urinary  bladder  is  not 
subjected  to  traumatism  in  the  same  way  as  are 
the  pylorus  and  the  large  intestines,  and  chronic 
irritation  would  seem,  therefore,  to  be  a doubtful 
factor  in  causation.  L’ntil  we  can  know  more 
specifically  the  exact  cause  of  these  tumor  for- 
mations. we  cannot  apply  prophylactic  measures. 

Tumors  of  the  urinary  bladder  are  classified 
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as  benign  and  malignant,  but  they  are  all  poten- 
tially malignant,  for  they  all  show  a tendency  to 
recur ; and  although  the  tumors  in  a certain  group 
are  histologically  innocent,  their  repeated  recur- 
rence may  destroy  life  by  causing  damage  to  the 
function  of  the  upper  urinary  tract.  Again,  the 
recurrent  tumors  may  change  from  a histological- 
ly benign  to  a histologically  malignant  type  of 
growth.  In  one  case  in  my  series  a papillary  car- 
cinoma appeared  IT  years  after  a benign  papil- 
loma had  been  excised,  in  another  a squamous-cell 
carcinoma  followed  a benign  papilloma  after  an 
interval  of  three  years,  and  in  a third  an  epider- 
moid carcinoma  followed  a benign  papilloma 
after  three  years.  In  the  majority  of  cases  papil- 
lomatous tumors — especially  those  that  occur 
singly — can  be  destroyed  and  will  not  recur,  but 
tumors  that  appear  in  multiple  form  show  a great- 
er tendency  to  recurrence.  I think  we  are  safe 
in  saying  that  multiple  tumors  recur  in  20  per 
cent  of  the  cases.  Dr.  Edwin  Beer  says : “For 
one  of  the  strange  peculiarities  of  bladder  papil- 
lomata is  their  tendency  to  recur  in  a new  site  in 
the  bladder,  with  a tumor  springing  up  dc  novo 
perhaps  years  after  its  original  growths  have  been 
destroyed.  Moreover,  it  is  no  rarity  to  see  the 
character  of  these  new  tumors  varying  greatly 
in  degree  of  malignancy  from  the  original 
growth.” 

Removal  of  the  tumors  by  cautery  or  e.xcision 
does  not  remove  the  cause  or  condition  in  the 
bladder  which  produced  the  primary  growths. 
A recheck  must  be  made  often,  and  the  first 
evidence  of  recurrence  must  be  dealt  with  sum- 
marily. I have  the  impression  that  these  papil- 
lomatous tumors  are  more  likely  to  recur  in 
young  patients  than  in  older  ones.  In  one  of  my 
cases,  that  of  a patient  IG  years  of  age,  the  tum- 
or recurred  in  less  than  one  year  after  the  re- 
moval of  the  initial  growth,  and  there  were  11 
other  recurrences  during  the  following  11  years. 
Again,  the  tumor  may  recur  after  considerable 
time  has  elapsed.  I have  had  several  cases  in 
which  the  tumor  was  completely  destroyed  and 
showed  no  signs  of  recurrence  for  a period  of 
three  years — the  patient  coming  in  for  reexam- 
ination every  G months,  and  yet  the  growth  re- 
curred later.  In  one  case  in  particular,  two  years 
after  the  three-year-period  had  elapsed,  a defin- 
ite tumor  was  again  found  to  be  present.  That 
is  the  reason  why  the  histologically  benign  tum- 
ors cannot  be  classed  as  entirely  innocent. 

Benign  tumors  may  attain  a large  size  before 
they  cause  any  symptoms.  I have  found  tumors 
as  large  as  walnuts  which  had  not  caused  any  dis- 
comfort, and  it  was  only  the  presence  of  gross 


blood  in  the  urine  that  aroused  the  patient’s 
suspicion  that  something  might  be  wrong.  Of 
course,  the  location  of  the  tumor  is  responsible 
for  the  presence  or  absence  of  symptoms.  A 
tumor  near  the  urethral  or  a ureteral  orifice  may 
cause  symptoms  of  obstruction  to  appear  early, 
while  those  which  are  near  the  to])  of  the  bladder 
may  grow  large  without  causing  any  discomfort. 

The  significance  of  hematuria  has  so  often 
been  emphasized  that  a repetition  of  this  warning 
would  seem  to  be  superfluous.  Yet  we  repeatedly 
see  patients  who  have  been  treated  for  bleeding 
without  having  had  a single  cystoscopic  exam- 
ination or,  in  fact,  a scientific  examination  of  any 
kind.  The  abiding  faith  in  drug  therapy — espe- 
cially in  the  group  of  hemostatic  agents,  the  mer- 
its of  which  are  so  forcefully  presented  by  the 
high-pressure  salesman  of  drug  dispensers,  still 
keeps  too  large  a percentage  of  our  profession 
from  investigating  the  cause  of  the  hematuria, 
and  I may  say  that  this  is  not  confined  to  the  les- 
ser lights  only,  but  is  true  of  some  of  the  more 
luminous  bodies!  If  one  will  just  educate  his 
conscience  to  remember  that  blood  in  the  urine 
is  never  physiological  but  always  pathological,  he 
will  not  fall  so  easy  a prey  to  this  error. 

The  great  majority  of  bladder  tumors  are 
clinically  and  histologicallv  malignant.  In  our 
own  series  the  ratio  of  malignant  to  benign  tum- 
ors was  2:1.  The  diagnosis  cannot  always  be 
absolutely  established  before  removal,  either  by 
cystoscopic  examination  or  by  biopsy ; in  the 
great  majority  of  cases,  however,  the  cystoscopic 
picture  will  give  evidence  from  which  the  tumor 
can  be  classified,  and  from  this  and  the  history 
of  the  case  a positive  diagnosis  may  be  made. 

An  unusual  type  of  tumor  will  occasionally  be 
found,  one  which  may  offer  some  difficulty  in 
classification  to  those  who  have  not  had  experi- 
ence with  it,  that  is,  the  so-called  inflammatory 
tumor.  A report^^^  of  such  tumors  has  recently 
been  made  by  my  associate  in  Western  Reserve 
University,  Dr.  Joelson,  and  myself.  We  discuss- 
ed these  tumors  and  gave  illustrations.  I have 
.seen  several  cases  of  this  type  since  that  report 
was  made. 

Tuberculoma  of  the  bladder  and  ulceration  of 
the  bladder  following  radium  treatment  for  a 
carcinoma  of  the  cervix  often  closely  resemble 
cancer  of  the  bladder. 

Various  histological  classifications  of  malig- 
nant tumors  have  been  made,  but  for  purposes  of 
treatment  the  only  distinction  which  needs  to  be 
drawn  is  between  the  infiltrating  and  the  non- 
infiltrating types,  that  is,  between  those  which 
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infiltrate  the  bladder  wall  extensively  and  those 
which  grow  more  upon  its  surface. 

When  papillomata  are  accessible  and  not  too 
large,  the  preferred  treatment  is  fulguration,  but 
in  some  cases — and  this  must  be  determined  by 
the  individual  observer — it  is  preferable  to  open 
the  bladder  and  then  to  excise  or  cauterize  the 
growth,  as  may  seem  best.  In  cases  of  multiple 
tumors  I have  found  the  soldering  iron  to  be  a 
verv  successful  and  convenient  means  of  destroy- 
ing these  tumors.  It  must  be  remembered  that 
cells  of  papillomatous  tumors  are  easily  trans- 
planted, and  every  care  must  be  taken  to  keep 
the  growth  from  coming  in  contact  with  the  cut 
surface.  In  the  case  of  pedunculated  growths 
I have  used  a \'-shaped  flexible  retractor  for  ex- 
posing the  pedicle  and  in  that  way  have  avoided 
the  use  of  any  crushing  forceps. 

In  these  cases  of  benign  tumors  of  the  bladder 
frequent  rechecks  over  a long  period  of  time 
are  necessary  in  order  to  anticipate  and  treat 
earlv  recurrences.  Unfortunately  it  is  often  hard 
to  persuade  the  patients  to  return  for  these  peri- 
odic examinations. 

The  histologically  malignant  type  of  bladder 
tumor  presents  a somewhat  different  problem, 
for  these  tumors  metastasize  to  the  adjacent 
Ivmph  glands  or  the  metastasis  may  occur  at  dis- 
tant points.  I have  had  one  case  in  which  there 
was  a metastasis  to  the  brain.  This  case  was 
in  a man  48  years  of  age.  A carcinoma  of  the 
bladder  was  excised  and  radon  implants  made ; 
two  inonths  later  a papillary  adenocarcinoma  was 
removed  from  the  right  internal  capsule  of  the 
brain  by  Dr.  Dandy.  At  the  time  of  the  original 
operation  a slight  blurring  of  the  speech  and 
paralysis  had  been  noted,  so  that  a metastasis  to 
the  brain  had  been  suspected. 

Of  the  operative  procedures  for  malignant 
tumors,  wide  resection  still  offers  the  best  re- 
sults in  the  early  cases.  If  surgical  treatment  is 
undertaken,  it  must  be  done  carefully  and  most 
thoroughly,  the  growth  must  be  widely  removed 
and  all  involved  tissue  cut  away,  and  this  must 
be  followed  by  such  plastic  work  as  may  be  nec- 
essary. 

Complete  cystectomy,  while  theoretically  a cor- 
rect procedure,  practically  has  not  given  results 
striking  enough  to  warrant  its  general  practice, 
although  I have  a few  cases  in  which  the  patients 
have  been  comfortable  for  several  years  following 
this  operation. 

In  the  treatment  of  the  infiltrating  type  of 
tumor,  opinion  is  divided  as  to  whether  or  not 


surgery  offers  as  much  as  radiation.  Until  about 
three  years  ago  I was  strongly  in  favor  of  radi- 
cal operation  in  all  types  of  cases,  but  I feel  less 
certain  now.  and  believe  that  in  the  treatment  of 
the  infiltrating  type  of  tumor  radiation  may  offer 
more  than  radical  surgery  for  the  following  rea- 
sons : ( 1 ) The  immediate  mortality  rate  is  low- 
er. for  if  radical  operation  is  done  and  possibly 
transplantation  of  the  ureter  and  resection  of  half 
of  the  bladder,  there  is  considerable  operative 
risk;  (2)  the  prolongation  of  life  is  probably 
greater,  and  ( 3 ) what  we  may  call  the  “economic 
result"  is  better,  that  is,  the  degree  of  economic 
usefulness  of  the  patients  is  higher.  My  con- 
version has  come  about  through  the  opportunity 
of  making  comparisons  of  results  in  our  own 
groups  of  cases.  I first  transferred  for  x-ray 
treatment  only  those  patients  in  whom  recurrent 
growths  developed  early  and  the  condition  seem- 
ed for  various  reasons  inoperable.  The  surpris- 
ing results  that  followed  in  some  of  these  cases 
led  me  to  try  x-ray  therapy  as  the  primary  treat- 
ment in  certain  cases,  that  is,  we  used  irradiation 
without  a preliminary  operation.  I am  begin- 
ning to  believe  that  the  results  may  be  as  good 
in  many  of  these  cases  as  those  secured  by  radi- 
cal operation. 

These  results  have  come  about  by  the  more 
scientific  application  of  the  x-rays.  Formerly 
these  treatments  were  given  in  connection  with 
the  diagnostic  x-ray  work,  but  we  now  have  a 
separate  x-ray  therapy  department  under  the  di- 
rection of  Dr.  Portmann  and  Dr.  Glasser,  a phy- 
sicist, who  devote  their  time  exclusively  to  clin- 
ical and  experimental  research  in  radiology.  As 
in  the  case  of  the  operating  surgeon,  his  large 
clinical  experience  and  observations  have  enabled 
Dr.  Portmann  to  give  us  results  which  we  did 
not  obtain  in  the  earlier  years  of  this  work.  If 
I had  to  go  back  to  the  old  slipshod  method  of 
administering  x-ray  therapy.  I should  again  op- 
erate in  all  cases. 

Let  me  cite  the  histories  of  a few  cases  chosen 
from  a large  series,  for  in  that  way  I can  best 
give  you  some  of  the  reasons  for  my  change  of 
mind. 

Case  1.  This  patient,  a man  76  years  of  ag-e.  was 
admitted  in  July,  1927.  He  complained  of  nocturia 
.and  bleeding  on  urination,  these  symptoms  having 
been  present  for  about  two  or  three  months.  There 
was  no  pain  or  burning  on  urination.  Cystoscopic  ex- 
amination showed  a rather  general  enlargement  of 
the  prostate.  On  the  left  side  of  the  bladder,  involv- 
ing the  sphincter  margin,  there  was  a large  sloughing 
growth  which  was  considered  to  be  a carcinoma.  Be- 
cause of  his  age  and  the  extent  of  the  grow'th  it  was 
thought  unwise  to  operate. 

Two  courses  of  x-ray  therapy  were  given.  All  the 
symptoms  disappeared,  the  patient  has  gained  in 
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weight,  he  looks  very  well,  and  so  far  as  can  be 
ascertained,  there  is  no  evidence  of  malignant  disease. 
The  patient  refuses  to  have  further  cystoscopic  ex- 
aminations. 


the  patient  was  suffering  greatly  from  pain  and  fre- 
quency of  urination. 

X-ray  treatment  was  administered  and  since  the 
treatment  the  patient  has  been  without  pain,  ihe 
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Fig.  I.  Case  I.  “Efficiency  Chart"  showing  the  improvement  in  general  Iiealth  and 
economic  status  following  treatment  with  x-rays  in  a case  of  tumor  of  the  bladder  in 
which  operation  was  contra-indicated  by  the  age  of  the  patient  and  the  extent  of  the 
growth. 


Case  II.  This  patient,  a woman  69  years  of  age, 
was  admitted  in  December,  1926.  Cystoscopic  examin- 
ation showed  a large  tumor  near  the  left  ureteral 
orifice. 

At  operation  a large,  fungating,  vascular,  papillo- 


frequency  of  urination  has  been  much  less  marked, 
and  the  condition  of  the  bladder  has  been  almost 
normal. 

Case  III.  This  patient,  a man  52  years  of  age,  was 
admitted  in  January,  1926.  Cystoscopic  examination 


Fig.  II.  Case  II.  ‘’Efficiency  Chart"  shoning  imnrovement  in  general  iiealth  and 
economic  status  following  treatment  in  a case  of  papillary  carcinoma  of  the  bladder, 
first  by  resection  of  the  tumor  and  later,  after  the  growth  had  recurred,  by  x-rays. 


matous  tumor  was  found  on  the  liosterior  lateral  as- 
pect of  the  bladder.  Microscopic  examination  proved 
it  to  be  papillary  carcinoma.  The  growth  was  ex- 


showed  a definite  irregular  tumor  about  the  size  of 
a hazelnut  in  the  center  of  the  bladder. 

At  operation  the  tumor  was  found  to  be  friable 


Fig.  Ill,  Case  III.  “Efficienry  Chart"  showing  improvement  in  general  health  and 
economic  status  following  treatment  in  a case  of  papillary-  carcinoma  of  the  bladder. 
The  tumor  was  first  resected  and  x-rays  were  used  following  recurrence  of  the  growth. 


cised  and  the  patient  made  satisfactory  progress  for  and  vascular.  It  w'as  removed  in  its  entirety,  and 
about  10  months.  A cystoscopic  examination  at  this  proved  to  be  a papillary  carcinoma.  The  patient  re- 
time showed  a definite  recurrence  of  the  growth,  and  mained  well  for  about  21^  years;  there  was  then  a 
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recurrence  of  the  growth  in  the  bladder  and  a growth 
in  the  abdominal  wound. 

X-ray  therapy  was  given  and  there  was  immediate 
marked  i'mi)rovement.  Cystoscopic  examination  sho\v- 
ed  the  bladder  to  be  in  much  better  condition  than 
before,  although  there  was  a suspicious  area  at  the 
top  of  the  bladder.  At  the  bottom,  the  site  of  the 
original  recurrence,  the  tumor  had  almost  entirely 
disappeared.  Another  course  of  x-ray  therapy  was 
given  and  a cystoscopic  examination  made  two  months 
after  this  treatment  showed  the  bladder  capacity  to 
be  300  cc  and  the  bladder  free  from  any  sign  of 
new  growth.  This  ])atient  is  now  perfectly  well  and 
is  able  to  carry  on  his  w'ork.  There  is  still  no  evi- 
dence of  recurrence  of  the  cancer. 

Our  own  series  of  cases  of  tumors  of  the 
bladder  consists  of  497  cases,  1()7  of  benign  and 
oilO  of  malignant  tumors.  Among  the  330  cases 
of  malignant  tumors,  302  were  cases  of  primary 
cancer  of  the  bladder,  one  of  sarcoma  and  one  of 
myxoma,  while  in  26  the  bladder  tumor  was 
secondary  to  growths  in  the  prostate,  cervix,  uter- 
us, rectum,  the  vesico-vaginal  septum,  and  the 
sigmoid.  As  for  sex  incidence,  the  ratio  of  the 
cases  in  men  to  those  in  women  in  our  series 
was  about  3/4  to  1. 

Jn  the  cases  of  malignant  tumors  I have  trans- 
planted the  ureters  28  times,  in  11  cases  into  the 
intestine  and  in  17  cases  into  the  bladder. 

The  percentage  of  so-called  cures  in  which 
the  patients  have  remained  well  for  over  3 years 
and  for  periods  up  to  18  years,  is  about  26  per 
cent  of  the  traced  cases  (52  cases).  While  not  so 
very  high,  these  results  compare  favorably  with 
the  results  of  treatment  of  cancer  at  other  sites. 


Dr.  Portmann  has  summed  up  the  results  of 
x-ray  treatment  of  cancer  of  the  bladder  as  fol- 
lows : 

“In  those  cases  in  which  the  patient's  condi- 
tion is  inoperable,  no  treatment  is  given,  or 
treatment  is  refused,  the  average  duration  of 
life  from  the  onset  of  the  symptoms  is  9 months. 
In  those  cases  in  which  the  condition  is  inoper- 
able and  treatment  with  x-rays  is  given,  the  av- 
erage duration  of  life  is  18  months,  while  several 
of  these  patients  are  still  living  and  have  passed 
the  two-year  period.  A statement  concerning 
the  results  of  irradiation  in  the  treatment  of  mal- 
ignant growths  of  the  bladder  must  be  entirely 
comparative,  however ; that  is,  it  must  be  based 
on  clinical  observation. 

“While  the  desideratum  is  a complete  cure,  no 
one  can  say  just  what  constitutes  a complete  cure 
in  cancer,  since  recurrence  may  occur  so  very  late 
in  some  cases.  For  this  reason  it  seems  well  to 
consider  results  from  another  angle,  that  is,  from 
the  economic  value  of  treatment.  It  is  not  years 
alone  that  count  in  re.sults,  but  the  comfort  se- 
cured and  the  ability  to  carry  on." 
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PRACTICAL  SURGERY  (Continued) 

JOHN  E.  SUAIMERS,  M.  D., 

Omaha,  Nebr. 


THE  PROGNOSIS  IN  C.ANCER,  AVITH  SPECI.AL 
REFERENCE  TO  CANCER  OF  THE  BREAST 

Xotwithstanding  the  praiseworthy  efforts  of 
the  Societies  for  the  Control  of  Cancer  through- 
out the  world,  the  disease  is  increasing  in  fre- 
quency; in  fact,  is  outstripping  our  efforts  to 
prevent,  control,  and  cure.  The  death  rate  from 
cancer  in  our  neighbor  state  of  Iowa  last  year, 
was  only  second  to  that  of  heart  disease..  Failure 
to  cure  is  not  to  be  wondered  at  by  those  whose 
position  affords  them  opportunities  to  see  much 
of  external  cancer,  the  only  form  that  should 
nearly  always  admit  of  an  early  diagnosis  with 
a fair  prospect  of  cure.  However,  this  is  not  the 
case.  Yesterday  I e.xamined  two  women  in  the 
University  Hosiiital,  just  admitted  with  advanced 
cancer  of  the  breast,  one  positively  inoperable 
from  the  viewpoint  of  material  benefit,  and  the 
day  before  a ])atient  in  the  Clarkson  Hospital, 
an  advanced  cancer  of  the  breast.  None  of  these 


women  had  consulted  a physion  until  a few  days 
before  coming  to  the  hospital.  This  is  a very 
common  experience  with  me,  and,  of  course,  with 
others  too.  Dr.  Burton  Lee  of  New  York  re- 
cently told  us  here  that  in  the  Memorial  Hospital, 
New  York,  (Cancer  Hospital),  it  was  a very 
common  observation  to  have  women  present 
themselves  with  advanced  cancer  of  the  breast, 
who  had  never  been  seen  by  a physician,  and  to 
the  shame  of  the  Profession  many  who  had  had 
abortive  operative  procedures  done  which,  as  we 
all  know,  are  insults  to  those  of  us  who  are 
awake,  and  murderous  assaults  upon  the  victims 
of  the  disease.  Women  have  told  me  many  times 
that  it  was  not  efforts  of  concealment,  ignorance, 
or  indifference  that  caused  them  to  delay  con- 
sulting a jihysician,  but  that  the  tumors  were  only 
discovered  accidentally,  that  too,  when  the  dis- 
ease was  already  well  advanced.  It  is  a fact  that 
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cancer  of  the  brea.st,  as  a rule,  does  not  cause 
pain  until  it  must  have  been  present  often  many 
months.  On  the  other  hand,  cancer  of  the  face, 
lip,  tongue  and  mouth,  because  of  the  early  tend- 
ency to  disfigurement,  discomfort,  and  jjain,  leads 
the  individual  to  .seek  professional  advice.  In 
spite  of  the  great  assistance  given  by  the  x-ray 
in  visualizing  and  photographing  the  hollow  vis- 
cera. and  our  increased  knowledge  of  the  path- 
ology of  the  living,  intra-abdominal  cancer  is 
still  a field  which  offers  many  difficulties  of 
early  diagnosis. 

.\s  Dr.  Wm.  ]>.  Coley  truly  says:  “The  early 
diagnosis  of  a malignant  tumor  is  often  attended 
with  the  greatest  difficulty,  even  in  the  hands 
of  experts  who  have  had  a large  experience  with 
cancer.  Therefore,  we  can  hardly  expect  the 
general  practitioner  who  sees  very  few  cases  of 
cancer  to  make  an  early  diagnosis."  All  the 
more  reason  that  clinics  should  be  established  to 
train  physicians  in  the  early  recognition  of  can- 
cer. Thus,  maybe,  individuals  in  the  cancer  age 
will  from  time  to  time,  at  least  semi-annually, 
consult  their  family  physician  who  has  acquired 
the  necessary  knowledge,  so  that  these  periodic 
examinations  will  result  in  the  early  detection  of 
cancer  should  it  develop,  and  it  does  in  one  out 
of  every  ten  people  who  reach  and  advance  be- 
yond middle  life. 

Dr.  W.  J.  Mayo  ( Mayo  Clinic  Staff  [Meeting ) 
.says,  in  studying  his  experience,  that  “In  coun- 
tries that  compile  trustworthy  statistics  the  inci- 
dence of  cancer  is  approximately  in  the  same  ra- 
tio as  to  population  and  sex,  but  there  is  consid- 
erable divergence  in  the  organs  and  tissues  in- 
volved. About  thirty  per  cent  of  the  total  deaths 
from  cancer  among  women  is  due  to  cancer  of 
the  breast  and  genitalia.  The  genitalia  of  the 
male  show  a very  low  incidence  of  cancer.  On 
the  basis  of  cancer  of  the  generative  organs, 
therefore,  one  would  expect  the  total  incidence 
of  cancer  in  men  to  be  considerably  lower  than 
in  women,  but  the  percentage  is  approximately 
the  same  because  in  men  the  organs  common  to 
both  sexes,  such  as  the  stomach  and  the  organs 
of  the  urinary  .system,  are  more  frequently  af- 
fected by  cancer  than  in  women,  and  this  fre- 
quency is  equal  to  the  frequency  with  which  the 
breast  and  uterus  are  the  seat  of  cancer  in  wom- 
en.” 

Ten  out  of  every  hundred  men  who  live  to 
middle  life  will  die  of  some  form  of  cancer,  the 
incidence  being  still  higher  among  women.  Sta- 
tistics show  that  cancer  of  the  breast  and  uterus 
among  white  women  is  more  common  than 
among  negro  women,  but  in  f)maha  where  we 


have  a segregated  negro  population  of  about 
15,000,  my  observation  is  that  we  are  seeing  in 
the  University  and  County  hos])itals  an  increas- 
ing number  of  these  unfortunate  sufferer.-^.  Most 
carefully  compiled  vital  statistics  of  the  State  of 
Pennsylvania  for  1927,  show  that  there  were  HIO 
deaths  from  cancer  of  the  breast  in  women,  six 
in  men.  There  were  100  deaths  from  cancer  of 
the  breast  in  single  women  over  thirty-five  years 
of  age,  giving  a death-rate  of  10'.)  per  100,000; 
there  were  (i78  deaths  from  cancer  of  the  breast 
among  married  women,  with  a death-rate  of  44 
per  100,000.  Cancer  of  the  breast  in  single  wom- 
en was,  therefore,  nearly  three  times  more  preva- 
lent in  Pennsylvania  than  among  married  wom- 
en.* 

It  is  estimated  that  approximately  7%  of  the 
women  of  Pennsylvania  over  35  years  c>f  age 
during  1927,  were  single  and  had  the  above  given 
cancer  death  rates.  .\s  the  deaths  from  cancer 
of  the  breast  in  this  series  of  cases  were  two  and 
one-half  times  more  prevalent  proportionally, 
among  the  women  who  were  single  than  among 
those  who  had  been  married,  it  is  evident  that 
lactation  has  no  influence  on  the  production  of 
cancer. 

PROGNOSIS  AP.VRT  FROM  OPERATION 

What  are  my  chances  of  life  after  the  opera- 
tion? How  long  will  I live?  Will  the  cancer 
return?  Often  we  are  asked  this  question  and 
we  never  really  know  the  answer.  We  always 
endeavor  to  be  reassuring.  After  the  operation 
and  the  specimen  is  thoroughly  examined  by  com- 
petent pathologists,  a rather  fair  estimate  as  to 
the  virulence  of  the  tumor  can  be  given,  and  an 
estimate  made  as  to  whether  the  patient  will  live 
one,  three,  five,  or  perhaps  many  years.  But 
what  can  we  say  before  the  operation,  and  is  it 
always  wise  to  operate? 

I feel  that  experience  has  taught  me  much  and 
that  in  many  instances  a fair  prognosis  can  be 
estimated  from  clinical  data  which  is  certainly  in 
a great  degree  as  dependable  as  that  the  path- 
ologist after  operation.  I kmjw  that  certain  in- 
dividuals, the  victims  of  certain  types  of  cancer, 
are  better  not  operated  upon ; they  will  suffer  less 
and  live  longer  with  the  tumor  unmolested.  The 
worst  cases  may  run  a fatal  course  in  three 
months.  For  many  years  I have  been  .studying 
my  cases  of  breast  cancer  and  the  results  of 
operati(5ii,  and  have  been  strongly  impressed  that 
certain  clinical  facts  other  than  those  emphasized 
bv  text-book  writers  have  influenced  the  prog- 
nosis. I have  weighed  the  evidence  of  my  own 

*Cancer  of  the  Breast,  a Statistical  Study  in  Pennsylvania.  H.  B. 
Wood.  Medical  Journal  and  Record.  Dec.  5.  1928. 
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experience  and  have  definite  opinions  as  to  prog- 
nosis. Of  course,  I have  been  ever  mindful  of 
the  opinions  advanced  of  late  years  ( Wilson,  i\Ic- 
Carthy,  Broders,  Greenough,  and  others ) by  cul- 
tivated, experienced  pathologists.  It  is  with  much 
satisfaction  that  I have  learned  that  Dr.  Burton 
Lee  of  the  ^Memorial  Hospital  ( Cancer  Hospital ), 
Xew  York  City,  has  worked  out  what  he  calls  a 
Clinical  hides  of  Malignancy  based  upon  the  fac- 
tors of  whether  the  growth  was  relatively  benign, 
moderately  malignant,  or  highly  malignant,  and 
these  are  determined  by  the  age  of  the  patient, 
whether  or  not  there  was  lactation.  The  rate  of 
growth,  slow,  moderate,  or  rapid.  The  extent 
of  disease,  viz.,  small  or  large,  enlarged  glands 
palpable.  Whether  or  not  there  was  pain. 
A small,  only  perceptibly  or  very  slowly 
growing  scirrhus  tumor  in  an  elderly  woman 
of  spare  build,  no  nodes  perceptible,  is  a very 
favorable  case  for  operation,  with  good  prog- 
nosis as  to  non-recurrence.  If  the  breast  is 
atrophic,  the  tumor-  will  most  likely  not  grow. 
In  the  aged  woman  such  a condition  had  better 
be  let  alone. 

If  the  whole  breast  is  involved  as  in  one  of 
the  patients  referred  to  in  the  University  hospital, 
if  the  swelling  is  large,  the  skin  generally  ad- 
herent. with  a reddish  blush,  glands  palpable  in 
the  axilla,  but  not  necessarily,  such  a case  is  in- 
operable except  as  a temporizing,  sanitary  mea- 
sure. and  strange  to  note,  in  this  particular  in- 
stance. although  the  growth  has  e.xisted  six 
months,  there  is  practically  no  pain,  and  to  date 
no  general  disturbance  of  health,  yet  it  is  almost 
a certainty  that  the  woman  will  live  less  than  one 
year.  It  is  a case  for  the  radiologist,  not  that 
he  can  cure,  but  most  certainly  the  pain  which  is 
surely  coming  mav  in  a measure  be  relieved.  It 
may  be  wise  to  do  a “dinner-plate”  operation  in 
anticipation  of  the  breaking  down  of  the  enorm- 
ously infiltrated  breast,  which  is  about  to  take 
place. 

In  order  to  evaluate  the  "clinical  index  of 
malignancy”  as  affecting  the  prognosis  in  cases 
of  cancer  of  the  breast,  before  operation,  com- 
pared to  the  prognosis  based  upon  the  microscopi- 
cal study  of  specimens  removed  after  operation 
(McCarthy.  Broders),  the  after  histories  of  one 
hundred  cases  of  each  class  were  studied  for  five 
years  and  it  was  determined  that  in  this  compara- 
tive study  of  two  hundred  cases  of  cancer  of  the 
breast,  that  a slightly  more  accurate  prognosis 
could  be  arrived  at  by  a careful  consideration  of 
the  clinical  facts,  than  was  arrived  at  by  a micro- 
scopical study  of  specimens  removed  at  operation. 
As  an  example,  the  late  Dr.  John  B.  Murphy  ex- 


pressed the  opinion  based  upon  his  exceptional 
e.xperience  that  the  woman  "fair,  fat.  and  forty” 
always  succumbed,  never  had  a reasonably  long 
freedom  from  recurrence  after  an  operation  for 
cancer  of  the  breast,  and  that  has  been  my  own 
observation.  There  are,  of  course,  exceptions, 
but  youth  ( forty  years  of  age  and  under  i,  e.xcess 
of  fat,  rapid  growth  of  tumor  with  a tendency  to 
extend  and  become  a fixed  growth  anchoring  to 
the  skin  above,  the  fascia  and  muscle  beneath, 
one  or  both,  such  a growth  almost  invariably  has 
spread  by  permeation  either  to  the  axilla,  supra 
clavicular  glands,  mediastinum,  or  liver.  X'arying 
degrees  of  malignancy  are  recognizable,  some- 
times only  by  radiographic  study  of  the  chest 
and  skeleton. 

There  must  be  a peculiar  susceptibility  to  can- 
cer if  it  is  a germ  disease  as  I firmly  believe. 
Judging  from  analogy  of  what  I know  about 
other  diseases,  e.specially  comparing  syphilis  and 
tuberculosis,  their  secondary  growths  ( metas- 
tases ) microscopically  are  of  the  tissues  where 
located.  In  cancer  they  are  of  those  of  the  or- 
iginal growth,  as  an  example,  the  breast  in  bone, 
in  liver,  etc.  This  only  means  that  the  metastasis 
springs  by  permeation — lymphatic  or  circulatory 
distribution  of  a cancer  cell  or  cells,  which  rapid- 
ly multiply  and  develop  into  a kind  of  hybrid 
imitation  of  the  original  focus,  feeding  on  the 
tissues  where  lodgement  has  been  made.  The 
hereditary  proclivity  to  cancer  can  never  be  elim- 
inated while  human  beings  are  bred  as  they  are 
and  probably  always  will  be. 

The  only  hope  there  is  for  prevention  and  cure 
is  a getting  away  from  the  view  point  of  the  path- 
ologist, a kind  of  spontaneous  generation  result- 
ing from  irritation,  and  encouraging  more  the 
bacteriologist  and  chemist  to  redouble  their  ef- 
forts in  the  unraveling  of  this  most  important  of 
all  the  problems  involving  the  future  of  the  hum- 
an race,  as  regards  its  freedom  from  pain,  and 
suffering,  and  the  prolongation  of  the  more  use- 
ful times  of  life  when  human  judgment  is  at  its 
best. 

.•\s  it  now  is,  ninety  escape  cancer  while  ten 
die  from  it.  This  mortality  will.  I believe,  be  re- 
duced : ( T)  not  by  an  improved  surgical  attack 
but  by  an  earlier  one : (2)  by  an  advance  of 
knowledge  in  the  use  of  radium  of  which  there  is 
evidence : ( 3 ) by  a better  understanding  of  the 
employment  of  the  x-ray,  which  should  be  taken 
out  of  the  hands  of  others  than  the  genuine  pro- 
gressive expert. 

I have  very  recenth'  employed  successfully  in 
the  L’niversity  hospital,  the  County  hospital  and 
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the  Clarkson  hospital,  a new  kind  of  spinal  an- 
esthesia for  breast  amjiutations  and  goitre  oper- 
ations. lly  this  technicjue  any  operation  above 
the  diaphragm,  including  the  head,  face,  and  neck, 
can  be  done  painlessly,  as  well  as  can  all  opera- 
tions below  the  diaphragm.  The  lowered  blood- 


pressure  minimizes  hemorrhage.  Shock  is  block- 
ed. 

The  cold  knife  should  in  every  instance  pos- 
sible be  replaced  by  some  form  of  cautery  or  the 
bi-polar  coagulating  or  cutting  diathermy  cur- 
rents. 


STCDIES  IX  MORPHOLOGICAL  HEMATOLOGY 

II.  Normal  ami  Abnormal  Structures  of  the  Human  Red  Corpuscle. 
N.  A.  MICHELS,  D.  Sc., 

Associate  Professor  of  Anatomy,  Creighton  University  Medical  School, 

Omaha,  Nebr. 


As  a preliminary  for  this  second  paper,  it  may 
be  noted  that  hematology  as  a distinct  science  is 
of  relative  recent  origin.  'Points  illustrating  this 
are  the  facts  that  the  conception  of  monocyte  as 
distinct  from  lymphocyte  was  first  introduced  by 
Pappenheim  and  Eerrata  in  lf*10,  while  the  mod- 
ern classification  of  white  corpuscles  is  in  use 
slightly  over  fifty  years  (Ehrlich,  1875 j.  Pre- 
vious to  his  time  very  little  was  known,  both  in 
respect  to  morphology  and  function  of  blood 
cells. 

Harvey's  epoch  making  discovery  of  the  cir- 
culation of  the  blood  in  l(i28  completely  revolu- 
tionized all  previous  conceptions  as  to  the  mode 
of  tissue  metabolism  in  the  human  body.  M'hen 
IMalpighi  (IGGl)  and  Leeuwenhoek  (l(i98) 
demonstrated  the  cajfillary  connection  between  ar- 
teries and  veins,  a point  overlooked  by  Harvey, 
additional  weight  and  significance  was  accredited 
to  Harvey's  discovery.  ( )f  blood  components  the 
red  corpuscles  were  first  described  by  Schwamm- 
derdam  (l(i58).  white  corpuscles  by  Spallanzani 
(17(>8)  ; in  the  bone  marrow  was  first  announced 
(17()8):  the  fact  that  the  mammalian  red  cor- 
puscles arise  from  nucleated  elements  in  the  bone 
marrow  was  first  announced  by  Xeumann  (18G9  ) 
and  Bizzozero  (18G8-(i9).  Though  a crude 
classification  of  white  corpuscles  in  four  distinct 
types  was  given  by  Schultze  (18G5),  it  was 
Ehrlich  who  through  use  of  specific  dif- 
ferential stains,  available  because  of  the  then 
recently  discovered  anilin  basic  dyes,  finally 
gave  us  the  clas.sification  of  white  corpuscles  into 
granulated  and  non-granulated  types.  The  for- 
mer he  depicted  as  composed  of  neutrophilis  with 
an  (e),  eosinophils  with  an  (a),  basophils  with 
a ( g ) granulation.  The  latter  were  composed  of 
lymphocytes  and  transitional  cells,  the  term  tran- 
sitional being  used  because  in  Ehrlich's  opinion 
they  constituted  an  intergrade  stage  to  the  granu- 
locytes, a view  since  proven  to  be  erroneous. 

As  modernly  ascertained  normal  adult  human 

Erratum:  In  the  first  paper — May  Journal — the  formulae  for  stock 
solutions  of  azur  II  and  eosin  were  printed  with  an  added  % sign.  Tlie 
strength  should  be  azur  II,  1:1000.  easin  1:1000.— N.  A.  Michels. 


blood  contains  the  following  cellular  components : 

( a ) Erythrocytes  in  a commonly  accepted  pro- 
portion of  five  million  per  cm  for  the  male,  four 
and  a half  million  for  the  female,  (b)  Three  types 
of  specifically  granulated  leucocytes,  viz.,  neu- 
trophils or  polymorphonuclears  70-72%.  eosino- 
phils 2-4%.  mast  leucocytes  or  basophils  Yi  to 
1%.  (c)  Leucocytes  which  may  or  may  not 

contain  granules  (azurophil),  viz.  lymphocytes 
18-22%.  monocytes  G-9%  and  a varying  small 
proportion  of  blood  histiocytes,  some  of  which 
have  been  interpreted  as  endotheliogeuous  ele- 
ments. Additional  circulatorv  structures  are  the 
blood  platelets,  present  in  a varying  proportion 
of  .300-350,000  per  cm.  *• 

THE  RED  CORPUSCLE 

X'ucleated  in  the  lower  vertebrates  ( fish,  tur- 
tle. frog),  the  circulating  erythrocyte  in  mam- 
mals is  devoid  of  a nucleus  ...  a phenomenon 
occasionally  met  with  in  tailed  amphibia  (sala- 
mander). Lacking  a nucleus,  red  corpuscles  have 
a very  low  rate  of  metabolism  but  because  of 
their  small  size,  tremendous  numbers  and  H-b 
content  with  high  affinity  for  oxygen  is  nature's 
most  perfect  mechanism  for  a transfer  of  lung 
aveolar  obtained  oxygen  to  the  various  tissues 
of  the  body.  The  small  size  is  adapted  for  max- 
imal development  of  surface  which  Kaiserling 
(1922  ) calculates  as  3,680  sq.  m.  for  5 liters  of 
blood,  the  average  amount  in  the  body.  As  com- 
pared with  body  weight,  total  volume  of  blood  ap- 
proximates an  average  of  7%.  a figure  obtained 
with  kongored  injections. 

SHAPE 

Morphologically  the  red  corpuscles  are  most 
probably  bi-concave  discs,  averaging  in  dry 
smears  8 micra  in  diameter  and  2 micra  in  width. 
With  normal  variations  in  these  figures,  mini- 
mal is  regarded  as  7.14,  maximal  as  8.3  in  man, 
respectively  7.G-8.5  in  woman  ( Henkelom.  1925). 
In  the  circulating  stream  size  proportions  are 
said  to  be  larger. 

The  bi-concave  contour  is  plainly  visible  when 
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the  corpuscles  are  seen  on  edge ; studied  in  sur- 
face view,  low  focus  exhibits  a lighter  center ; 
with  high  focus  the  lighter  area  shifts  to  a peri- 
pheral position,  leaving  a darker  center.  The 
phenomena  have  commonly  been  interpreted  as 
optical  effects.*  Tbe  surface  area  of  tbe  bi- 
concave disc  being  l.(i3%  greater  than  that  of 
spherical  forms,  is  for  Brodersen.  the  main  rea- 
son why  the  bi-concave  shajie  prevails. 

W'eidenreich's  original  contention  that  the  red 
corpuscles  are  bell-shaped,  is  now  interpreted  as 
indicating  that  because  of  an  inherent  plasticity, 
erythrocytes  frequently  change  their  shape. 
Spherical  forms  measuring  5 micra  i:i  diameter 
are.  therefore,  not  an  infrequent  find.  Thi> 
change  in  shape  may  be  noted  in  circulating  reds 
passing  in  single  file  through  capillaries. 

A change  of  shape  is  readily  observable  in 
various  experimental  media,  notably  hypo-  and 
hyper-tonic  salt  solutions.  Xormally  bictncave 
in  a .0%  solution,  the  structures,  according  to 
Brodersen  (192?),  become  bell-shaped  in  a .(i% 
solution  and  spherical  in  a 3%.  If  the  latter 
treatment  is  followed  by  a .9%  concentration, 
they  become  crenated.  With  a 1.2%  concentra- 
tion. mulberry-shaped  structures  appear,  while  in 
strong  concentrations  of  4%,  forms  with  serrated 
outline  are  produced.  Treated  with  distilled 
water,  the  biconcave  elements  become  bell-shaped, 
eventuallv  spherical. 

Though  functional  and  environmental  condi- 
tions. therefore,  frequently  alter  the  shape  of  the 
red  cells,  any  marked  ami  permanent  deviation 
from  the  normal  is  symptomatic  of  pathological 
conditions  and  is  then  knozoi  either  as  anisocy- 
tosis.  or  poikilocytosis. 

ANI.SOCYTOSIS 

It  is  a change  in  size.  If  dimensions  are  from 
2-?  micra,  such  red  cells  are  called  microcytes. 
Their  origin  is  i)erhaps  due  to  a fragmentation 
of  larger  cells.  ^Microcytosis  is  characteristic  for 
chlorosis  and  hereditary  hemolytic  icterus.  If 
dimensions  are  from  8-15  micra.  the  cells  are 
termed  macrocytes,  the  formative  cause  of  which 
is  usually  a confluence  of  several  individuals  or  a 
descent  from  a megaloblastic  erythropoiesis.  In 
pernicious  anemia  they  are  so  numerous  as  to  be 
both  of  diagnostic  and  prognostic  significance  for 
that  disease. 

[’According  to  the  recent  extensive  investigations  of  Gustein  and  Wall- 
bach  (1927-28),  however,  the  round  light  area  in  the  center  of  fresh 
ei^throotes  is  a distinct  entity,  viz.,  an  inner-body  ( Innenkorper) . Most 
probably  a nuclear  remain,  it  has  an  independent  movement,  as  originally 
noted  by  Loe^vit.  mth  dark  field  illumination.  Tinctorially  it  may  he 
stained  in  a specific  c.ounter  stain  a.s  compared  with  the  surrounding  H-h. 
Since  in  size  and  location  the  inner-body  corresponds  to  the  central  lighter 
appearing,  indented  area  in  fresh  eiythrocytes,  the  latter  in  tlielr  opinion 
can  no  longer  be  regarded  as  bi-eoncave  discs,  but  should  be  looked  upon 
as  spherical  structures.] 


According  to  Grosh  and  Stifel  (1925)  measure- 
ment of  red  cell  diameters  is  of  decided  value  in 
a prognostic  diagnosis  of  Addison’s  disease,  for 
in  secondary  anemias  due  to  infection  or  hemor- 
rhages, the  degree  of  anisocytosis  is  never  as 
pronounced  as  in  pernicious  anemia.  Of  charac- 
teristic frequency  in  chlorosis  and  pernicious 
anemia,  anisocytosis  may  be  encountered  in  a 
variety  of  diseases  as  leukemias,  hemolytic  icter- 
us, secondary  anemias,  cancer,  tuberculosis,  syph- 
ilis. etc. 

POIKILOCYTOSIS 

It  is  a change  in  shape.  Elongated,  pear  or 
racket-shaped,  angular,  fusiform,  even  e.xtreme 
bizarre  contoured  individuals  may  be  met  with. 
The  following  theories  have  been  propounded  to 
explain  poikilocytosis:  (a)  fragmentation  of  red 
cells  (Ehrlich's  schistocytes ).  (b)  physico-chem- 
ical changes  in  the  plasma  ( Maragliano  and  Cas- 
tellino),  (c)  alterations  of  generic  form  ( Fer- 
rata).  (d)  a quota  may  be  artficial  products 
( Xegreiros-Rinaldi,  Weidenreich).  Character- 
istic for  pernicious  anemia,  poikilocytosis  occurs 
in  various  leukemias,  chlorosis,  cancer,  etc. 

STRUCTURE,  PERIPHERAL  ME.MBRANE 

Opinion  is  still  divided  whether  to  regard  the 
erythrocyte  as.  a membranous  vesicle  with  en- 
closed H-b.  plus  a few  isolated  specifically  con- 
toured inner  structures  as  an  innerbody,  centro- 
some.  etc.  Schilling  (l!)T2-2?).  Gutstein  and 
Wallbach  (192?-28).  or  to  interpret  the  red  cor- 
puscle as  composed  of  a homogeneous  stromatic 
substratum  ( the  meshes  of  which  contain  the 
H-b ) with  no  .special  anatomic  membrane,  as 
commonly  conceeded.  The  distinct,  broad,  hoop- 
like membrane,  noted  by  Meves  (1904)  in  am- 
phibian ert'throcytes,  seemingly  does  not  occur 
in  man.  although  Romieu  (1922)  claims  this  foi 
the  human  red  cell  treated  with  hypertonic  salt 
solution  followed  with  kristall  violet  staining. 

Evidence  has  accrued  to  show  that  some  sort 
of  a membrane,  at  least  a physiological  one,  exists 
in  the  human  erythrocyte.  Long  ago  Weiden- 
reich ( 1903  ) maintained  a histological  structure, 
while  Schilling  (1911-1912)  depicted  a distinct 
exoplasn  ic  membranous  layer  in  fresh  erythro- 
cytes calling  it  "cru.sta". 

Recently  Gutstein  and  Wallbach  (192?-281, 
reopening  the  whole  problem  of  erythrocyte 
structure,  emphatically  maintain  that  with  proper 
fixation  of  dry  smears  as  obtainable  with  the 
Susa  mixture*,  a distinct,  frequently  double 
contoured  (outer  thin,  inner  thick  layer),  his- 

[*Susa  mixture:  Sublimat.  4.5.  CaC’l.  -5.  water  80.  trichlor  acetic  2. 
glacial  acetic  4.  formalin  20.  Wash  in  dist.  water,  then  diluted  lugol 
50L  and  a .25%  sodium  thiosulphate,  each  % hr.  Wash  with  water. 
Double  sta:ntng.] 
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tological  membrane  may  be  seen  zaith  both  aeid 
and  basic  stains.  I’»est  results  were  obtained  with 
tlie  erythrosin-Guinea-green  combination  with 
which  the  erythrocyte  membrane  stained  a bine 
green,  the  peri])herally  located  H-b  a yellow  rose, 
the  inner-body  a bine  green,  the  inner-inner  body 
(Innenkorperchen)  a very  strong  bine  green, 
finally,  a variously  distributed  single  microgran- 
nlnm  a deep  bine. 

Schilling  (lb2T)  commenting  on  the  work  of 
Gntstein  and  Wallbach,  states  that  their  concep- 
tion of  the  structure  of  the  erythrocyte  differs  lit- 
tle from  what  he  already  propounded  in  1911, 
viz.,  an  outer  exoplasmatic  crust  or  membrane 
with  a peripheral  zone  of'H-b. ; centrally,  a round, 
glass-like,  achromatic  body  ( Glasskorper ) with 
enclosed  capsule  body  f Kapselkorper  ) and  cen- 
trosome. 

Does  the  mammalian  erythrocyte  actually  pos- 
sess this  complicated  architectural  structure? 
Schilling’s  work  was  never  taken  seriously,  Nae- 
geli,  especially,  interpreting  the  structures  as  ar- 
tifacts, due  to  partial  hemolysis.  Gntstein  and 
Wallbach  meet  the  artifact  objection  with  the 
firm  assertions,  ( 1 ) that  the  structures  occur  in 
uniform  fashion  and  fre(|uency,  (2)  that  with 
an  application  of  two  stains,  one  always  obtains  a 
counter  staining  of  constituent  parts.  Such  stain- 
ing combinations  being  for  the  acid  group,  picric 
acid-Guineagreen,  erythrosin-Guineagreen ; for 
the  basic  group,  carbol-methylene  blue,  methyl- 
violet,  carbol-fuchsin  ; t 8 ) that  the  structures  are 
readily  visible  in  fresh  and  supra-vitally  stained 
preparations. 

.Additional  corroboratory  evidence  for  the  ex- 
istence of  a peripheral  erythrocyte  membrane  are 
the  experiments  of  Brodersen  n927).  Placing 
reds  in  a .9%  NaCl  solution  and  subsequently 
treating  them  with  a saturated  aqueous  solution 
of  sublimate,  he  obtained  a .5  micron  envelope 
which  stained  clearly  in  iron-hematoxylin.  Ac- 
cording to  Brodersen,  the  peripheral  envelope  is 
not  a distinct  entity,  but  is  in  intimate  contact 
with  the  inner  substance.  Adding  a mere  .007% 
solution  of  HCl  to  a .3  NaCl  containing  erythro- 
cytes, and  retreating  same  with  a 2%  salt  solu- 
tion, he  was  able  to  obtain  a marked  recession  of 
the  inner  material  from  the  peripheral  membrane. 

CHEMICAE  COMPOSITION 

Chemically,  the  supposedly  existing  membrane 
is  generally  said  to  consist  of  lipoids,  this  on  the 
basis  that  if  shadow,  i.  e.,  hemolyzed  erythrocytes, 
are  treated  with  absolute  alcohol,  lipoids  will 
leave.  According  to  Gdrter  and  Grendel  (1925) 
the  lipoid  (fat)  substance  is  dispersed  in  a bi- 


molecular  layer.  Denied  by  others,  lecithin  and 
cholestrin,  globulin.  nucle()])rotein  have  variously 
been  advanced  as  constituents  of  the  jieriphcral 
membrane.  For  Gntstein  ( 1927)  the  anatomic 
distinct  membrane  consist  of  a lecithoproteid. 

From  the  above  it  is  obvious  that  further  re- 
search is  needed  both  as  to  structure  and  composi- 
tion of  the  human  red  cell.  .A  tentative  view 
point  may  be  the  following.  Since  a fragmenta- 
tion (heat,  mechanical  injury)  of  erythrocytes 
may  occur  without  total  loss  of  H-b,  the  hypoth- 
esis seems  preferable  that  structurally  reds  con- 
sists of  a stromatic  substratum  with  peripheral 
condensation  of  globular  content  ( membrane 
formation),  especially,  since  chemical  analysis 
has  demonstrated  that  dried  erythrocytes 
are  composed  by  weight  of  from  90-95%  of  H-b. 
According  to  Brinkman,  Bogendorfer,  Halle 
( 1925),  Jolly  and  others,  the  H-b  is  presumably 
in  physico-chemical  combination  ( adsorption ) 
with  this  substratal  alveolar  stroma,  itself  an  al- 
buminoid and  lipoid  substance.  Physiological 
phase  membranes  thusly  formed  are  not  infre- 
quent in  cell  structures,  and  allow  for  permeabil- 
ity properties,  osmotic  phenomena,  etc.,  equally 
well  as  specifically  constituted  and  anatomically 
distinct  structures. 

VITAE  GRANUEEK 

Employing  supra  vital  stains  as  mythelene  blue, 
neutral  red,  cresyl-blue,  Ala.ximow  (1899),  Pap- 
penheim  (1899),  Rosin  and  Bibergeil  (1902-04), 
Weidenreich  (1907),  Ferrata,  Jolly,  Isaacs 
(1925),  Brodersen  (192()),  and  others  have 
demonstrated  the  presence  of  vitally  staining 
granules  in  the  human  erythrocyte.  Brodersen 
maintains  that  in  a .3%  NaCl  plus  .05%  mythe- 
lene blue  solution  the  granules  are  conspicuously 
visible  in  hemolysed  erythrocytes.  With  Alaxi- 
mow  (1927)  holding  this  staining  process  as 
agonal,  Pappenheim  (1907),  Jolly  (1923)  and 
Brodersen  (192G  ) in  doubt  whether  the  stained 
granules  represent  specific  cell  constituents  or 
colored  superimposed  plasma  derivatives  ( fat, 
Pappenheim),  further  research  is  needed  in  re- 
gard to  the  nature  and  specific  character  of  these 
structures,  which,  as  stated  by  Brodersen,  occur 
but  in  a small  percentage  of  the  reds.  Jolly’s 
latest  view  that  the  granules  represent  either 
precipitates  of  the  stain,  or  stained  precipitates 
of  the  plasma,  seems  plausible,  especially  in  the 
light  of  the  established  fact  that  normal  blood 
plasma  contains  an  ingredient  known  as  blood 
dust  (Blut-Staubchen),  presumably  a fat  product, 
because  of  its  quantitative  increase  after  a fatty 
meal. 

It  is  generally  conceeded  that  these  vitally 
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Staining  grannies  have  nothing  to  do  with  the 
reticulated  substance  described  in  the  previous 
paper.  Recently,  however,  Isaacs  ( 1920  ) gives 
observations  favoring  an  interpretation  of  the  vi- 
tal granules  as  signs  of  f^hysiological  regenera- 
tion. According  to  him  .3-.T%  of  normal  reds 
show  a single  brilliant  refractive  granule.  Black 
with  Wright’s,  it  is  visible  in  fresh  preparations 
and  stains  conspicuously  with  cresyl  blue.  Since 
the  granule  cells  appear  before  the  reticulocytes 
or  nucleated  reds,  they  are  to  be  looked  upon  as 
the  last  stage  in  the  maturation  of  erythrocytes. 
W ith  increase  of  red  cells  (exercise,  hemorrhage  ) 
their  number  is  increased  in  the  peripheral  cir- 
culation. 

INNER-BODY 

Despite  its  homogeneous  character  in  fresh 
preparations  and  in  those  investigated  with  ul- 
traviolet light  ( (drawitz  and  Gruenberg,  IhOG), 
attempts  have  repeatedly  been  made  to  demon- 
strate the  existence  of  some  specific  inner-cell 
body  in  the  mature  human  erythrocyte.  Amid 
the  earliest  workers  Lavdowsky  ( 1893 ) main- 
tained the  existence  of  a nucleoid  body,  a theory 
supported  for  a time  by  Maximow  (1899). 
Schilling  ( 1911-1912  ),  using  a questionable  tech- 
nique, claims  to  have  been  able  to  demonstrate  a 
central,  round,  non-stainable,  glass-like  body 
( Glasskorper  ) as  a constituent  of  the  normal 
erythroevte.  Previous  to  him  Loewit  had  de- 
scribed the  structure  as  an  “inner-body”  in  fresh 
preparations.  With  proper  fi.xation  and  a var- 
iety of  staining  combinations,  notably  that  of 
erythrosin  followed  by  Guineagreen,  Gutstcin  and 
IVallhach  (1928),  de  novo,  insist  that  an  inner- 
bod\,  most  probably  a nuclear  remain,  must  be 
taken  note  of  as  a normal  component  of  the  ma- 
ture red  corpuscle.  Golgi  ( 1920),  using  a gold 
chloride  treatment,  claims  to  have  been  able  to 
demonstrate  a fine  fibrillar  inner  zone,  most 
probably  of  non-nuclear  origin. 

With  the  inner-body  is  associated  the  prob- 
lem of  the  centrosome.  Metallic  impregnation, 
according  to  Golgi  (1920  ) reveals  the  presence 
of  a centrosome  apparatus  composed  of  2-3 
granules  with  surrounding  lighter  area.  Exist- 
ence of  this  structure  in  the  human  erythrocyte 
was  originally  denied  by  Heidenhain  ( 1891 ),  was 
sustained  by  Schilling  in  1911  and  has  recently 
been  reasserted  by  Schilling  (1927  ) and,  appar- 
ently, by  Gutstein  and  Walll)ach  ( 1927-28 ) in 
their  depiction  of  a microgranulum  as  a normal 
constituent  of  the  red  corpuscle. 

Since,  as  pointed  out  by  Cesaris-Demel  (1921), 
the  loss  of  nucleus  may  readily  explain  a rari- 
faction  of  globular  substance  in  the  center  as 


opposed  to  denser  conditions  at  the  jieriphery, 
the  e.vistence  of  a specific  i)iner-body  and  centro- 
some is  highly  improbable,  and  structures  pur- 
porting this  viezo  are  to  be  regarded  as  arti- 
facts zeith  incomplete  hemolysis  playing  a)i  im- 
portant role  in  their  formation.  (Idem  Xaegeli). 

NUCLEAR  REMAINS 

Red  corpuscles  of  some  of  the  lower  verte- 
brates (garter  snake,  salamander)  often  exhibit 
an  extreme  polymorphism  of  nuclei  as  a result  of 
a repeated  indentation  and  segmentation  of  nu- 
clear material  (Downey).  Associated  with  this 
initial  and  incomplete  denucleation,  is  the  forma- 
tion of  numerous  distinctly  small  chromatin 
blocks  and  granules  irregularly  distributed  in  the 
protoplasm.  Chromatin  dust  particles  of  similar 
origin  and  nature  were  reported  as  occurring  in 
the  human  erythrocyte  by  various  workers,  espe- 
cially Weidenreich  (190G),  who  claimed  the 
structures  clearly  demonstrable  in  preparations 
fixed  with  fumes  of  osmic  acid  and  stained  in 
Giemsa. 

Evidence  has  accrued  to  show  that  in  the  nor- 
mal adult,  erythrocytes  are  free  from  fine  chrom- 
atin remains.  The  latter  are,  however,  of  fre- 
quent occurrence  in  blood  of  embryo  and  new 
born  ; pathologically,  thev  may  be  seen  after  hem- 
orrhages, splenectomy  and  in  cases  of  severe 
anemias. 

Morphologically  distinct  remnants  of  nucleus 
are,  azurophil  granules,  Howell-Jolly  bodies  and 
Cabot  ring  bodies,  all  of  which  are  today  regard- 
ed as  specific  pathological  regeneration  phenom- 
ena. 

AZUROPHIL  GRANULES 

They  were  first  described  by  Naegeli  as  oc- 
curring in  various  anemias.  Nuclear  in  origin, 
they,  according  to  him,  subsequently  become 
transformed  into  basophilic  granules.  Denying 
this  relationship  with  basophilic  granules,  Eer- 
rata  and  Viglioli  (1911)  regarded  the  granules 
as  ])roducts  of  an  extreme  form  of  karyorrhexis 
or  splitting  up  of  normoblast  nuclei.  A final  dis- 
solution of  these  granules  gives  rise  to  a diffuse 
azurophil  polychromatophilia  not  to  be  confound- 
ed zvith  the  ordinary  polychromatophilia  of  cyto- 
plasmic origin. 

HOWELL-JOLLY  BODY 

Discovered  by  Howell  in  1890  in  post-hem- 
orrhagic anemia  in  cats,  it  was  Jolly  (1908), 
who,  on  the  basis  of  tinctorial  reactions  finally 
succeeded  in  demonstrating  the  origin  and  true 
nature  of  this  nuclear  remain.  Schmauch,  with 
pyrodin  poisoning,  independently  encountered 
the  structures  in  severely  anematized  cats. 
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Averaging  one  micron  in  diameter,  the  Jolly 
body  is  a remnant  of  the  normoblast  nucleus 
formed  by  way  either  of  a gradual  dissolution  of 
the  entire  nucleus  or  partial  dissolution  of  mul- 
tiple nuclear  buds.  Prevailingly  single,  the 
structure  may  accordingly  occur  in  ratios  of  2-:!. 
Central  or  excentric  in  position,  the  body,  though 
varying  in  size,  is  always  spherical.  Frecjueat  in 
blood  of  embryos  and  new  born,  the  structures 
are  relatively  sparse  in  adult  bone  marrow,  but 
become  exceedingly  numerous  in  severe  blood  dis- 
eases as  pernicious  anemia,  leukemia,  severe  sec- 
ondary anemia,  malaria,  splenomegalia.  In  cases 
of  the  latter,  for  some  unknown  reason,  removal 
of  spleen  causes  a pronounced  increase  of  Jolly 
bodies.  Hirschfeld  (1918)  is  of  the  opinion  that 
the  spleen  influences  denucleation  in  the  bone 
marrow  through  a hormone ; with  removal  of  the 
S])leen  this  ceases,  hence  the  increase  (Naegeli).* 

CABOT  RING  BODY 

First  observed  by  Cabot  (1903)  in  cases  of 
lead  into.xication,  the  structure  has  subsequently 
been  encountered  in  various  severe  anemias,  not- 
ably pernicious  anemia.  With  Giemsa  it  stains 
a red  violet.  Prevailingly  ring-shaped  and  peri- 
pheral in  position,  the  structure  is  occasionally 
double,  one  ring  overlapping  the  other.  At  times 
its  form  is  very  peculiar,  viz.,  that  of  a figure 
8 or  a double  8,  that  of  a raket  or  twisted  rubber 
binder.  It  may  occur  in  orthochromatic  or  poly- 
chromatic red  cells,  as  well  as  in  those  having 
basophilic  stippling.  (Ferrata,  Pappenheim  ).  Ac- 
cording to  I’rodersen  (191-'))  nucleated  erythro- 
cytes in  bone  marrow  of  emaciated  winter  frogs 
exhibit  multiple  contoured  structures,  simulating 
Cabot  ring  bodies,  either  free  or  in  juxtaposition 
to  the  nucleus. 

Despite  Brodersen's  observations  in  frogs, 
Romieu's  (1922)  identification  of  the  body  with 
the  striated  border  membrane  of  the  erythrocyte 
pathologically  detached  from  the  periphery  of  the 
cell,  Cesaris-Demel’s  (1921)  interpretation  of  the 
structure  as  the  limit  of  colorability  between  an 
inner  zone  with  less  dense  H-b  and  a peripheral 
zone  more  compact  in  nature,  modern  hemotolo- 
gists  are  prevailingly  in  favor  of  regarding  the 
structure  as  nuclear  in  origin  (Ferrata,  Jolly,  Sa- 
brazes  ).  The  Cabot  ring  body  represents  a homo- 
geneous, occasionally  a fine  granular,  reninant  of 
the  nuclear  membrane,  retained  after  a complete 
dissolution  of  the  major  mass  of  the  )iuclear  ma- 

[*The  distinct  round  chromatin  particles  simulating  Jolly  bodies,  ob- 
tained by  CastronuoTa  (1916),  Negreiros-Rinaldi,  Ferrata  and  others  in 
the  nucleated  erythrocytes  of  various  mammals  and  in  the  permanently 
nucleated  red  cells  of  the  lower  vertebrates,  are  not  arguments  against  a 
chromidial  origin  of  all  Jolly  bodies,  nor  evidence  for  a nuclear  secretory 
origin  of  some  of  the  structures  (Ferrata),  but  are  to  be  interpreted  a.s 
instances  of  partial  liddance  of  chromatin  material,  frequently  met  with 
in  the  lower  vertebrates.] 


terial.  Patterns  varying  from  the  ring  type  are 
effected  either  through  a subseciuent  change  in 
form,  or  to  a vacuolization  of  previously  irregu- 
larly contoured  nuclei.  According  to  v.  Juspa's 
(1911)  figures,  the  vacuolization  i)rocess  begins 
in  the  center  of  the  nucleus,  e.xtends  progressive- 
ly towards  the  periphery,  where  it  ends  with  a 
distinctly  outlined  ring  formation  of  remaining 
nuclear  material. 

HEI.NZ-EHRLICH  BODY 

Injections  of  various  blood  poisons  as  pyrodin, 
sodium-nitrate,  nitro-benzol,  pyrogallic  acid,  nile- 
blue  sulphate,  etc.,  causes  the  appearance  of  pe- 
culiar cytoplasmic  structures,  known  as  Fleinz- 
Ehrlich  bodies,  in  a varying  proportion  of  th'e 
red  cells.  Heinz  ( 1890)  originally  observed  the 
bodies  in  experimental  blood  poisoning,  produced 
in  rabbits  with  pyrodin  injections.  Later,  he  en- 
countered them  in  pathological  human  blood.  Be- 
cause of  their  staining  reaction  in  unfixed  smears 
treated  with  physiological  salt  solution  and  myth- 
el-violet,  he  termed  them  “Blaukorper",  or  blue 
bodies.  Central  or  peripheral  in  position,  the  large 
round  bodies  were  ahvays  distinctly  delimited 
from  the  rest  of  the  protoplasm,  a reason  which 
prompted  Heinz  to  interpret  the  structures  as*  a 
])rotoplasmic  necrobiotic  phenomenon  of  the  red 
cells. 

Ehrlich,  evaluating  the  significance  of  Heinz 
bodies,  interpreted  them  not  as  protoplasmic  de- 
generation phenomena,  but  as  due  to  a degener- 
ative alteration  of  H-b,  presumably  into  meta- 
H-b.  Moqihologically,  they  were  similar  to  the 
internal,  markedly  acidophilic  eosinophilic  bodies 
( hemoglobinamische  Innenkorper  ) described  by 
him  in  severe  anemias,  a view  subse(|uently  tak- 
en by  Friedstein  (1911). 

According  to  Schilling-Torgau  (1912),  the 
eosinophilic  bodies  are  not  artifacts,  but  repre- 
sent preformed  structures  identical  with  his 
“Glasskorper”  (glass-like  body),  observed  by  him 
as  a normal  constituent  in  some  of  the  red  cells. 
Ordinarily  difficult  to  demonstrate,  the  structures 
come  to  view  clearly  with  the  altered  physico- 
chemical conditions  existent  in  pathological  blood. 

In  his  first  papers  Pappenheim  also  insisted  on 
a preformation  of  the  structures,  explaining  their 
origin  as  a residual  o.xychromatin  of  the  erythro- 
blasts  (degeneration  phenomenon).  Later  (1919) 
he  adopted  the  view  of  Ehrlich. 

The  micro-chemical  studies  of  Hartwich 
(1912)  show'ed  that  Heinz  bodies  were  soluble 
in  acetic  acid  and  gave  an  oxydase  reaction  ; those 
of  Kunkel  (1913)  demonstrated  their  lipoid  con- 
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stitlUion  with  small  amount  of  iron  but  no  H-b. 
Naegeli  (1*J19)  regarded  the  bodies  as  protru- 
sions of  red  cell  protoplasm,  demonstrable  with 
vital  staining. 

Recently,  Gnstein  and  W’allbach  (192S),  using 
a mixture  of  two  poi.sons  (toluylendiamin  1%, 
])yrodin.  1%  ).  obtained  a generalized  Heinz  body 
formation  in  the  blood  of  rabbits  and  mice  the 
second  day  after  injection.  Since  subcutaneous 
injections  of  nileblue  sulphate  alone  produced 
the  Heinz  bodies  icitliout  an  accompanying  nieta- 
hcnwglobincniia,  the  structures,  in  their  opinion, 
luic'c  no  relationship  with  H-b  or  its  degenera- 
tion products.  Due  to  a high  phosphid  content, 


Heinz  bodies  have  a strong  affinity  for  basic 
dyes  ( carbol-methylene  blue,  methyl-violet,  car- 
bol-fuchsin  ) . They  are  stainable  with  acid  dyes 
as  picric-Guineagreen,  also  supravitally  with 
methyl-violet,  nile-blue,  victoria-blue.  Authors 
favor  the  opinion  that  genetically  they  most  prob- 
ably represent  an  altered  inner-body  with  a dis- 
tinctly outlined  deeply  staining  membrane. 

In  concluding  this  topic  it  may  be  stated  that 
while  usually  central  or  excentric  in  position, 
Heinz  bodies  are  frequently  met  with  as  extruded 
structures.  Because  of  their  rotundity  and  small 
size,  they  may  then  erroneously  be  mistaken  for 
blood  platelets. 
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CLINICAL  MANIFESTATIONS 

G.  P.  PRATT,  M.  D. 

The  clinical  manifestations  of  influenza  are 
well  known  to  all  of  you.  I will  simply  review 
the  symptoms  which  seem  of  most  interest  to  me 
at  this  time. 

Influenza  is  an  infection  the  cause  of  which 
we  do  not  know.  A good  many  observers  in  this 
country  think  it  is  produced  by  a streptococcus  or 
a pneumococcus.  The  French  school  say  it  is  a 
filterable  virus.  The  German  bacteriologists 
think  that  the  influenza  bacillus  is  the  causative 
organism.  Anyway,  it  is  an  infection  of  the 
respiratory  tract  and  the  clinical  manifestations 
are : Febrile  reaction  of  a severe  nature  and 
symptoms  due  to  a localizing  infection  of  the  nose, 
pharynx,  larynx,  trachea  and  bronchi  with  a spe- 
cial tendency  to  bronchopneumonia. 

I have  seen  these  cases  in  three  clinical  var- 
ieties, or  perhaps  one  should  speak  rather  of 
three  modes  of  onset.  There  is  the  influenza  with 
an  abrupt  onset ; an  onset  associated  with  coryza 
and,  lastly,  an  intermittent  type  of  influenza. 

In  the  first  variety  the  patient  is  stricken  sud- 
denly, literally  drops  in  his  tracks,  with  a 
temperature— 1013,4°  to  102°,  and  occasionally 
even  higher,  with  headache,  pain  in  the  back, 
joints  and  extremities,  nausea,  sometimes  vomit- 
ing and  extreme  prostration.  This  type  starts 
acutely  and,  if  not  complicated,  recovers  the 
same  way,  in  48  to  72  hours.  It  is  the  most  se- 
vere infection  of  the  three  and  does  more  harm 


to  an  individual’s  protoplasm  perhaps  than  either 
of  the  other  two  types. 

The  second  mode  of  onset  begins  with  a full- 
blown coryza  and  then  spreads  rapidly  to  the 
rest  of  the  tract.  This  type  of  infection  is  very 
apt  to  terminate  with  a chronic  sinusitis. 

The  third,  or  intermittent  type,  is  the  hardest 
to  handle  because  the  infection  is  more  chronic 
and  it  is  with  greater  difficulty  that  these  patients 
are  able  to  completely  recover.  This  type  of  case 
will  have  no  fever  on  the  first  day  and  complains 
of  feeling  somewhat  “grippy”.  The  second  day 
the  temperature  is  elevated  and  associated  with 
it  are  all  the  characteristic  clinical  symptoms.  On 
the  third  day  and  fourth  day  the  patient  perhaps 
is  afebrile,  but  on  the  fifth  and  sixth  day  there  is 
again  a rise  in  temperature  with  more  severe 
clinical  manifestations.  The  patient  then  recovers 
somewhat  to  have  a recurrence  maybe  again  on 
the  eighth  or  tenth  day.  There  was.  with  each 
flare-up  of  temperature,  symptoms  due  to  a lo- 
calizing of  infection  in  some  previously  uninfected 
part  of  the  respiratory  tract. 

I have  some  charts  of  the  epidemic  we  have  in 
this  hospital,  showing  the  intermittent  variety,  or 
cases  starting  as  coryza  and  terminating  in  a sin- 
us infection  and  of  the  cases  with  the  sudden  on- 
set. 

DEMONSTRATION  OF  CHARTS 

The  study  of  the  temperature  charts  of  these 
patients  is  interesting  because  it  is  my  impression 
that  with  a fever  lasting  into  the  fourth  day  or 
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past  the  fourth  clay  we  are  undoubtedly  dealing, 
if  not  with  a bronchopneumonia,  at  least  with  a 
capillary  bronchitis.  Areas  of  bronchopneumonia 
are  more  common  than  the  physical  findings 
would  lead  one  to  believe.  X-ray  examinations 
of  the  chest  will  bear  me  out  in  this  statement. 

In  the  epidemic  during  the  World  \\'ar  we 
spoke  of  the  seventh  day  of  fever  as  the  “dead 
line".  One  did  not  talk  so  much  of  the  physical 
findings  of  these  patients  as  of  the  length  of  time 
they  were  febrile.  If  fever  continued  past  the 
seventh  day,  there  was  practically  a 100%  mor- 
tality due  to  bronchopneumonia.  In  this  present 
epidemic.  I am  of  the  opinion  that  if  the  tempera- 
ture persists  into  the  fourth  day  the  chest  cer- 
tainly deserves  special  investigation  and  a thor- 
ough effort  to  find  areas  of  bronchopneumonic 
consolidation  will  probably  be  rewarded. 

The  throat  condition  is  also  of  interest.  I have 
a picture  here  which  shows  a typical  influenza 
throat.  The  posterior  pharynx  and  the  anterior 
and  posterior  pillars  are  injected  to  a deep  scar- 
let. The  injection  extends  up  from  the  uvula 
onto  the  soft  palate  where  it  stops  abruptly  at  the 
junction  with  the  hard  palate.  This  sharp  line 
of  demarcation  between  the  hard  and  soft  palate 
is  characteristic.  Further,  the  affection  of  the  soft 
palate  is  blotchy,  resembling  a measly  rash  and 
has  been  spoken  of  as  an  enanthem.  This  pic- 
ture which  I will  pass  around  was  taken  in  1919. 
It  is  somewhat  faded  but  I believe  if  you  hold  it 
to  the  light,  you  can  see  what  is  meant  by  the 
influenza  throat.  A careful  examination  for  this 
typical  throat  picture  is  important,  and  in  this 
epidemic  I found  it  present  in  about  half  of  the 
cases.  The  patients  who  had  the  influenza  throat 
were  quite  sick  and  had  a prostration  which  per- 
sisted for  days.  The  cases  without  this  type  of 
throat  are  able  to  throw  off  the  infection  more 
quickly.  I am  inclined  to  put  a question  mark 
after  the  diagnosis  of  influenza  unless  I find  this 
characteristic  throat  phenomenon. 

The  complications  in  this  epidemic  are  impor- 
tant. Sinus  infections  are  common,  e.specially 
following  the  second  type  of  onset.  Laryngitis, 
with  a loss  of  voice  and  persistent  cough,  is  found 
in  a good  many  cases.  Myositis,  particularly  of 
the  lumbar  muscles,  occurred  in  a few  instances, 
and,  of  course,  the  prostration  which  follows  is 
very  common  and  troublesome,  and  in  people  who 
are  not  up  to  par  it  may  persist  for  several  weeks. 

The  epidemic  we  have  here  is  very  mild  and 
has  only  a slight  mortality.  There  have  been  a 
few  cases  of  severe,  persistent  bronchopneumonia. 
I have  seen  these  bronchopneumonias  in  two 


types,  one,  due  to  the  streptococcus  with  a low 
leucocyte  count,  and  resembling  in  all  details 
the  bronchopneumonias  seen  during  the  World 
war,  and  the  second  type  due  to  the  pneumococ- 
cus. The  findings  in  this  latter  class  have  been 
more  widespread,  and  the  lesion  has  taken  on  a 
pseudo-pneumonic  form.  The  leucocytic  reac- 
tion is  the  typical  leucocyte  count  of  infection  due 
to  the  pneumococcus,  ranging  from  20  to  30 
thousand  white  cells.  We  have  typed  these  pa- 
tients and  have  found  in  almost  every  instance 
either  type  2 or  type  4.  In  my  own  experience 
there  has  not  been  a single  case  of  type  1.  Furth- 
er, the  pathology  of  these  lobular  pneumonias  is 
an  accumulation  of  a small  amount  of  fluid  in  the 
pleural  cavity.  So  far  it  has  not  been  necessary 
to  drain  these  cases,  as  the  fluid  has  decreased 
day  by  day.  until  it  has  been  absorbed. 

FINDINGS  IN  CHILDREN 

CLYDE  MOORE,  M.  D. 

The  epidemic  has  had  quite  a definite  clinical 
course  in  children.  The  onset  was  usually  very 
sudden,  with  high  fever,  lassitude  and  occasion- 
ally slight  symptoms  of  pharyngitis.  The  tem- 
perature range  was  between  102°  and  105°.  With- 
in 24  to  48  hours  the  temperature  came  down  To 
normal  in  many  of  the  cases  but  in  others  there 
would  be  a gradual  decline  to  normal  by  the 
third  day. 

A very  characteristic  feature  was  the  sudden 
elevation  of  temperature  upon  the  4th  or  5th  day. 
This  was  so  constant  that  during  the  latter  part 
of  the  epidemic  I told  the  mothers  that  the  child’s 
temperature  would  be  down  on  the  second  or 
third  day  and  would  come  up  on  the  fourth  or 
fifth  day.  The  course  of  the  temperature  after 
this  secondary  rise  was  dependent  upon  the  com- 
plication^. 

The  “flu”  throat,  which  Dr.  Pratt  mentioned, 
was  quite  characteristic.  The  pharynx  was  con- 
gested, the  pharyngeal  Ivmphatics  were  enlarged, 
and  there  was  (piite  a sharp  line  of  demarcation 
of  the  inflammatory  area  on  the  soft  palate.  The 
posterior  cervical  glands  were  enlarged  in  the 
majority  of  cases.  Not  all  of  the  throats  showed 
this  characteristic  picture.  In  some  there  was 
simply  an  inflammatory  reaction  in  the  pharynx. 

The  clinical  symptoms  varied  a great  deal. 
^Mmiting  was  quite  a constant  symptom  at  the 
onset.  A number  of  the  cases  developed  a mod- 
erately severe  acid  intoxication  with  very  marked 
drowsiness.  A severe  cough  occurred  in  the 
early  stages.  This  would  be  very  frequent,  dry 
and,  at  times,  distressing.  After  12  to  24  hours 
it  would  change  to  a loose,  productive  type  of 
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cough.  There  were  no  other  characteristic  symp- 
toms, the  various  other  symptoms  noted  being 
those  due  to  complications. 

On  account  of  tlie  rush  of  the  epidemic  we 
had  no  oi)portunity  to  do  any  laborator\-  work. 

The  complications  in  children  were  practically 
confined  to  the  ears,  trachea  and  laryn.x.  The 
cases  of  otitis  media  were  much  milder  than  last 
year.  A few  had  to  have  a paracentesis  but  we 
only  had  two  mastoids  out  of  a very  large  num- 
ber of  cases  seen. 

Trachetis  and  laryngitis  were  common.  Two 
cases  were  seen  in  which  intubation  was  neces- 
say.  Repeated  cultures  in  these  cases  were  nega- 
tive for  B.  Diphthcriae. 

Pneumonia  occurred  in  three  cases.  One  of 
these  which  ended  fatally,  was  a septic  pneu- 
monia. Another  developed  a lung  abscess  and 
later  recovered. 

post-morte:\i  findings 

j.  A.  mt:inberg.  m.  d. 

I take  up  the  pathology  of  the  respiratory  tract 
as  we  saw  it  in  cases  in  the  University  hospital. 
I do  not  know  whether  we  may  properly  term  it 
a manifestation  of  influenza.  To  all  appearances 
we  should.  I hesitate  because  while  we  have  had 
a number  of  cases  of  pneumonia  recently  these 
have  not  shown  definite  symptoms  of  influenza 
before  the  occurrence  of  pneumonia.  Also,  in 
most  instances  there  has  been  other  pathology 
present.  The  patients  developed  ])neumonia  while 
in  the  ho.spital  because  of  some  debilitating  dis- 
ease. In  these  instances  the  pneumonia  has  been 
a terminal  affair.  The  striking  thing,  however, 
is  that  the  lungs  showed  typical  changes  much 
the  same  as  those  found  in  lungs  in  the  epidemic 
during  the  war  period. 

The  cases  which  came  to  autopsy  showing 
pneumoiiia  were  admitted  with  the  following  di- 
agnosis': Pernicious  anemia,  two  heart  cases,  pan- 
sinusitis which  later  developed  meningitis,  and 
one  with  chronic  bronchiectasis  . Of  this  group 
of  cases  there  is  one  which  should  not  be  related 
to  the  epidemic — a frank  lobar  pneumonia  case 
in  the  stage  of  gray  hepatization. 

I can  best  give  you  a picture  of  the  pathology 
in  the  cases  of  lobular  pneumonia  by  showing  you 
one  of  the  lung  specimens.  In  this  specimen  you 
will  note  first  a thick  fibrinous  e.xudate  on  the 
surface  of  the  lung  over  the  areas  of  pneumonia. 
This  particular  case  shows  a very  e.xtensive  in- 
volvement including  almost  an  entire  lobe.  Most 
of  them  have  not  shown  such  extensive  involve- 
ment much  as  is  seen  in  a pneumonia  complicat- 


ing measles.  You  will  note  that  the  lung  .shows 
hemorrhage  in  some  areas,  intense  congestion  in 
others,  and  the  presence  of  areas  resembling  de- 
composed raw  meat.  Most  of  the  lungs  have 
shown  widely  separated  patches  of  pneumonia 
with  advanced  congestion  in  the  rest  of  the  lung 
tissue.  The  congestion  was  so  marked  that  if  one 
did  not  realize  that  pneumonia  was  prevalent,  or 
one  did  not  see  the  occasional  patches  of  e.xudate 
on  the  pleura,  the  pathology  might  easily  have 
been  overlooked  on  gross  examination.  The  bron- 
chial tubes  have  a peculiar  appearance — a green- 
ish-gray e.xudate  rather  adherent  and  e.xtending 
to  the  smaller  branches. 

The  findings  in  other  organs  consisted  chiefly 
in  inflammation  of  the  terminal  part  of  the  ileum, 
an  active  congestion.  The  parenchymatous  tis- 
sues in  the  liver  and  kidneys  showed  the  usual 
early  degenerative  changes. 

Dr.  Pratt  raised  the  question  of  lung  abscesses. 
There  have  been  no  large  abscesses  which  could 
be  considered  a part  of  the  pneumonia  process. 
There  were  two  or  three  lungs  which  showed 
small  ab.scesses  one  to  two  millimeters  in  diameter. 
There  were  two  cases  which  showed  abscesses 
but  these  were  e.xplained  in  other  ways : One  was 
a metastatic  affair  in  which  there  were  abscesses 
in  the  brain,  lung  and  kidney ; the  other  case  was 
one  of  chronic  bronchiectasis  in  which  the  ab- 
scesses were  of  long  standing.  We  can  easily  see 
how  the  small  abscesses  in  the  pneumonia  cases 
could  go  on  to  formation  of  large  abscesses  by 
coalescence.  Someone  has  asked  about  the  path- 
ology in  the  trachea.  The  pathology  in  the 
trachea  was  the  same  as  that  in  the  larger  bron- 
chi, a greenish-gray  exudate  with  congestion. 
There  was  no  evidence  of  marked  swelling. 

EPIDEMIOLOGY  OF  INFLUENZA 

J.  JAY  KEEGAN,  M.  D. 

It  is  rather  difficult  to  discuss  the  epidemiology 
of  influenza  because  there  still  is  so  much  un- 
known about  the  disease.  Like  religion,  if  a few 
premises  are  accepted,  the  arguments  can  be  made 
much  more  convincing.  Since  my  remarks  will 
be  based  upon  certain  premises  or  fundamental 
conceptions  of  influenza.  I shall  state  these  before 
beginning  my  discus.don. 

1.  The  to.xic  svmptoms  of  influenza  are  not 
diagnostic. 

2.  The  most  constant  and  important  diagnos- 
tic sign  is  evidence  of  localization  in  the  lower 
respiratory  tract. 

3.  Influenza  should  be  considered  an  epidemic 
of  lower  respiratory  infection,  or  a pneumonitis. 
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4.  The  symptoms  and  course  indicate  a pri- 
mary bacterial  infection. 

Epidemic  diseases  are  forced  uj)on  the  pub- 
lic’s attention  by  the  suddent  onset,  prostrating 
toxemia  and  rapid  spread.  The  same  disease  in 
milder  form  usually  goes  unrecognized.  This  is 
particularly  true  of  the  pre-epidemic  stage  of 
respiratory  diseases  where  the  common  cold  is  so 
frequently  prevalent  and  thought  so  little  of.  In 
discussing  the  epidemiology  of  influenza  it  al- 
ways. impresses  me  that  everyone  ignores  this  pre- 
epidemic stage  which  is  most  important  in  a cor- 
rect interpretation  of  the  disease.  An  epidemic 
disease  does  not  arrive  fully  developed,  except  by 
transmission  from  one  country  to  another.  It 
must  have  a developmental  origin  somewhere. 
That  place  usually  is  shrouded  in  mystery  and 
most  safely  can  be  blamed  upon  some  distant 
country,  as  China  or  India.  The  present  ejhdemic 
was  first  blamed  upon  California,  but  California 
promptly  blamed  it  upon  Japan,  across  the  Pacific 
Ocean.  This  sim])lv  is  passing  the  buck  or  fail- 
ing to  recognize  the  development  of  epidemics  in 
this  country. 

I have  defined  influenza  as  an  epidemic  pneu- 
monitis. If  this  is  true,  its  pre-epidemic  mani- 
festation would  most  likely  be  the  ordinary  bron- 
chial cold  or  acute  bronchitis.  The  war  time  epi- 
demic influenza  quite  evidently  developed  in  the 
camps  in  Europe  and  the  literature  of  the  pre- 
ceding winter  contained  numerous  articles  on  the 
prevailing  influenza  bacillus  bronchitis  and  later 
p.  u.  o.  (pyrexia  of  unknown  origin),  which 
might  well  be  interpreted  as  the  transition  to  the 
epidemic  stage  of  influenza.  The  real  ejjidemic 
stage  began  when  it  spread  to  the  civilian  popula- 
tion of  Spain,  and  later  United  States,  in  the  fall 
of  1918.  The  severitv  of  this  pandemic  was  due 
to  the  fact  it  arrived  in  this  country  in  a well  ad- 
vanced epidemic  stage  and  had  an  ideal  environ- 
ment for  rapid  spread  and  increase  in  virulence. 
Practically  the  entire  population  was  susceptible 
from  not  having  had  previous  contact  with  the 
pre-epidemic  stage,  and  enormous  numbers  of 
troops  were  centered  in  military  camps  through- 
out the  country.  The  disease  thus  became  an 
epidemic  of  jmeumonia. 

Ordinary  influenza,  which  apjjears  jiractically 
every  winter,  does  not  reach  the  ])neumonia  stage 
except  in  a few  cases  where  lowered  resistance 
is  particularly  favorable.  The  chief  reason  it 
does  not  reach  this  level  is  because  it  has  de- 
veloped through  the  pre-epidemic  stage  in  the 
same  environment.  When  it  reaches  the  epidemic 
stage  it  quickly  runs  through  the  remaining  sus- 
ceptibles,  .in  most  communities  at  about  the  same 
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time.  Consequently  it  runs  a shorter  course  and 
soon  disappears  from  lack  of  further  susceptible 
individuals. 

The  present  epidemic  of  influenza  is  the  ordin- 
ary epidemic  of  pneumonitis  which  occurs  every 
winter,  perhaps  a little  more  widespread  and  no- 
ticeable this  winter  because  of  its  early  start  be- 
fore other  respiratory  infections  complicated  the 
situation.  The  question  has  frequently  been  ask- 
ed, is  this  real  influenza?  It  is  not,  if  one  has  the 
war  time  epidemic  in  mind,  but  it  is  similar  in 
pulmonary  localization  and  primary  pathology.  Its 
etiology  is  not  known  and  surmises  only  can  be 
made.  However,  I believe  there  are  some  facts 
worth  considering.  Accepting  the  probability  that 
influenza  is  bacterial  in  origin,  there  are  only 
three  bacteria  which  are  very  clearly  associated 
with  primary  lower  respiratory  infection.  By 
far  the  commonest  is  the  pneumococcus.  Next  is 
the  hemolytic  streptococcus,  particularly  of  the 
war  time  epidemic  of  streptococcus  iJneumonia 
and  empyema  in  this  country.  And  third,  the  in- 
fluenza bacillus  is  very  frequently  found  in  acute 
bronchial  infections.  Perhaps  the  influenza  bacil- 
lus should  be  placed  ahead  of  the  hemolytic  strep- 
tococcus, e.xcept  for  the  war  time  epidemic  of 
streptococcus  pneumonia.  The  hemolytic  strep- 
tococcus has  a greater  tendency  to  localize  in  the 
tonsils  and  pharynx,  where  it  produces  the  epi- 
demic diseases  of  streptococcus  sore  throat  and 
scarlet  fever.  It  is  more  often  a terminal  or  dis- 
tinctly secondary  invader  in  the  bronchi  and 
lungs. 

The  diagnostic  features  of  most  acute  bacterial 
diseases  are  first,  the  localizing  signs  or  ])ath- 
ology,  and,  second,  specific  systemic  reactions  as 
in  the  exanthemata.  Influenza  has  no  recognized 
specific  systemic  reaction,  hence  interjjretation  of 
the  disease  must  be  based  u]ion  its  localization  and 
pathology.  The  war  time  epidemic  of  influenza 
had  described  a specific  gross  and  microscopic 
lesion  in  the  lungs,  although  both  might  be  ques- 
tioned. The  gross  appearance  of  the  lungs  could 
not  be  differentiated  if  a history  of  influenza  or 
an  influenza  epidemic  were  not  known.  The  mis- 
croscopic  lesion  described  by  Goodpasture  and  by 
Wolbach  as  specific  was  a peculiar  hyalin  mem- 
brane within  the  alveolar  ducts,  which  appeared 
to  obstruct  aeration  of  the  lungs.  This  was  not 
always  found,  but  when  present  was  almost  diag- 
nostic of  the  war  time  influenza  pneumonia. 

The  pathology  of  the  present  epidemic  of  in- 
fluenza has  not  been  of  this  type,  although  the 
rather  diffuse  hemorrhagic  type  of  gross  path- 
ology has  sometimes  been  seen.  Clinically  and 
microscopically  there  has  been  a great  predomin- 
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ance  of  the  pneumococcus  type  of  pneumonia. 
This  is  characterized  by  a dense  leucocytic  and 
fibrinous  exudate  in  the  alveoli ; and  the  fre- 
quent finding  of  fixed  types  of  pneumococci  by 
culture.  I am  aware  that  these  may  be  consid- 
ered secondary  complications  of  the  primary  cbs- 
ease  influenza.  Still  I believe  the  complications 
of  many  diseases  are  of  significance  in  the  eti- 
ology ; as  the  streptococcus  complications  of  scar- 
let fever.  From  the  evidence  at  hand  I would 
guess  that  this  epidemic  of  influenza  was  caused 
by  the  pneumococcus  and  would  offer  the  opinion 
that  our  annual  epidemic  of  mild  influenza  is 
caused  by  the  pneumococcus,  the  commonest  low- 
er respiratory  infector. 

I have  indicated  that  an  epidemic  of  influenza 
should  be  viewed  in  a broad  manner  with  pre- 
epidemic  and  epidemic  periods,  and  varying  path- 
ology and  symptoms  during  these  periods.  I be- 
lieve I can  best  represent  m\'  conception  of  this 
sequence  of  events  by  a graph  which  shows 
curves  of  pathology  and  toxemia. 

This  graph  is  divided  into  two  major  periods, 


among  children,  we  should  recognize  that  an  epi- 
demic of  the  grippe  or  influenza  is  imminent 
among  the  adults  who  have  not  gotten  this  mild- 
er or  pre-epidemic  infection.  Also  I would  like 
. to  express  the  opinion  that  the  bacterial  etiolog\’ 
of  this  bronchitis,  which  can  easily  be  ascertained, 
is  quite  indicative  of  the  etiology  of  the  later 
epidemic.  The  war  time  epidemic  of  streptococ- 
cus pneumonia  was  preceded  by  a prevelant 
hemolytic  streptococcus  purulent  bronchitis  com- 
plicating measles  and  there  was  a very  definite 
influenza  bacillus  purulent  bronchitis  in  France 
and  England  preceding  the  war  time  epidemic  of 
influenza. 

In  the  present  epidemic  of  influenza  I would 
like  to  call  attention  to  the  prevalence  of  pneu- 
mococcus purulent  bronchitis  during  October  and 
November,  before  anyone  thought  of  influenza. 
I know  of  several  cases  from  personal  experi- 
ence. Every  member  of  my  family  of  four  had 
a low  grade  smouldering  bronchitis,  beginning 
with  the  two  children,  as  far  back  as  September. 
I contracted  my  infection  about  the  middle  of 
October  and  it  was  definitely  a primary  lower 
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curs  through  secondary  divisions,  each  represent- 
ing a few  weeks  in  time,  commonly  recognized  as 
colds,  acute  bronchitis,  the  grippe,  influenza, 
pneumonia  and  finally  sepsis,  or  blood  stream  in- 
vasion. The  ])Ost-epidemic  curve  follows  some- 
what the  same  order  reversed. 

To  me  the  most  significant  pre-epidemic  man- 
ifestation is  the  stage  of  purulent  bronchitis,  a 
type  of  acute  bronchitis  in  which  abundant  puru- 
lent exudate  is  coughed  up  and  in  which  there 
is  a distinct  tendency  to  chronicity  and  peri- 
bronchial infiltration;  but  little  to.xemia.  When- 
ever this  condition  is  prevalent,  ])articularly 


I had  a pharyngeal  culture  taken  and  a predom- 
inant mucoid  type  III  pneumococcus  was  found, 
which  formed  capsules  on  ordinary  serous  media. 
Einally,  about  November  20th,  I developed  a 
chill  with  temperature,  leucocytosis  and  a small 
area  of  pneumonia  in  the  right  base,  with  pleu- 
risy. This  temperature  lasted  only  three  days, 
although  a productive  cough  persisted  another 
month.  The  bronchial  sputum  both  during  and 
after  the  pneumonia  showed  the  same  Type  III 
pneumococcus. 

I cite  this  personal  experience  because  it  il- 
lu.strates  not  onlv  a most  characteristic  pre-epi- 


Vol.  XIV,  No.  G 


THE  NEBRASKA  STATE  MEDICAL  .lOURNAL 


241 


demic  purulent  brouchiti.s,  but  also  indicates  the 
origin  of  this  epidemic  of  influenza.  Many  oth- 
ers of  this  territory  and  climate  were  having  the 
same  experience  in  varying  severity.  My  opinion 
would  be  that  it  was  transplanted  from  here  to 
California  where  the  climate  and  remoteness  had 
protected  them  from  the  pre-epidemic  stage ; and 
that  the  epidemic  then  got  its  start  on  a large 
group  of  susceptible  individuals,  and  started  back 
across  the  United  States  in  true  epidemic  style. 
Those  who  had  recently  had  the  bronchitis  were 
immune  but  the  others  were  not,  and  consequent- 
ly readily  got  the  more  virulent  infection. 

The  second  period,  which  I wish  to  emphasize 
in  the  graph,  is  the  grippe  period  when  the  evi- 
dence of  pathology  makes  a peculiar  drop,  as  the 
toxemia  rapidly  increases.  This  is  the  transition 
stage  between  the  pre-epidemic  and  epidemic  per- 
iods, and  is  most  difficult  to  diagnose  or  localize. 
The  same  disappearance  of  local  pathology  occurs 
at  this  stage  of  other  epidemic  diseases.  My  in- 
terpretation of  it  is  that  it  represents  a brief  in- 
fection and  rapid  recovery  which  occurs  when  a 
bacterium  has  gained  enough  virulence  to  pene- 
trate the  bronchial  epithelium  or  to  get  in  the  al- 
veoli, but  not  enough  to  withstand  the  prompt 
systemic  immunity  reaction  which  its  penetration 
stirs  up.  The  bacteria  disappear  promptly  almost 
without  demonstrable  pathology.  I have  seen 


this  stage  of  streptococcus  sore  throat  where  oidy 
a sensation  of  dryness  was  experienced  and  the 
throat  was  only  slightly  injected  for  a day  or 
two.  Yet,  cultures  before  onset  were  negative  for 
the  hemolytic  streptococcus  and  on  the  next  day 
after  onset  were  strongly  positive.  The  difficul- 
ty of  diagnosis  of  this  stage  in  lower  respiratory 
infection  is  increased  by  the  inaccessibility  of  the 
region,  and  the  transient  nature  of  the  lesion, 
which  clears  up  without  physical  signs  or  spu- 
tum. A diagnosis  of  capillary  bronchitis  may  be 
made  by  a careful  clinician. 

Most  epidemics  of  the  ordinary  grippe  end  at 
this  stage  for  all  susceptible  individuals  are  soon 
infected  and  the  epidemic  dies  out.  Occasionally, 
however,  as  this  year,  circumstances  are  favor- 
able for  further  transmission  and  increase  of 
virulence.  Then  we  call  it  influenza,  which  usu- 
ally means  a rather  widespread  primary  pneu- 
monitis which  may  clear  up  quickly,  but  may  go 
on  to  lobular  or  diffuse  pneumonia  in  those  with 
lessened  resistence,  as  in  the  aged  and  infants, 
or  secondary  complications  may  develop,  often 
depending  upon  other  prevailing  infections.  For- 
tunately, in  the  present  epidemic,  there  have  been 
few  secondary  complications,  perhaps  due  to  the 
early  seasonal  occurrence  of  the  epidemic  apd 
particularly  to  the  absence  of  a virulent  strain  of 
the  hemolytic  streptococcus. 


UXDULANT  OR  MALTA  FEVER 

JOHN  BUIS,  M.  D., 

Pender,  Nebr. 


Undulant  or  Malta  fever  is  characterized  by  a 
long  continued  irregular  fever,  accompanied  by 
rigors  and  excessive  sweating,  feeling  of  ex- 
haustion, headache,  leucopenia,  mononucleosis, 
and  enlarged  spleen. 

To  causes  of  long  continued  fever,  as  typhoid, 
tuberculosis,  sepsis,  malaria,  and  trichinosis  must 
be  added  Brucella  mclitensis  infection,  variety 
abortus.  Especially  is  this  true  in  rural  districts 
as  by  far  the  largest  percentage  of  cases  have 
been  reported  among  farmers  and  inhabitants  of 
small  towns. 

That  the  disease  has  been  overlooked  is  shown 
by  its  history.  The  first  case  to  be  recognized 
in  the  United  States  was  in  l!)2d  in  Baltimore. 
Since  that  time  less  than  200  cases  have  been 
reported  in  the  literature,  the  greatest  number 
from  Iowa  in  the  past  year  when  Hardy  report- 
ed 125  cases.  One  case  has  been  reported  in 
Nebraska  according  to  the  records  of  the  De- 
partment of  Public  Welfare.  This  case  was  re- 


ported in  The  Nebraska  State  Medical  Journal 
for  May,  1928. 

Case.  D.  C.,  age  29,  farmer.  Married.  One  child. 
Called  at  the  office  .July  3d,  1928,  at  ten  a.  m.  His 
chief  complaint  was  chills  and  fever  at  night.  The 
second,  weakness;  exhausted  all  the  time.  The  third, 
constipation.  Had  to  take  salts  every  other  day  to 
secure  evacuation  of  the  Ijowels. 

He  had  not  felt  well  for  several  months,  being 
troubled  with  night  sweats.  The  last  two  weeks  he 
had  been  more  tired  than  usual  and  was  hardly  able 
to  do  his  farm  work.  He  did  not  cough.  There  was 
no  history  of  having  coughed  up  or  spat  up  blood. 
No  sputum.  He  had  lost  lost  ten  pounds  in  weight. 
The  past  w'eek  had  a severe  headache  most  of  the 
time  and  the  last  three  days  bleeding  from  the  nose. 
There  was  shortne.ss  of  breath  on  walking  or  any 
undue  exertion.  His  appetite  was  good.  Slept  good 
except  for  annoyance  of  sweats  at  night. 

Examination:  Temiierature  99.6,  pulse  70,  respira- 
tion 18. 

Chest:  There  were  no  rales  or  modified  breath 

sounds,  no  variations  from  the  normal  in  vocal 
fremitus  or  whispered  voice  sounds,  no  dullness  on 
percussion. 

Abdomen:  No  tenderness,  no  distension. 

Extremities:  No  areas  of  tenderness  or  iiai'n. 

Pupil,  iiatellar,  plantar  and  scrotal  reflexes  were 
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1-2.  The  first  division  of  the  high  temperature  plane  begins  July  3d  and  extends  to  July  16th. 
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5.  A depression  begins  August  1 and  is  continuous 
ill  August  7. 


6.  A new  high  plane  begins  August  8 and 
tinuous  till  August  20. 
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3-4.  A new  plane  begins  the  17th  and  is  maintained  till  July  31st.  This  is  at  a slightly  lower  level  than^the 
first  plane. 
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7-8.  A short  depression  extending  over  21st,  22nd  and  23d.  A new  plane  begins  the  24th  with  its  highest 
peak  on  the  27th.  The  decline  is  slightly  irregular  but  is  continuous  for  six  days. 
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12.  The  elevations  on  Sept.  28th  are  partly  cliagramatic.  On  the  whole  the  chart  illustrates  the  typical 
unduiant  course  of  the  fever. 

GRAPHIC  CHART  C~  Ho.  

normal.  The  urine  was  negative,  no  albumen,  sugar, 
pus  or  casts  were  found.  The  white  cell  count  was 
5,000,  differential  not  made. 

He  was  advised  to  go  to  bed  as  his  clinical  picture 
was  suspicious  of  typhoid. 

At  8 p.  m.  his  temperature  was  103.6,  his  pulse  70. 
July  4th,  6:30  p.  m.,  his  temperature  was  102,  pulse 
80,  respiration  18.  He  was  out  of  bed  as  his  backache 
was  so  severe  he  could  not  lie  down,  and  sitting 
seemed  to  give  him  some  relief. 

July  5th.  The  abdomen  was  distended.  Had  sev- 
eral watery  stools. 

July  6th.  Complained  of  feeling  sick  all  over.  Was 
given  1/4  cc  of  typhoid  and  para  typhoid  vaccine. 

July  7th.  Rigor  and  sweats.  The  abdomen  was 
markedly  distended  so  that  he  was  very  uncomfort- 
able. This  was  relieved  by  an  enema. 

July  11th.  No  distension.  Spleen  enlarged.  Tongue 
coated  with  red  margin.  Apathetic.  Loosing  weight. 
Chills  and  fever. 

July  14th.  Rigors  and  sweats  but  feels  comfortable. 
July  16th.  No  delirium  although  temiterature 
reaches  104.6,  ijulse  runs  about  normal,  70  to  80. 
Suspicious  rose  spots  on  abdomen. 

July  19th.  Temperature  runs  slightly  higher  than 
last  week.  Spleen  large. 

July  22.  Temperature  has  not  gone  above  101  last 
three  days.  Morning  temperature  has  come  down  to 
97.2,  lowest  it  has  been  since  going  to  bed. 

Aug.  2nd.  Pain  in  back,  tender  in  both  flanks, 
temperature  goes  to  102. 

Aug.  9th.  Feels  fine.  Much  better  than  week  ago. 
Aug.  12th.  Temperature  maintains  about  same  level. 
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No  ascertainable  cause  can  be  found  for  tempera- 
ture. No  albumen,  no  pus  or  blood  in  urine. 

Aug.  16th.  Small  pieces  of  blood  clots  in  stools. 
White  cell  count  7,000.  Red  blood  cells  4,800.000. 
Heart  sounds  seem  weak.  Sweat  worse  than  usual 
last  night. 

Aug.  19th.  Temperature  again  declining. 

Sept.  3d.  Temperature  rises  steadily  every  evening 
to  102.  Has  cold  clammy  sweat  every  night.  Sweat- 
ing on  tower  extremities  when  seen.  Large  drops  of 
prespiration  from  hips  down.  Heart  sounds  weak. 
Marked  tache  cerebrale  over  abdomen.  Feels  fine 
and  would  not  know  he  was  sick  if  temperature  were 
not  taken  regularly.  Was  given  1/30  gr.  strychnia 
every  four  hours.  Liberal  diet  was  ordered  as  pa- 
tient had  been  trying  to  starve  the  fever.  The  tem- 
perature immediatly  dropped  to  normal  and  remained 
so  for  week  when  he  was  allowed  out  of  bed. 

Sept.  20th.  He  again  called  at  the  office.  Rather 
weak  but  feeling  fine.  No  weight  loss. 

Sept.  2Sth.  Had  fever  last  night  but  did  not  take 
temperature.  That  morning  tried  to  do  some  work. 
Had  chill  at  10  a.  m.  and  again  at  1 p.  m.  When 
seen  at  3 p.  m.  temperature  was  104.4,  pulse  120, 
respiration  24.  Complains  of  pain  through  chest. 
There  is  no  localized  pain.  No  increase  of  pain  on 
deep  inspiration.  No  rales.  Temperature  was  nor- 
mal again  in  three  days. 

From  this  time  on  he  attempted  to  do  his  farm 
work.  Beginning  with  January  he  had  considerable 
trouble  with  "rheumatism”.  Was  in  bed  at  times 
and  thinks  he  had  some  fever  at  times  but  did  not 
take  his  temperature. 

March  3d.  Has  been  in  bed  most  of  past  week. 
Had  chill  today  followed  by  temperature  of  103.4, 
pulse  110,  respu-ation  24.  Has  sputum  tinged  with 
blood.  Looks  cyanotic.  Annoying  cought.  Headache. 

March  4th.  Temperature  104,  pulse  96,  respiration 
28.  Does  not  cough  much.  Cyanosis  not  marked.  Pain 
in  eye  balls  and  back  of  head.  Light  burns  ej'es. 
Cannot  sleep  for  some  reason.  Has  few  fine  rales  in 
chest. 

March  7th.  Cough  has  disappeared.  No  expector- 
ation. No  dullness  in  chest. 

March  8th.  Had  several  bloody  stools  during  night. 
Pain  in  abdomen.  Chest  negative.  White  cell  count 
5,000. 

:March  21st.  Called  at  office.  Temperature  98.6, 
pulse  70.  Chief  complaint  is  weakness  and  sweating 
at  night.  "Rheumatism”  has  disappeared.  Diminish- 
ed voice  sounds  left  chest  posteriorly.  No  sputum. 
White  cell  count  6,000,  reds  5,000,000,  weight  159  lbs. 

Five  cc  of  blood  was  sent  to  the  U.  S.  Public  Health 
Service  laboratory  at  Iowa  City,  with  a request  that 
it  be  tested  for  Brucella  melitensis  infection. 

March  6th  we  received  the  following:  “As  you 

suspected,  we  find  agglutination  for  Brucella  meliten- 
sis. There  is  complete  agglutination  in.  serum  dilu- 
tions of  1-20  to  1-640  but  not  higher.  If,  as  you  in- 
dicate, the  patient  is  now  convalescent  it  is  quite  pos- 
sible and  it  seems  probable  that  the  titer  was  higher 
than  this  at  an  earlier  date.  I am  taking  the  liberty 
of  sending  a copy  of  this  report  to  your  State  De- 
partment of  Health.  A.  V.  Hardy,  Acting  Head  State 
Hygenic  Laboratories.” 

April  1st  a specimen  of  blood  was  sent  to  the  state 
laboratory  at  Lincoln  and  one  to  a private  laboratory 
at  Omaha.  Both  reports  were,  “No  agglutination  for 
Brucella  melitensis  or  Malta  fever.” 

In  developing  the  further  history  of  the  case 
it  was  learned  that  in  1925  he  had  sold  four  of 
his  milk  cows  out  of  a herd  of  five  because  they 


aborted  at  the  fifth  and  sixth  month.  He  has  this 
cow  at  the  present  time  but  she  aborted  about 
two  months  ago  at  the  third  month  of  gestation. 

In  1928  he  sold  eight  of  his  cows  out  of  a herd 
of  thirty  because  of  sterility.  In  contracting  the 
infection  it  must  have  been  by  contact  with  his 
stock  as  he  never  drank  milk. 

The  treatment  of  the  disease  at  the  present 
time  is  entirely  supportive.  In  the  reports  of 
cases  that  have  been  published  mercurochrome 
intravenous,  acriflavine  and  milk  intra-muscular- 
ly  have  been  used. 

The  mortality  in  cases  reported  is  about  four 
per  cent.  • The  most  serious  feature  is  the  long 
period  of  invalidism.  Some  cases  running  into 
years  before  there  is  relief.  Immunity  evidently 
does  not  exist  as  the  agglutination  disappears  in 
a short  time,  in  some  cases.  This  would  exclude 
the  possibility  of  developing  a serum  or  vaccine 
against  the  infection. 


PRESIDENT  THAYER  OX  THE  INFLU- 
ENCE OF  THE  INDIVIDUAL 
PHYSICIAN 

‘AVhat.  after  all.  does  a man  who  has  practiced 
medicine  for  a good  many  years  feel  to  be  the 
greatest  service  that  he  renders?  I am  sure  that 
most  men  who  have  practiced  general  medicine 
feel  that  it  is  the  influence,  prophylactic  and  gen- 
eral. that  he  excercises  in  his  close  human  rela- 
tions with  men  and  women.  The  good  that  I do 
I am  sure  comes  largely  out  of  the  time  that  I 
spend  personally  with  the  individual.  It  is  hard 
work  and  takes  a good  deal  of  time,  but  I am 
sure  that  I have  done  more  good  by  such  per- 
sonal effort  than  by  anything  else. 

“I  do  not  believe  that  this  influence  of  the  in- 
dividual physician  can  ever  be  supplanted.  There 
will  always  be  puzzling  questions  to  meet.  The 
nature  of  the  physician's  practice  is  sure  to  change 
in  some  respects,  but  I doubt  very  much  whether 
we  need  annoy  ourselves  in  the  abstract  about  the 
sphere  of  the  individual  practitioner  of  medicine. 
So  long  as  we  are  human  beings,  so  long  the 
human  influence  of  the  physician  will  continue  to 
be  of  vital  importance. 

“It  is  highly  ]wobable  in  the  future  we  shall 
need  to  learn  to  coo])erate  in  more  ways  than  we 
have  in  the  past,  and  better  than  we  have,  in  order 
to  protect  and  help  the  public.  But  despite  this, 
nothing  that  I can  see  is  likely  to  diminish  the 
importance  or  the  value  of  close  human  relations 
between  physician  and  patient.” 


MULTIPLE  PRIMARY  MALIGNANCIES— CLINICO-PATHOLOGICAL  REPORT 
OP  CASE  WITH  INDEPENDENT  PRIMARY  CARCINOMATA  OP 
BREAST  AND  STOMACH* 

B.  M.  RILEY,  M.  D.,  B.  CARL  RUSSUM,  M.  D.,  AND  M.  WILLIAM  BARRY.  M.  D. 


In  1921  Ovven^^I  reviewed  3000  cases  of  malig- 
nancy in  the  literature  since  1910,  and  found 
multiple  growths  in  4.7  per  cent  of  the  cases. 
Ninety-eight  per  cent  of  the  multiple  growths 
were  epitheliomas,  five  of  which  were  associated 
with  carcinoma  of  the  breast.  Gade^^^  reviewed 
4219  cases  of  malignancy  in  Norway  and  found 
0.76  per  cent  of  multiple  tumors.  Pearl-Bacon^^) 
at  fohns  Hopkins  found  only  one  instance  of  mul- 
tiple malignancies  in  816  cases  of  malignancy 
coming  to  autopsy.  This  one  instance  was  an 
epithelioma  of  the  esophagus  with  hypernephroma 
of  the  left  kidney  in  a white  male.  They  ruled 
out  two  other  cases  where  more  careful  study 
revealed  supposedly  multiple  primary  growths  to 
be  metastases  from  a single  primary  tumor. 

Independent  primary  carcinoma  of  the  stomach 
and  of  the  breast  in  the  same  patient  is  an  ex- 
tremely rare  subdivision  in  this  rare  group  of 
multiple  malignancies.  We  have  encountered 
only  one  such  case  in  the  last  898  autopsies. 

CASE  REPORT 

A white  female,  66  years  of  age,  was  admitted  to 
St.  Joseph’s  Hospital,  June  3,  1926,  on  the  service  of 
Dr.  B.  M.  Riley.  She  complained  of  weakness,  head- 
ache, dizziness  and  diarrhea  for  an  indefinite  period, 
but  she  was  practically  moribund  and  no  authentic 
history  could  be  obtained  from  the  patient  or  the 
friend  who  broug-ht  her  to  the  hospital.  She  had 
been  told  recently  by  a physician  that  she  had  per- 
nicious anemia. 

On  physical  examination  she  appeared  well  nour- 
ished. There  were  chronic  varicose  ulcers  over  both 
shins.  The  blood  hemoglobin  was  30%,  the  red  blood 
count  4,290,000,  the  white  count  3,450,  and  the  blood 
Wassermann  negative. 

She  became  weaker,  involuntary,  somewhat  jaun- 
diced, dying  on  June  9,  1926,  six  days  after  admis- 
sion. 

Anatomic  diagnosis:  (B.  C.  R.)  Marked  secondary 
anemia,  with  hyperplasia  of  bone  marrow;  atrophy  of 
gastric  mucosa;  carcinoma  of  left  breast  with  meta- 
stases to  left  axilla:  old  healed  gastric  ulcer;  marked 
arteriosclerosis;  left  lateral  scoliosis;  arteriosclerotic 
kidneys;  fibrous  adhesions  between  transv-erse  colon 
and  stomach;  chronic  perisplenitis;  calcification  of 
splenic  capsule;  multiple  cysts  of  endometrium  and 
over  each  tube;  senile  atrophy  of  uterus  and  ovaries; 
atrophy  of  cortex  of  brain;  some  atherosclerosis  of 
vessels  at  base  of  brain. 

Autopsy:  Section  through  the  left  breast  revealed  a 
hard  nodule  about  two  cm.  in  diameter  which  on  sec- 
tion was  opaque  and  gray,  and  rather  uniformly  firm. 
In  the  fat  of  the  left  axilla  was  a smaller  nodule 
about  one  cm.  in  diameter,  which  on  section  was  firm, 
gray,  opaque,  rather  granular,  and  ovoid.  About  five 
cm.  from  the  cardiac  end  of  the  stomach,  on  the  les- 
ser curvature,  there  was  a one  cm.  scar,  apparently 
an  old  healed  ulcer. 

*From  Departments  of  Medicine  and  Pathology,  Creighton  University 
School  of  Medicine. 


In  paraffin  sections  of  the  left  breast  nodule,  stain- 
ed  with  hematoxylin  and  eosin  there  are  masses  and 
strands  of  hypertrophic,  hyperchromatic,  epithelial 
cells  growing  in  a dense  fibrous  stroma.  In  sections 
through  the  gastiic  ulcer  there  is  marked  glandular 
hyi)erplasia  with  hyperchromatism  of  the  lining  cells, 
while  the  submucous,  muscular  and  peritoneal  coats 
are  invaded  by  hyperchromatic  cells  arranged  in 
glandular  formation.  In  similar  sections  taken  from 
the  stom.ach  wall  one  inch  distally  there  is  an  ex- 
tensive infiltration  of  the  submucosa,  and  to  a lesser 
extent  of  the  muscle  and  subserosa,  with  small  glands 
lined  with  similar  hyperchromatic  epithelia  which  in 
several  places  seem  continuous  with  the  glands  of 
the  mucosa;  in  the  latter  are  large  glandular  ele- 
ments lined  by  hyperchromatic  epithelia. 

We  interpret  the  breast  tumor  as  a polygonal  cell 
carcinoma  of  the  scirrhous  type  with  typical  meta- 
stases to  axillary  lymph  nodes,  while  the  findings  in 
the  stomach  are  those  of  an  early  adeno-carcinoma 
with  no  regional  metastases.  Microscopical  findings 
in  the  other  tissues  were;  Conglomerate  tubercles  in 
peribronchial  lymph  nodes;  chronic  varicose  ulcer  of 
the  leg;  serous  cysts  of  surface  of  Fallopian  tubes; 
hyperkeratosis  of  skin  over  left  breast;  metastatic 
polygonal  cell  carcinoma  of  left  axillary  lymph  node; 
senile  atrophy  of  right  breast;  arteriolar  disease  of 
kidneys;  hyaline  perisplenitis;  brown  atrophy  of  liver; 
senile  atrophy  with  fat  replacement  of  pancreas; 
erosion  of  soft  palate  from  artificial  teeth;  fatty  in- 
filtration and  degeneration  of  myocardium;  small  rec- 
tal polyp;  chronic  inguinal  lymphadenitis  (right); 
atherosclerosis  of  aorta,  slight. 
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LIPOIODINE-CIBA 

In  the  form  of  Lipoiodine-Ciba,  Diagnostic,  it 
is  used  as  a contrast  medium  in  the  localization 
of  bronchial  and  pulmonary  lesions,  as  a diag- 
nostic aid  in  gynecology  and  myelography,  for 
detecting  urethral  strictures,  and  in  cavities 
where  intensification  of  the  roentgen  ray  shadows 
is  desired.  The  dosage  for  diagnostic  work  is 
from  .■)  to  20  cc.  of  Lipoiodine-Ciba,  Diagnostic, 
as  determined  by  the  extent  of  the  field  to  be 
investigated.  Ciba  Co.,  Inc.,  New  York. 

Lipoiodine-Ciba  Diagnostic.  A 60  per  cent 
solution  of  Lipoiodine-Ciba  (A’ civ  and  Nonoffi- 
cial Rnnedies,  1928,  page  21.i),  in  sesame  oil. 
Ciba  Co.,  Inc.,  New  York. 

Ampules  Lipoiodine-Ciba  Diagnostic,  o cc. 
Each  ampoule  contains  3 cc.  of  a 60  per  cent 
solution  of  Lipoiodine-Ciba  (A’ezi'  and  Nonoffi- 
cial Remedies,  1928,  page  213),  in  sesame  oil. 
Ciba  Co.,  Inc.,  New  York. 
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THE  OMAHA  MEETING 

Renewed  interest  in  organized  medicine  is  well 
illustrated  in  the  attendance  at  the  annual  meet- 
ing held  at  Omaha,  ]\Iay  14.  15,  l(i,  which  totaled 
450  registrants — the  largest  number  ever  attend- 
ing an  annual  meeting.  It  is  further  demonstrat- 
ed by  the  fact  that  100%  of  those  on  the  program 
did  their  parts.  Still  further  is  it  demonstrated 
by  the  attendance  and  rapt  attention  at  all  the 
sessions.  The  meeting  place — the  Elks  Club — 
was  a happy  choice  for  it  took  the  doctors  away 
from  the  catacoustics  of  hotel  ball  rooms,  mez- 
zanines and  lobbies  to  a place  secluded  and  rest- 
ful where  it  was  possible  to  concentrate  attention 
to  the  work  in  hand. 

An  innovation  at  this  meeting  was  the  induc- 
tion with  appropriate  ceremonies  of  Dr.  F.  S. 
Owen  as  president,  which  added  eclat  to  the 
occasion. 

Dr.  Gerald  B.  Webb.  Colorado  Springs,  guest 
of  honor,  discussed  “Early  Diagnosis  of  Pulmon- 
ary Tuberculosis",  stressing  the  statement  that 
the  x-ray  is  the  best  single  diagnostic  for  early 
tuberculosis.  Dr.  Carl  A.  Hedblom.  Chicago, 
spoke  on  the  “Etiology  and  Surgical  Treatment 
of  Pulmonary  Abscess.”  He  stressed  the  fact 
that  no  one  treatment  is  preferred,  but  that  cases 
must  be  individualized.  Dr.  A.  Hardy  of  the 
United  States  Public  Health  Service  brought  to 
our  attention  the  unsirspected  prevalence  of  Un- 
dulant  fever.  .Since  we  know  now  that  the  con- 
tagious abortion  of  cattle  is  produced  by  the  same 
germ  as  undulant  fever,  it  must  be  true  that  we 
have  many  unsuspected  cases  of  undulant  fever 
in  this  state,  derived  from  milk  and  butter  of 
affected  cows.  If,  as  suggested,  our  state  labor- 
atory is  not  equipped  to  discover  the  germ  in 
material  sent  to  the  laboratory  for  examination, 
then  it  is  high  time  that  those  in  charge  rise  to 
the  occasion.  Incidentally,  the  case  report  of 
undulant  fever  published  in  this  number  will  help 
to  orient  us  on  this  disease.  Dr.  John  R.  Caulk 
of  St.  Louis,  demonstrated  his  “Cautery  Punch 
Operation  for  the  Relief  of  Obstructions  at  the 
Bladder  Neck.”  He  clearly  showed  that  there 
is  a place  for  this  operation  in  selected  cases.  Dr. 
Charles  A.  Elliott,  Chicago,  spoke  on  the  “Diag- 
nosis and  Treatment  of  Hyperthyroidism.”  Dr. 
Elliott  is  convinced  that  the  wise  use  of  iodin  is 
useful,  but  does  not  cure — the  disease  progresses. 
Iodin  is  beneficient  in  all  forms  of  hyperthyroid- 
ism and  should  be  continued  after  operation  to 
prevent  hyperplasia.  The  “Address  on  Surgery” 
was  given  by  Dr.  W.  J.  Arrasmith  of  Grand  Is- 
land and  stressed  the  laboratory  findings  in  diag- 
nosis. Dr.  C.  P.  Fordyce,  Falls  Cit}'.  gave  the 
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“Address  in  Medicine”.  Dr.  Fordyce's  oration 
was  a thorough  exposition  of  the  problem  of 
monoxide  poisoning.  The  President’s  Address 
was  given  at  the  banquet  attended  by  over  four 
hundred  guests.  He  ably  discussed  specialism 
and  the  general  practitioner  whom  he  visualizes 
as  not  disappearing  but  as  just  coming  into  his 
own,  better  equipped  to  take  his  part  in  the  field 
of  preventive  and  curative  medicine. 

Dr.  K .S.  J.  Hohlen  of  Lincoln  was  elected 
president-elect,  a reward  well  earned  by  service 
on  the  campaign  committee  of  the  association 
for  a number  of  years.  The  next  meeting  will 
be  held  at  Lincoln. 

It  is  to  be  regretted  that  petty  politics  will 
deprive  us  of  the  service  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  of 
the  only  Nebraska  representative  who  has  com- 
pelled recognition  in  the  councils  of  that  body  in 
a third  of  a century ; on  the  other  hand  the  erup- 
tion gives  us  another  delegate  whose  compelling 
personality  will  be  certain  to  bring  recognition  in 
the  councils  of  that  body. 

It  is  thought  by  many  that  the  meeting  just 
closed  was  the  best  rounded  out  annual  meeting  in 
the  long  history  of  the  association. 

The  Nebraska  State  Medical  Association  is 
growing  in  numbers  and  in  scientific  importance 
as  the  meeting  just  closed  amply  proves. 

Public  Health  Week  was  observed  in  Omaha 
by  cooperation  of  the  Public  Activities  commit- 
tee of  the  State  Association  with  local  commit- 
tees in  Omaha.  During  the  week  addresses  were 
given  at  twenty-five  different  places.  Much 
credit  is  due  Dr.  E.  R.  Hays,  Chairman  Public 
Activities  committee,  for  his  far  sighted  policy. 


“A  SURVEY  OF  THE  PHYSICIAN’S 
INCOME” 

Medical  Economics  publishes  the  result  of  a 
survey  made  to  determine  the  average  of  the 
physician’s  income.  Three  thousand  question- 
naires were  sent  out  and  approximately  one 
thousand  answers  were  received.  The  question- 
naires were  sent  to : 

“( 1 ) rural  communities,  having  only  one  or  two 
physicians;  (2)  towns  of  about  5,000  population; 

(3)  cities  of  about  10,000  to  25,000  population; 

(4)  cities  of  50,000  population  and  more;  and 

(5)  metropolitan  centers,  like  New  York,  Chica- 
go and  Philadelphia. 

“The  important  questions  were : ( 1 ) How 

many  years  have  you  been  in  practice?  (2)  What 


was  your  ai)proximate  gross  income  during  the 
past  year?  (3)  What  was  your  approximate  net 
income  during  the  past  year?  (4)  What  is  the 
number  in  your  family?  (5)  Is  your  office  in 
your  home?  (0)  Do  you  own  your  own  home? 
( 7 ) How  much  of  your  income  are  you  able  to 
save  for  investment?  (8)  In  what  form  are 
most  of  your  investments?  (9)  On  whose 
recommendations  do  you  invest  your  sur|)lus 
funds?  (10)  Are  you  a general  practitioner  or 
a s])ecialist  ?” 

“The  results  of  the  survey  are  (juite  interesting 
and  somewhat  different  from  what  we  have  been 
led  to  believe. 

“We  see,  for  instance,  that  the  average  net  in- 
come for  physicians  over  the  entire  United 
States  is  apparently  $5,800.  ( Previous  estimates 
have  placed  the  average  lower).  We  see  that 
this  figure  rises  from  $3,284  in  rural  communi- 
ties, to  $7,125  for  metropolitan  centers.  In  in- 
dustrial cities  ( mills,  mining,  etc. ) the  average 
net  income  is  $0,235,  slightly  more  than  the  $4,- 
800  for  towns  of  about  5,000  population,  and 
less  than  either  the  medium-size  city  or  large 
city  incomes  of  $0,309  and  $7,022,  respectively. 

Deducting  the  figures  for  net  income  from 
those  for  gross  income  gives  us,  obviously,  the 
approximate  expense  of  practice.  Here  the  city 
of  large  size  holds  a lead  over  the  metropolitan 
center,  as  in  the  former  the  expense  of  practice 
appears  to  be  $4,357,  and  in  the  latter  it  is  $4,- 
102.  For  the  rest,  this  figaire  seems  logically 
graduated. 

“It  is  interesting  to  notice  that  the  difference  in 
expense  of  practice  between  physicians  whose  of- 
fices are  in  their  homes  and  those  whose  offices 
are  not  is  only  a little  more  than  $200. 

“The  question  on  savings  gives  us  some  of  the 
most  interesting  and  helpful  data.  Apparently 
the  most  ideal  location  from  the  standpoint  of 
income  saved  for  investment,  is  in  the  town  and 
city  of  medium-size.  Rural  practitioners  save  on 
the  average  of  $1,257  yearly;  those  in  the  next 
type  of  community  $1,549  ; and  then  there  is  a 
jump  to  $2,700  for  the  place  of  about  10,000  to 
25,000  population.  Saved  income  drops  to  $2,039 
for  the  city  of  50,000  or  over,  and  to  $2,203  for 
the  metropolitan  center.  Physicians  in  industrial 
sections  save  only  $1,408.  The  average  for  the 
country  is  $1,970. 

“Subtracting  savings  from  net  income  gives  us 
a figure  which  we  may  assume  to  be  living  ex- 
penses. This  average  rises  consistently : $2,027 
for  country  doctors  to  $4,922  for  physicians  in 
metropolitan  centers.  The  general  average  is 
$3,835.” 


250 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


June,  1929 


THE  NEBRASKA  PUBLIC  HEALTH 
ASSOCIATION  MEETING 

The  Nebraska  Public  Health  Association  held 
its  spring  meeting  April  15,  in  the  Lincoln  Ho- 
tel, Lincoln,  as  per  schedule  with  a moderate  at- 
tendance— and  a few  new  members  garnered  in. 

The  program,  as  published,  was  carried  out 
in  its  entirety,  the  first  paper  was  “Interest  in 
Public  Health’’  by  Dr.  i\I.  F.  Arnholt,  superin- 
tendent of  health  for  the  city  of  Lincoln.  The 
paper  stressed  the  need  and  activities  of  the  lo- 
cal health  department,  pointed  out  how  a helpful 
program  may  be  carried  out  by  education  and 
publicity.  The  author  discussed  the  great  help 
of  clinical  talks  and  reports  to  the  laity  through 
the  use  of  hand  bills,  posters,  lectures,  exhibits 
and  especially  the  newspapers,  during  epidemics. 
Newspapers  are  a tremendous  source  of  help  if 
rightly  used,  he  said,  and  should  be  used  more 
by  health  departments.  He  declared  that  to 
create  interest  in  public  health  matters  is  of 
prime  importance  to  any  community. 

“Nutrition  in  Children"  was  discussed  by  Miss 
Evelyn  Blackburn,  nutritional  nurse  to  the  Lin- 
coln city  schools.  She  declared  that  thinness  of 
malnourished  children  is  not  due  to  heredity,  but 
is  due  entirely  to  improper  food,  faulty  food 
habits  and  insufficient  food.  Practically  one 
child  in  every  three  is  physically  defective,  but 
since  nutritional  classes  have  been  formed 
through  the  countrv  there  is  less  and  less  likeli- 

Dr.  B.  F.  Lorance,  Auburn,  county  health  of- 
ficer for  Nemaha  county,  handled  the  subject, 
“Health  Examinations  in  Public  Schools”.  He 
expressed  it  to  be  his  opinion  that  the  .School 
Inspection  law  is  one  of  the  most  worth  while 
health  laws  on  our  statute.  The  doctor  main- 
tained that  teachers  in  the  public  schools  can 
and  do  make  worth  while  inspection  of  the  school 
children  as  the  law  provides  and  requires.  He 
pointed  out  the  importance  and  value  of  the 
county  superintendent  assembling  the  teachers 
just  before  the  opening  of  the  school  year  and 
having  the  physician  explain  and  elucidate  the 
methods  of  inspection  and  urging  the  importance 
of  the  examinations  being  made  exactingly. 

The  theme,  “The  Mental  Hygiene  of  College 
Students”,  was  presented  by  Miss  Eleanora 
.Stromquist,  Kearnev.  She  gave  as  opening 
statement  that,  ‘‘College  failures  and  students 
driven  to  suicide  by  the  emotional  upheavals  of 
school  life  have  given  rise  to  modern  mental 
hygiene  service.” 

A certain  amount  of  emotional  upset  is  bound 


to  come  in  the  college  years  and,  in  spite  of  our 
efforts,  will  continue  to  occur.  Until  our 
knowledge  of  human  nature  increases,  we  can- 
not hope  to  eliminate  from  our  colleges  “difficult 
personalities”  she  said. 

Another  thought  given : There  has  been  in  the 
past  a great  deal  of  material  turned  out  of  our 
colleges  without  knowledge  as  to  what  the  world 
was  all  about.  One  crying  need  of  our  educa- 
tional system  is  for  real  research  in  vocational 
guidance. 

“Dental  Hygiene”  was  discussed  in  an  instruc- 
tive paper  by  L.  T.  Hunt,  D.  D.  S.,  of  Lincoln. 
Dr.  Hunt  pointed  out  and  stressed  the  need  of 
teeth  inspection  in  the  public  schools  asserting 
that  it  should  be  kept  up  to  the  highest  possible 
standard. 

Miss  Alice  Marshell,  secretary  of  the  Nebras- 
ka State  Tuberculosis  Association  clo.sed  the  day’s 
program  with  an  interesting  talk  on  the  work  her 
association  is  doing,  the  number  of  cases  in  the 
state,  the  work  being  done,  the  financial  needs 
of  the  association,  etc. 

The  papers  were  full  of  interest  as  was  mani- 
fested by  the  generous  discussion  elicited. 

— W.  H.  Wilson,  Lincoln. 


GENERAL  PRACTITIONER  IN  MEDICAL 
SCHEME 

M.  L.  Harris,  Chicago  (Journal  A.  M.  A., 
Dec.  1,  1928),  traces  the  decline  of  the  family 
physician  and  attributes  the  cases  to  various  fac- 
tors. The  health  examination  of  school  children 
weaned  many  mothers  away  from  the  family 
physician.  Health  officers  and  boards  of  health, 
overstepping  their  legitimate  field  of  operation, 
began  to  treat  certain  individuals  and  to  furnish 
advice,  and  in  some  instances  remedies,  free  to 
those  whose  economic  status  did  not  entitle  them 
to  free  treatment.  This  again  took  a certain 
number  of  people  away  from  their  family  phy- 
sicians. Following  this  came  the  infant  welfare 
society.  This  act  was  abused  by  many  well-to-do 
mothers  who  imposed  on  the  generosity  of  the 
medical  profession,  which  was  giving  its  service 
ostensibly  to  the  poor ; this  akso  estranged  them 
from  their  family  physicians.  A few  years  ago, 
workmen’s  compensation  acts  were  passed  by  the 
legislatures  of  the  various  states.  These  laws 
again  took  a great  deal  of  work  away  from  the 
family  physician.  These  workmen’s  compensa- 
tion acts  brought  into  being  a number  of  insur- 
ance companies  organized  for  the  purpose  of  in- 
suring the  industries  against  loss  by  reason  of 
injuries  to  the  employees.  Many  of  these  insur- 
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ance  companies,  in  order  to  save  money,  employ- 
ed young  physicians  with  little  experience  in 
handling  industrial  injuries  to  look  after  their 
cases,  often  paying  them  a small  and  inadequate 
compensation,  the  companies  seemingly  not  real- 
izing that  the  most  expenivse  service  they  can 
have  is  cheap  surgery,  on  account  of  the  frequent 
bad  results  which  many  of  the  injured  suffer 
from  incompetent  treatment.  These  injured  em- 
ployees are  deprived  of  the  privilege  of  having 
their  family  physician  in  on  the  case,  should  they 
so  desire,  except  at  their  own  expense,  owing  to 
the  rule  of  doubtful  legality  promulgated  by  the 
insurance  company  that  they  must  have  the  phy- 
sician designated  by  it.  A few  years  ago,  some 
of  the  life  insurance  companies  began  urging 
their  policyholders  to  have  a periodic  health  ex- 
amination with  the  idea  that  it  would  increase 
their  longevity.  Soon  after  this,  commercial  in- 
stitutions organized  for  profit  appeared  on  the 
scene  for  the  purpose  of  making  these  periodic 
examinations.  As  a result  of  their  altruistic 
sophistry,  many  misguided  physicians  throughout 
the  country  were  induced  to  lend  their  services 
for  the  purpose  of  making  these  examinations. 
In  this  instance,  the  physician  has  been  induced 
to  sell  his  brains  and  skill  to  a jobber  for  $5,  who 
immediately  re.sells  it  to  the  consumer  for  $2.5. 
This  is  merely  another  way  in  which  the  confi- 
dence of  the  people  in  the  family  physician  is 
undermined.  If  there  is  any  one  who  should 
make  these  examinations,  it  is  certainly  the  fam- 
ilv  physician  who  is  thoroughly  acquainted  with 
the  patient  and  his  environment.  These  are 
things  that  have  had  their  origin  with  the  people 
and  have  had  a tendency  to  wean  them  away  from 
the  family  physician.  However,  it  may  be  said 
that  some  of  them  at  least  have  been  encouraged 
by  the  profession.  There  is  an  overproduction  of 
specialists.  Medical  students  today  seem  to  be 
imbued  with  the  idea  that  the  science  of  medicine 
is  so  extensive  that  no  person  can  hope  to  com- 
pass the  whole  subject,  and,  therefore,  each  one 
should  try  to  limit  himself  to  some  particular 
branch.  This  idea  has  been  instilled  into  the 
minds  of  the  students  by  the  present  method  of 
teaching  in  our  medical  schools.  As  a result  of 
this  teaching,  the  student  becomes  convinced  early 
in  his  college  career  that,  since  it  is  not  possible 
for  him  to  become  proficient  in  the  entire  sub- 
ject of  medicine,  he  must  be  a specialist  in  some 
branch  long  before  he  has  completed  his  funda- 
mental medical  education.  The  custom  that  pre- 
vails in  most  medical  school  of  permitting  stu- 
dents to  take  so  many  hours  of  elective  studies 
Harris  believes  is  bad,  as  it  stimulates  the  desire 
to  specialize.  Again,  too  much  time  is  spent  in 


the  various  laboratories  and  in  experimental  work 
until  the  student  is  led  to  think  that  disease  is  to 
be  located  in  a test  tube  instead  of  in  a living 
human  being.  It  is  a mistake  to  permit  students 
to  spend  too  much  time  in  original  experimental 
or  research  work.  Many  communities  are  sadly 
lacking  in  good  general  practitioners ; the  number 
of  specialists  in  some  of  them  is  as  high  as  30 
per  cent  of  the  total  and  many  of  the  remainder 
would  like  to  devote  themselves  to  a specialty  if 
their  practice  would  permit  it.  This  is  perhaps 
largely  the  fault  of  the  people,  who  seem  to  be 
obsessed  with  the  idea  that  there  must  be  a spe- 
cialist for  every  human  ill.  As  a result,  spe- 
cialists began  to  multiply  in  order  to  satisfy  this 
popular  craze.  What  the  people  need  more  than 
anything  else  is  more  general  practitioners,  men 
with  a thorough  knowledge  of  general  medicine, 
men  who  may  become  intimately  acquainted  with 
the  lives  and  habits  of  their  patients  and  who 
may  be  able  to  care  for  the  great  majority  of 
their  ailments,  since  it  is  only  a minority  of  these 
that  require  the  attention  of  a specialist.  The 
medical  profession  has  come  in  for  many  oppro- 
brious remarks  on  account  of  the  charges  made 
for  services.  That  some  of  the  charges  may  have 
been  exorbitant  there  can  be  no  question,  but 
that  such  has  been  the  rule  must  be  denied.  Nor 
is  the  profession  entirely  to  blame  if  the  fees 
have  been  raised  in  certain  cases.  The  people 
have  gotten  away,  as  has  been  shown,  from  the 
custom  of  consulting  their  family  physician  in 
ordinary  illnesses.  They  seem  to  have  developed 
the  idea  that  there  must  be  a specialist  for  every 
ill,  and  that  they  must  have  as  many  physicians 
or  specialists  as  they  may  imagine  that  they  have 
diseases.  Of  course,  the  people  expect  to  pay 
the  specialist  more,  and  if  he  doesn’t  charge  more 
it  is  thought  that  he  cannot  be  much  of  a spe- 
cialist and  they  are  dissatisfied.  Here  is  a sort 
of  vicious  circle:  the  people  look  for  specializa- 
tion ; the  medical  schools  turn  out  more  special- 
ists ; specialists,  being  poorly  versed  in  general 
medical  knowlodge,  become  narrow  minded  and 
see  nothing  but  their  particular  .subject  in  the 
patient,  overlooking  the  fact  that  a human  being 
is  not  simply  a group  of  disconnected  functions 
but  harmonious  combination  of  many  interrelated 
functions.  Physicians  work  more  hours-  in  the 
twenty-four  than  any  other  class,  yet  they  are 
constantly  being  called  on  to  give  more  of  their 
time  to  altruistic  work.  Any  physician,  to  keep 
abreast  of  the  progress  that  is  being  made,  must 
be  an  eternal  student.  No  eight-hour  work  days 
are  his ; the  candle  frequently  burns  at  both  ends. 
To  he  a good  practitioner  takes  not  only  most 
of  the  physician’s  time  but  also  much  of  his 
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money,  since  new  books,  periodicals,  parapher- 
nalia, and  time  spent  visiting  institutions  of  learn- 
ing in  order  to  improve  one’s  knowledge  are  ex- 
pensive. People  should  not  expect  to  obtain  good 
things  for  nothing.  It  is  frequently  said  that 
rural  districts  in  many  instances  are  without 
good  physicians  and  often  without  any  at  all, 
and  this  by  some  is  attributed  to  the  scarcity  of 
medical  practitioners.  This,  however,  is  not  true 
since  there  are  plenty  of  physicians  in  the  coun- 
try. The  reason  rural  districts  are  often  with- 
out good  medical  service  is  that  the  community 
will  not  make  it  an  object  for  a physician  to  lo- 
cate and  remain  there.  The  rural  district  may 
have  any  kind  of  a physician  it  wants,  a good 
one  or  a poor  one  according  to  what  it  is  willing 
to  pay  for.  How  are  we  to  regain  the  complete 
confidence  of  the  people,  which  now  seem  to  be 
on  the  wane?  How  are  we  to  counteract  the 
pernicious  influence  of  the  hundreds  of  lay  or- 
ganizations created  for  the  purpose  of  bringing 
to  the  great  masses  the  kind  of  medical  services 
that  they  are  in  need  of  and  at  a cost  within 
their  means?  Harris  believes  that  this  can  be 
done  only  by  an  organization  for  the  business  of 
distributing  a high  class  of  medical  care  to  all 
who  are  in  need  of  it.  Every  county  society 
should  organize  as  a business  institution  with 
headquarters  properly  equipped  for  handling  all 
kinds  of  ambulatory  cases.  This  should  be  a 
community  medical  center  and  provision  should 
be  made  also  for  the  care  of  all  those  who  need 
hospitalization  or  bed  treatment.  The  service 
should  be  arranged  for  by  the  institution  itself, 
each  physician  contributing  a certain  amount  of 
his  time  and  skill  to  the  work.  It  is  to  be  under- 
stood that  this  is  not  to  be  a charitable  institu- 
tion where  service  may  be  had  free.  Public 
charges  should  be  paid  for  at  reasonable  rates 
by  the  county.  Services  to  all  others  should  be 
paid  for  at  rates  within  their  means  as  determined 
by  their  economic  status.  Those  who  are  able  to 
pay  the  regular  rates  of  physicians  should  have 
their  own.  as  at  present.  Such  an  institution 
should  not  only  be  self-sustaining  but  should  be 
able  to  pay  reasonable  compensation  to  the  phy- 
sicians who  are  doing  the  work.  Such  an  insti- 
tution should  be  of  great  advantage,  financially 
and  otherwise,  to  the  profession.  It  should  keep 
the  control  of  the  care  of  the  sick  within  the  con- 
fines of  the  profession  and  not  allow  it  to  drift 
into  the  hands  of  foundations  and  lay  organiza- 
tions. 


Insanity  is  said  to  be  decreasing.  Maybe  it’s 
because  so  many  things  that  used  to  be  considered 
crazy  aren’t  any  more. — Arkansas  Gazette. 


NEBRASKA  ACADEMY  OF  OPHTHALM- 
OLOGY AND  OTOLARYNGOLOGY 

The  sixteenth  annual  meeting  and  banquet  of 
the  Nebraska  Academy  of  Ophthalmology  and 
Otolaryngology  was  held  Monday  night.  May 
13th,  at  the  University  Club,  Omaha. 

Seventy  members  and  guests  were  in  attend- 
ance. 

A symposium  was  presented  on  IMastoid  In- 
fection and  Intracranial  Complications,  from  the 
standpoint  of  the 

Pediatrician — Dr.  J.  Clyde  Moore,  Omaha. 

Aurist — Dr.  J.  J.  Hompes,  Lincoln. 

Oculist — Dr.  J.  M.  Patton,  Omaha. 

Neurologist — Dr.  G.  A.  Young,  Omaha. 

The  following  officers  were  elected  to  serve 
the  coming  year : 

Dr.  E.  B.  Brooks,  Lincoln,  president. 

Dr.  A.  E.  Gadbois,  Norfolk,  vice  president.* 

Dr.  Clarence  Rubendall,  Omaha,  secretary- 
treasurer. 


RATES  TO  THE  PORTLAND  MEETING 

The  American  Medical  Association  annual 
meeting  at  Portland,  Oregon,  July  7-12,  will  at- 
tract a great  many  mid-western  physicians  to  the 
Pacific  northwest  coast.  Those  desiring  to  go 
should  bear  in  mind  that  round  trip  rates  of  one 
and  one-half  fare  will  be  in  effect  for  the  meet- 
ing. Members  will  purchase  tickets  to  Portland, 
taking  receipt  for  the  same,  which  receipt,  on  pre- 
sentation to  the  Secretary  of  the  A.  M.  A.,  at 
Exhibit  Hall,  Portland,  will  be  countersigned  and 
will  entitle  owner  to  purchase  return  ticket  for 
half  price. 


THE  COURSE  IN  OBSTETRICS  AND 
PEDIATRICS  AT  THE  UNIVERSITY 

The  post-graduate  course  in  obstetrics  and 
pediatrics,  given  at  the  Lhiiversity  College  of 
Medicine  during  the  week  preceding  the  annual 
meeting  of  the  Nebraska  State  Medical  Associa- 
tion, was  an  epoch  making  event.  Attended  by 
thirty  members  of  the  profession — to  which  num- 
ber the  course  was  limited — who  are  unanimous 
in  their  praise  of  the  work  given,  it  is  sure  to 
be  the  beginning  of  regular  annual  post-graduate 
work  in  Omaha. 

A special  effort  was  put  forth  to  make  the 
course  given  as  thorough  as  time  would  permit 
and  the  social  welfare  of  the  visiting  doctors  was 
considered  in  that  the  medical  library  was  kept 
open  evenings,  privileges  of  two  golf  clubs  were 
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tendered  them,  special  group  clinic.s  were  given 
and  the  members  were  guests  at  dinners  given 
by  the  Methodist  Hospital  staff,  the  Nebraska- 
lowa  Pediatric  society,  and  a dinner  at  the  Coun- 
try Club  given  by  the  Obstetric  staff  of  the  Uni- 
versity Hospital. 

Resolutions  and  list  of  the  physicians  attend- 
ing follow : 

We,  the  undersigned  committee,  representing  the 
1929  Post-graduate  Class  of  the  University  of  Ne- 
braska College  of  Medicine,  desire  to  extend  our 
thanks  to  the  Dean  and  Faculty  of  the  University  for 
the  very  efficient  course  offered  and  given  during 
week  May  6th  to  13th,  1929. 

We  furthermore  wish  to  thank  the  Staff  of  Metho- 
dist Hospital,  Members  of  the  lowa-Nebraska  Pedi- 
atric Society,  Members  of  the  Nebraska  Obstetrical 
Society,  the  Omaha  Country  Club  and  Happy  Hollow 
Club  for  their  kind  hospitality  and  entertainment. 

It  was  the  unanimous  opinion  of  the  class  that 
similar  courses,  in  the  various  branches  of  medicine, 
should  be  given  at  stated  intervals  as  may  seem 
feasible  to  the  Staff  and  Faculty. 

F.  B.  Cyi)hers,  M.  D.,  Chairman, 
Arthur  W.  Anderson,  M.  D., 

Carl  W.  Sherfey,  M.  D. 

DOCTORS  TAKING  THE  POST-GRADUATE 
COURSE 

Dr.  Arthur  W.  Anderson,  Lexington. 

Dr.  W.  S.  Bartholomew,  Lebanon. 

Dr.  F.  B.  Cyphers,  Duncan. 

Dr.  A.  B.  Fellers,  Palisade. 

Dr.  R.  A.  Frary,  Stanton. 

Dr.  G.  H.  Gilmore,  Murray. 

Dr.  E.  B.  Hanna,  York. 

Dr.  Leo  D.  Harman,  I'awnee  City. 

Dr.  Chas.  Harms,  Lincoln. 

Dr.  R.  E.  Hairy,  York. 

Dr.  Walter  C.  Harvey,  Gering. 

Dr.  ,1.  P.  Jensen,  Plainview. 

Dr.  F.  L.  Krampert,  Imperial. 

Dr.  P.  B.  Lonergan,  Bloomfield. 

Dr.  O.  H.  Magaret,  Papillion. 

Dr.  George  H.  Morris,  Newman  Grove. 

Dr.  William  N.  Nelson.  Hardy. 

Dr.  W.  R.  Neumaker,  Columbus. 

Dr.  A.  M.  Pedersen,  Avoca,  Iowa. 

Dr.  .1.  F.  Premer,  Benkelman. 

Dr.  .1.  Y.  Racines,  I’almer. 

Dr.  Chas.  H.  Root,  Bassett. 

Dr.  Henry  H.  Seely,  Harvard. 

Dr.  Charlotte  P.  Seiver,  Fremont. 

Dr.  C.  W.  Sherfey,  Lincoln. 

Dr.  .1.  W.  Stockman,  Red  Cloud. 

Dr.  W.  R.  Strickland,  Omaha. 

Dr.  G.  A.  Young,  Norfolk. 

Dr.  A.  R.  Downing,  Merna. 

Dr.  A.  R.  Everett.  Kimball. 


EDITORIAL  PARAGRAPHS 

When  people  con.sult  several  physicians  con- 
secutively, the  last  one  is  always  right ! 

The  Pacific  Physiotherapy  Association  will 
hold  its  annual  meeting  at  the  Alexandria  Hotel, 
Los  Angeles,  June  21  and  22. 

It  is  reported  that  there  were  1,538  divorces 
granted  in  Nebraska  during  1928;  82  less  than  in 
1927  ; and  that  there  were  9,932  marriages. 


A new  anaesthetic  is  said  to  have  been  devel- 
0])ed  in  Indianaiiolis  that  is  reported  to  work 
rapidly,  smoothly,  and  without  distressing  after 
effects. 

Two  new  ads  appear  in  this  number  of  the 
Journal — the  Kansas  City  Clinical  Society  and 
Mead  Johnson  Co.  Read  the  ads  and  ])atronize 
the  advertisers. 

The  Scientific  Session  of  the  American  Heart 
Association  will  be  held  in  Portland,  Oregon,  on 
July  9,  1929,  during  the  meeting  of  the  American 
Medical  Association. 

The  explosion  at  the  Cleveland  Clinic,  with  its 
horrible  toll  of  human  lives,  occurred  during  the 
time  of  the  annual  meeting.  A message  of  sym- 
pathy was  ordered  sent  to  Doctor  Crile. 

The  average  length  of  life  has  increased  at 
least  IG  years  during  the  past  75  years;  but  this 
is  said  to  be  due  to  the  lesser  mortality  of  in- 
fancy and  childhood,  not  of  later  years. 

The  class  rooms  and  laboratories  of  the 
Creighton  L^niversity  College  of  Medicine  will  be 
enlarged  during  the  summer  to  enable  the  school 
to  admit  double  the  number  of  students. 

It  appears  that  liver  has  great  powers  of  re- 
generation, that  a part  can  be  cut  away  and  the 
liver  will  grow  larger.  From  G5  to  75%  can  be 
removed,  and  in  six  to  eight  weeks  the  lost  part 
is  restored. 

Among  the  many  able  papers  presented  at  the 
annual  meeting  that  on  the  “Ketogenic  Diet  as  a 
Treatment  for  Epilepsy”  stands  apart  as  an  able 
presentation  of  a matter  of  great  importance  to 
the  profession. 

Dr.  John  A.  Witherspoon,  Nashville,  Tenn.^ 
president  of  the  American  Medical  Association  in 
1912  and  one  of  the  outstanding  men  among 
outstanding  men  in  organized  medicine,  died 
April  28,  1929,  aged  sixty-four  years. 

It  is  said  that  liver  may  become  a substitute  for 
insulin  in  the  treatment  of  diabetes  and  studies 
along  that  line  are  now  being  made  at  Peter  Bent 
Brigham  hospital,  Bo.ston.  Certain  liver  frac- 
tions have  an  effect  on  blood  sugar. 

Dr.  A.  S.  Lovenhart,  of  Madison,  Wis.,  one 
of  the  world’s  most  noted  scientists,  died  follow- 
ing an  operation  at  Johns  Hopkins  hospital,  at 
the  age  of  fifty-one  years.  He  was  interested 
recently  in  the  study  of  the  African  sleeping 
sickness. 

Gifts  amounting  to  $122,000  for  medical  re- 
search for  the  current  year  and  a campaign  now 
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in  progress  for  $250,000  for  special  endowment 
liave  been  announced  by  Dean  Samuel  A.  Brown 
of  Xew  York  University  and  Bellevue  Hospital 
Medical  College. 

In  the  case  of  the  Chicago  Medical  Society 
against  Dr.  L.  C.  Schmidt,  noted  urologist,  e.x- 
pelled  for  being  connected  with  a charitable  or 
semi-charitable  clinic  we  suspect  the  society  went 
off  half  cocked.  One  is  reminded  of  fundamen- 
talism in  religious  discussions. 

The  United  States  Civil  Service  Commission 
advised  an  open  competitive  examination  for 
Bacteriologist  at  Honolulu,  applications  to  be  on 
file  not  later  than  July  3.  Entrance  salary  $1,000 
per  year.  Applicants  will  be  rated  on  their  edu- 
cation. training,  experience  and  fitness  and  on 
publications  filed. 

Dr.  J.  M.  Willis,  McCook,  Xebr.,  informs  the 
Journal  and  wishes  the  information  broadcasted, 
that  a Mr.  W.  C.  Eldred,  representative  of  the 
Engeln  Electric  Co.,  Cleveland,  Ohio,  has  dis- 
posed of  some  electric  apparatus  for  him  and 
failed  to  account  for  it  and  that  he  has  informa- 
tion that  the  same  person  has  several  other  sim- 
ilarly shady  transactions  to  his  credit. 

The  Chamberlin-\'anderbilt  Hotel  at  Old 
Point  Comfort,  \'a.,  has  been  selected  for  the 
annual  meeting  of  the  American  Pharmaceutical 
^Manufacturers’  Association  to  be  held  June  3-6. 
The  meeting  this  year  will  take  on  an  interna- 
tional aspect  as  invitations  have  been  extended 
to  more  than  twenty-five  leading  Canadian  man- 
ufacturers to  attend  and  participate.  Representa- 
tives of  the  British  Chemical  Manufacturers  have 
also  been  invited. 

For  the  first  time  national  and  international 
recognition  is  to  be  given  to  the  scientist  who 
makes  the  greatest  outstanding  contribution  of 
the  year  in  the  field  of  mental  medicine.  An- 
nouncement was  made  today  by  the  Hon.  George 
W.  Wickersham,  as  Plonorary  Chairman,  of  the 
establishment  of  the  Thomas  Ydlliam  Salmon 
Memorial  to  accomplish  these  juirposes,  in  honor 
of  the  late  Dr.  Thomas  W.  Salmon,  former  I’ro- 
fessor  of  Psychiatr\'  of  Columbia  University  and 
Medical  Director  of  the  X'ational  Committee  for 
Mental  Hygiene. 

Publishers  of  periodicals  printing  fraudulent 
and  indecent  advertising  have  signed  a stipula- 
tion agreement  with  the  Federal  Trade  Commis- 
sion to  abandon  publication  of  advertising  that 
does  not  truthfully  represent  either  the  products 
advertised  and  offered  for  sale  or  results  ob- 
tained from  use  of  such  articles.  Signing  of  the 


stipulation  by  the  company  of  its  own  accord 
obviated  the  necessity  of  formal  proceedings  on 
the  part  of  the  commission.  This  stipulation  is 
in  part  a result  of  policies  evolved  at  a trade  prac- 
tice conference  of  periodical  publishers  last  (Oc- 
tober, when  the  industry  sought  to  determine 
way  of  eliminating  fraudulent  advertising  and  of 
encouraging  publishers  to  assume  responsibility 
for  rejecting  advertising  that  was  obviously 
fraudulent,  indecent,  or  otherwise  objectionable. 


FOURTH  ANNUAL  MEETING  WOMAN’S  AUXILI- 
ARY NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

The  Annual  Meeting  of  the  Woman’s  .Auxiliary  of 
the  State  Medical  Association  of  Nebraska,  which 
was  held  at  Omaha,  May  14,  15  and  16,  marked  the 
close  of  a year  of  real  achievement.  Nine  organized 
counties  were  reported  with  269  paid  memberships 
at  the  close  of  the  convention 

New  officers  were  elected  as  follows:  Mrs.  A.  P. 
Overgaard.  president,  Omaha;  Mrs.  Oliver  Everett, 
vice  president,  Lincoln;  Mrs,  F.  L.  Wilson,  treasurer, 
Stuart.  New  directors;  Mrs.  George  B.  Dent.  North 
Platte;  Mrs.  A.  E.  Cook,  Randolph;  and  Mrs.  F.  A. 
Long.  Madison,  was  made  a life  long  member  of  the 
board  of  directors.  Delegates  to  the  National  meet- 
ing at  Portland  are  Mrs.  Clarence  Rubendall,  Omaha; 
Mrs.  B.  M.  Kully,  Omaha;  alternates,  Mrs.  C.  A.  Sel- 
hy.  North  Platte;  and  Mrs.  A.  W.  Anderson,  West 
Point. 

Tuesday,  May  14,  the  convention  was  opened  at  the 
headquarters  at  the  Elks  Club  with  the  annual  exe^'u- 
tive  meeting  followed  by  a luncheon  at  the  Chamber 
of  Commerce  where  Dr.  E.  R.  Hays  of  Falls  City  gave 
an  instructive  address  on  “The  Cost  of  Sickness.” 
During  the  afternoon  the  members  of  the  Omaha - 
Douglas  County  Auxiliary  were  hostesses  at  a tea 
which  was  given  at  Conkling  Hall  on  the  campus  of 
the  L'niversity  of  Nebraska,  College  of  ^ledicine, 

Wednesday,  May  15,  the  annual  business  meeting 
was  held  at  headquarters.  Dr.  Frederick  Langdon, 
president  of  the  Omaha-Douglas  County  Medical  So- 
ciety, gave  an  address  of  welcome  in  which  he  said 
that  health  education  is  the  most  important  work  of 
the  Auxiliary.  IMrs.  G.  Henry  Mundt  brought  greet- 
ings from  the  Woman’s  Auxiliary  of  the  Illinois  State 
Medical  Society.  Reports  were  given  by  the  repre- 
sentatives of  the  county  auxiliaries.  Good,  nonnal 
growth  has  marked  the  various  lines  of  endeavor  and 
much  has  been  accomplished  by  the  county  auxili- 
aries. A report  of  the  National  meeting  at  ^linne- 
apolis  was  read  by  Mrs.  Rudolph  Rix  who  was  the 
official  representative  in  the  absence  of  the  Nebraska 
state  president.  Mrs.  Rix  gave  many  interesting  de- 
tails of  the  convention  which  included  words  of  en- 
couragement and  advice  from  members  of  the  House 
of  Delegates  of  the  A.  M.  A.  in  which  they  advised 
us  to  be  careful  of  the  quality  of  our  leadership  and 
to  remember  that  we  are  different  from  all  other 
clubs  of  women,  to  avoid  entangling  alliances  and  to 
use  our  influence,  collectively  and  individually,  for 
health  education  and  sanitation,  and  above  all  things, 
to  promote  and  foster  a more  friendly  feeling  among 
doctors  and  their  families.  Immediately  following  the 
business  session  luncheon  was  given  at  the  Omaha 
Country  Club  after  which  a splendid  program  was 
presented.  An  address  of  welcome  was  read  by  IMrs. 
B.  B.  Davis,  president  of  the  Omaha-Douglas  County 
Auxiliary.  A response  was  made  by  Mrs.  S.  A.  Pres- 
ton, president  of  the  Women’s  Auxiliary  of  the  Ne- 
braska State  Medical  Association.  Mrs.  G.  Henr.v 
Mundt.  of  Chicago,  president  of  the  Auxiliary  of  the 


Vol.  XIV,  No.  G 


THE  NEBRASKA  STATE  MEDICAB  JOURNAL 


255 


Illinois  Medical  Association  was  an  honor  guest  and 
spoke  on  the  advisability  and  standards  of  organized 
medicine.  Mrs.  Mundt  said,  ‘‘Educate  yourself  along 
medical  lines,  acquaint  yourself  with  the  importance 
of  legislation  in  order  that  you  may  be  able  to  de- 
fend and  help  the  profession  intelligently.  Consider 
the  economics  of  all  health  measures.  Public  health 
problems  must  be  carefully  administered  so  that  the 
taxpayers  wil  get  the  full  value  of  their  money  ex- 
pended.” 

On  Wednesday  evening  a banquet  was  held  at  the 
Elks  Club  with  470  doctors  and  wives  in  attendance. 
Doctor  P.  S.  Owen,  newly  elected  president  of  the 
Nebraska  State  Medical  Association,  addressed  the 
guests.  Following  the  dinner  a presentation  of  Ber- 
nard Shaw's  ‘‘Arms  and  the  Man”  was  given  by  the 
Omaha  Community  Playhouse.  RandalTs  Royal  Or- 
chestra furnished  the  music  for  the  dancing. 

Thursday,  May  16,  a delightful  automobile  drive 
was  arranged  through  the  courtesy  of  the  Omaha 
Chamber  of  Commerce. 

— Harriette  Conlin,  Omaha, 
State  Publicity  Chairman. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  on  March  2Gth,  1929,  with 
President  Langdon  in  the  chair. 

Dr.  B.  M.  Riley  presented  two  interesting  cases,  one 
of  Buerger‘s  Disease  in  a woman  aged  thirty-eight, 
and  one  of  Raynaud’s  Disease  in  a woman  aged  sixty- 
eight. 

Dr.  Ralph  Major  of  Kansas  City  presented  a very 
thorough  discussion  on  Arterial  Hypertension.  The 
doctor  discussed  the  developmental  history  of  various 
apparatus  for  measuring  blood  pressure.  He  then 
presented  a series  of  experiments  both  on  animals 
and  clinical  cases  to  show  the  action  of  various 
stimulating  and  depressing  substances  in  the  physi- 
ology of  blood  pressure. 

The  Omaha- Douglas  County  Medical  Society,  April 
9,  1929,  meeting  was  called  to  order  by  Vice  President 
Pollard. 

Dr.  Langdon  read  the  result  of  the  recent  poll  of 
doctors  on  the  classified  telephone  listing,  showing 
that  the  majority  of  the  doctors  desire  the  discon- 
tinuing of  the  listing. 

Dr.  Duncan  was  the  principal  speaker  and  talked 
on  "Spinal  Anesthesia — Personal  Experience  With  75 
Cases”.  This  was  discussed  by  Drs.  Langdon,  Roed- 
er.  Summers,  Brown,  Herbert,  Davis. 


The  Seward  County  Medical  Society  met  at  Milford, 
April  23,  and  following  a dinner,  Drs.  J.  J.  Hompes, 
George  W.  Covey  and  Floyd  Rogers  of  Lincoln  read 
papers.  Dr.  R.  B.  Adams,  State  Association  secretary, 
was  present  and  gave  an  account  of  the  way  the  $8.00 
dues  was  spent  and  it  was  a revelation  to  most  of 
those  present  at  the  meeting.  He  explained  how  the 
work  is  carried  on  through  the  various  committees. 
His  presence  at  most  of  the  county  society  meetings 
at  least  once  would  be  of  great  educational  ad- 
vantage. Dr.  H.  B.  Cummings,  Seward,  gave  an  in- 
teresting talk. 

— C.  W.  Doty,  sec.-treas. 

The  Cedar- Dixon- Dakota-Thurston- Wayne  Coun- 
ties Medical  Society  held  a postponed  meeting  at 
Hartington,  the  dinner  guests  of  the  local  profession, 
April  24,  twenty-four  physicians  being  present. 

Dr.  F.  G.  Dewey  of  Coleridge  spoke  most  interest- 
ingly on  “Unfortunate  Experiences  in  a Country  Prac- 
tice,” his  talk  being  filled  with  thoughts  that  held 
the  closest  attention  of  the  other  doctors.  "Common 


Skin  Conditions  Met  in  General  Practice”  was  the 
subpect  discussed  by  Dr.  J.  D.  Button  of  Laurel. 
Mixing  some  humor  with  his  serious  thoughts.  Dr, 
Button  made  a real  hit  with  his  hearers.  The  final 
paper  on  the  program  was  given  by  Dr.  .lohn  Buis  of 
Pender,  who  discussed  “A  Case  of  Malta  Fever”  in  a 
very  interesting  manner. 

The  regular  i)rogram  was  followed  by  a number 
of  short  discussions  on  varied  topics,  practically  all 
the  doctors  joining  in  on  this  part  of  the  meeting. 

The  next  meeting  will  be  held  in  .lune  in  Emerson, 
Nebr. 

— C.  L.  I’hillips,  sec. 

The  April  meeting  of  the  Madison  Five  County 
Medical  Society  was  held  at  Neligh,  April  19.  Dinner 
was  served  at  the  Stratton  Hotel  to  about  forty  doc- 
tors and  their  wives.  Dr.  Lucien  Stark,  Norfolk, 
gave  a case  history  of  Undulant  fever.  Dr.  U.  S. 
Harrison,  Neligh,  presented  a case  of  Sporotrichosis 
of  the  lower  eyelid  in  a girl  age  8.  Dr.  E.  Kelley  and 
Dr.  E.  C.  Henry  of  Omaha  gave  an  interesting  pre- 
sentation of  a Case  of  Brain  Abscess,  unique  in  that 
they  had  their  patient  with  them,  both  before  and 
after  operation,  by  means  of  moving  pictures.  In 
this  way  the  most  important  symptoms,  enumerated 
by  Dr.  Kelley  were  fixed  by  the  picture.  The  treat- 
ment stressed  by  Dr.  Henry  was  not  to  give  morphine 
in  a case  of  brain  injury  as  that  helped  to  inhibit 
the  respiratory  centers  and  cause  needless  death  in 
many  accidents.  Use  luminal  sodium  instead. 

— G.  M.  Hansen. 

The  Otoe  County  Medical  Society  and  the  Otoe 
County  Bar  Association  held  a joint  meeting  at  Ne- 
braska City,  May  6,  following  a dinner  at  the  Fi-on- 
tier  hotel.  Dr.  R.  W.  Fouts,  Omaha,  indicted  shyster 
lawyers  and  Judge  Frank  S.  Howell,  Omaha,  paid  his 
respects  to  expert  medical  testimony.  He  advocated 
a law  that  would  give  courts  the  power  to  appoint 
experts  to  give  midecal  testimony. 

The  Lincoln  County  Medical  Society  met  at  the 
North  Platte  Country  Club  on  the  evening  of  May  9, 
1929.  A banquet  was  served  at  7 p.  m.  The  regular 
business  was  then  taken  up.  Dr.  Roy  Fouts  of  Oma- 
ha, chairman  of  the  state  Medico-Legal  Defense  com- 
mittee, gave  an  address  on  Malpractice  Testimony 
which  was  followed  by  a round  table  discussion.  Mr. 
Bush,  representing  the  United  States  Fidelity  and 
Trust  Co.,  then  gave  a talk  on  insurance  protection 
for  doctors.  This  was  also  followed  by  a round  table 
discussion.  The  Lincoln  County  Medical  Society  meets 
once  a month  at  a noon  luncheon  at  the  Elks  club. 
After  the  luncheon  a medical  or  surgical  subject  is 
presented  by  one  of  the  members.  The  attendance  is 
good  and  all  the  members  are  enthusiastic  boosters 
for  the  society. 

— J.  B.  Redfield,  Pres. 


HUMAN  INTEREST  TALES 

Dr.  O.  C.  Kreymborg  has  moved  from  Hartington 
to  Brainard. 

Dr.  and  Mrs.  E.  J.  Latta,  Hastings,  are  on  a motor 
trip  to  California. 

Dr.  C.  H.  Maxwell,  pioneer  physician  at  Dakota 
City,  is  reported  ill. 

Dr.  E.  A.  Whitehead  was  elected  president  of  the 
staff  of  St.  Joseph‘s  hospital.  Alliance. 

Dr.  G.  H.  DeMay,  Grand  Island,  recently  underwent 
an  operation  for  removal  of  the  appendix. 

Dr.  F.  J.  Kalal,  formerly  of  Verdigre,  has  located 
at  Silver  Creek,  succeeding  Dr.  L.  W.  Elwood. 

Dr.  Adolph  Sachs,  Omaha,  spoke  before  the  South 
Dakota  Medical  Society  last  month  on  Arthritis. 
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Dr.  Chas.  H.  Arnold,  Lincoln,  spoke  on  The  History 
of  Surgery  before  the  Inter- Professional  Institute  in 
Lincoln,  in  April. 

Dr.  G.  E.  Charlton,  superintendent  of  the  Norfolk 
State  hospital,  has  been  elected  president  of  the 
Norfolk  Rotary  club. 

The  St.  Joseph's  hospital  at  Alliance  is  buiding  a 
$150,000  addition  which  will  increase  its  capacity  to 
about  one  hundred  beds. 

Dr.  J.  M.  Mayhew,  Lincoln,  addressed  the  Jackson 
County  (Kansas  City)  Medical  society,  April  16,  on 
Postpneumonic  Myocarditis. 

Dr.  and  Mrs.  Russel  Best  and  two  children,  of 
Omaha,  will  start  soon  on  a trip  that  will  keep  them 
abroad  for  about  two  years.  Dr.  Best  will  attend 
various  European  clinics. 

Dr.  M.  S.  Horn,  Bethany,  suffered  the  amputation 
of  an  arm  to  head  off  a virulent  infection  acquired  in 
the  routine  of  practice  and  at  the  time  this  goes  to 
press  his  condition  is  critical. 

Dr.  Alfred  Brown  of  Omaha  spoke  on  “Congenital 
Hypertrophic  Pyloric  Stenosis  and  Its  Operative 
Treatment’’  before  the  American  Surgical  association 
at  its  annual  convention  in  Cleveland  the  first  week 
in  May. 

Dr.  and  Mrs.  J.  P.  Lord,  Omaha,  are  going  to  tour 
Europe  this  summer.  They  will  attend  the  joint 
session  of  the  British  and  American  Orthopedic  as- 
sociations in  London  early  in  July  and  later  will 
tour  Norway  and  Sweden  and  other  parts  of  western 
Europe. 


NECROLOGY 

L.  E.  George,  Long  Beach,  Calif.;  history  of  early 
training  unavailable;  practitioner  at  Endicott,  Nebr., 
in  the  early  eighties;  died  at  Long  Beach,  Calif., 
April  7,  aged  about  seventy-three  years. 

Alfred  Lewis,  Kansas  City  Medical  College,  1881; 
for  many  years  and  until  quite  recently  a practitioner 
of  Valentine  and  Cherry  county;  died  at  his  new 
home  at  some  point  in  Arizona,  about  the  first  of 
May,  1929,  aged  seventy  years. 


SELECT  YOUR  STAR 

Men’s  hearts  beat  high  with  enterprise. 

And  still  great  souls  sail  forth  alone 
To  seek  some  land  that  westward  lies. 

To  climb  new  heights  as  yet  unknown. 

In  all  the  stars  in  all  the  skies 

There  must  be  one  to  make  your  own. 

Select  your  star! — some  deed  to  do. 

Some  wealth  to  win,  some  crown  to  wear — 
Then,  keeping  to  one  beacon  true. 

Although  there  are  a million  there. 

One  purpose  serve,  one  course  pursue. 

Through  dark,  disaster,  or  despair. 

For  few  the  heights  will  ever  claim 

Who  follow  all  the  trails  there  are. 

And  few  will  ever  drift  to  fame. 

Though  winds  may  blow  their  ships  afar; 
Who  hits  the  target  first  must  aim — 

In  life’s  great  sky  select  your  star! 


THE  MAN  WHO  DOES  HIS  BEST 

We  can  not  all  be  famous — if  we  were  ’twould  cheap- 
en fame; 

We  can  not  all  be  rich  enough  to  give  ourselves  a 
name. 

We  can  not  expect  to  be  distinguished  from  the  rest. 

But  some  reward  is  certain  for  the  man  who  does 
his  best. 


COMMON  STAINS  AND  HOW  TO 
REMOVE  THEM 

Blood  and  meat  juice.  Use  cold  water;  soap 
and  cold  water,  or  starch  paste. 

Bluing.  Use  boiling  water. 

Chocolate  and  cocoa.  Use  borax  and  cold 
water;  bleach  if  necessary. 

Coffee  and  tea.  (Clear).  Use  boiling  water; 
bleach  if  necessary.  (With  cream) — Use  cold 
water,  then  boiling  water ; bleach  if  necessary. 

Cream  and  milk.  Use  cold  water,  then  soap 
and  cold  water. 

Egg.  Use  cold  water. 

Fruit  and  fruit  juices.  Use  boiling  water; 
bleach  if  necessary. 

Grass.  Use  cold  water;  soap  and  cold  water; 
alcohol ; or  a bleaching  agent. 

Grease  and  Oils.  Use  French  chalk,  blotting 
paper  or  other  absorbent ; or  warm  water  and 
soap ; or  gasoline,  benzine,  or  carbon  tetrachlor- 
ide. 

Iodine.  Use  warm  water  and  soap;  alcohol; 
or  ammonia. 

Ink.  Try  cold  water;  then  use  an  acid  or 
bleach  if  necessary. 

Iron.  Use  oxalic  acid  ; hydrochloric  acid  ; salts 
of  lemon ; or  lemon  juice  and  salt. 

Kerosene.  Use  warm  water  and  soap. 

Lampblack  and  soot.  Use  kerosene,  benzine, 
chloroform,  ether,  gasoline,  or  carbon  tetra- 
chloride. 

Medicine.  Use  alcohol. 

Mildew.  If  fresh,  use  cold  water;  otherwise 
try  to  bleach  with  javelle  water  or  potassium 
permanganate. 

Paint  and  varnish.  Use  alcohol,  carbon  tetra- 
chloride, chloroform,  or  turpentine. 

Perspiration.  Use  soap  and  warm  water; 
bleach  in  the  sun  or  with  javalle  water  or  po- 
tassium permanganate. 

Pitch,  tar,  and  wheel  grease.  Rub  with  fat ; 
then  use  soap  and  warm  water  ;or  benzine,  gas- 
oline, or  carbon  tetrachloride. 

Scorch.  Bleach  in  the  sunshine  or  with  ja- 
velle water. 

Shoe  polish.  (Black.)  Use  soap  and  water; 
or  turpentine.  (Tan).  Use  alcohol. 

Svrup.  Use  water. 

Stove  polish.  Use  cold  water  and  soap;  or 
kerosene,  benzine  or  gasoline. 

\’'aseline.  Use  kerosene  or  turpentine. 

Water.  Steam  or  sponge  the  entire  surface  of 
water-spotted  materials. 

Wax.  Scrape  off  as  much  as  possible.  Use 
French  chalk,  blotting  paper  or  other  absorbent 
with  a warm  iron ; or  use  benzine  or  gasoline. 
If  color  remains,  use  alcohol  or  bleach. 
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THE  PROBLEMS  OE  CHRONIC  POISONING  BY  CARBON  MONOXIDE  GAS* 

C.  P.  FORDYCE,  M.  D., 

Falls  City,  Nebr. 


Our  attention  was  centered  on  the  effects  of 
the  daily  inhalation  of  small  quantities  of  carbon 
monoxide  by  a garage  worker  who  presented 
himself  at  our  office  for  aid.  The  history  elicited 
negative  facts  as  to  personal  and  family  disease. 
He  was  a periodic  hard  drinker,  tonsils  and  teeth 
bad,  and  an  inveterate  smoker.  He  related  that 
physically  he  was  always  below  par,  worst  in 
winter.  He  related  that  his  work  was  in  an  old 
building  transformed  into  an  auto  shop  which 
was  heated  by  a coal  stove  and  that  an  average  of 
6 engines  were  tested  several  times  during  the 
day  and  that  the  exhaust  gas  remained  in  the 
room.  There  was  no  ventilation  except  the  oc- 
casional opening  of  a door  in  the  ordinary  pur- 
suance of  his  business  and  that  oftimes  “the 
smoke  almost  got  him.”  This  particular  history 
of  air  conditions  was  elicited  "because  of  the 
writer’s  occasional  visit  to  this  garage  in  which 

•Address  In  Medicine  delivered  before  the  annual  meeting  of  the 
Nebraska  State  Medical  Associalion,  Omaha,  May  15,  1929. 


the  condition  of  foul  air  was  noted.  The  above 
facts  represent  the  air  conditions  of  practically 
every  small  town  auto  repair  shop  in  the  coun- 
try and  in  many  city  shops.  The  later  physical 
findings  on  this  patient  are  identical  with  find- 
ings which  we  have  made  on  other  patients  and  in 
collaboration  were  found  to  be  present  in  greater 
or  less  degree  practically  universally  among  gar- 
age workers  over  the  country  — a problem  dis- 
closing a hazard  which  can  be  remedied  if  un- 
wary potential  victims  but  recognize  the  danger 
and  take  the  simple  means  to  prevent  it. 

Inspection  of  our  patient  astonished  us  at  the 
peculiar  pallor  of  his  skin.  At  once  the  question 
arose  — Is  he  anemic  ? Blood  counts  were  made 
on  a number  of  mechanics.  We  endeavored  to 
establish  the  fact  of  anemia  as  a result  of  CO 
poisoning.  We  could  not  do  it.  The  red  count 
averaged  4,500,000,  hemoglobin  was  normal,  de- 
termined by  the  Tallquist  scale  with  90%  as  nor- 
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mal.  In  some  cases  there  was  a polycythemia 
which  is  considered  compensatory.  The  effect 
of  a loading  of  red  corpuscles  with  CO  occasions 
a fresh  supply  of  corpuscles  thrown  into  the 
circulation  in  an  effort  to  keep  up  the  normal 
supply  of  oxygen. 

Glaister<^^  examining  stokers  in  gas  works 
found  in  3 counts. 

Reds  8,200,000  Haemoglobin  62 

9,500,000  76 

11,200,000  90 

.•\pfelback  and  Karasek^^^,  The  Illinois  Occu- 
pational Diseases  Investigation  found  in  G8  men 
an  increase  in  the  reds,  66%  of  men  having  over 
6,000,000  reds  with  haemoglobin  varying  from 
95  to  125%.  Increase  in  white  cells  comes  with- 
in 24  hours — 18,000 — 14,000  always  being  a sign 
of  danger  to  life.  Pallor  is  probably  of  nervous 
origin  affecting  the  subcutaneous  circulation. 

The  patient  just  referred  to  complained  of 
headache,  dizziness,  nausea,  the  pulse  rate  was  in- 
creased, heart,  lungs,  urine  normal.  He  was  ad- 
vised to  rest  from  work  for  two  weeks,  at  which 
time  another  blood  examination  made  showed 
reds  and  haemoglobin  normal.  He  installed  an 
exhaust  fan  in  his  shop  and  has  been  in  good 
health  since.  Foci  of  infection  probably  made 
him  more  susceptible  to  CO  poisoning.  It  is  dif- 
ficult to  get  blood  from  volunteers,  workers  wait 
until  they  are  in  a state  of  invalidism. 

It  is  possible  for  a mechanic  in  testing  and  ad- 
justing a carburetor  for  1 hour  to  absorb  enough 
CO  to  show  a carboxyhaemaglobin  saturation  of 
22%  with  a concentration  of  CO  in  air  less  than 
4 to  10,000.  Bloomfield^^)  United  States  Public 
Health  Service  vsited  102  repair  shops  in  various 
large  cities  from  Boston  to  San  Francisco  and  the 
analysis  of  air  disclosed  an  average  of  2 parts 
CO  to  10,000,  highest  11  to  10,000;  lowest  .01. 
The  Bureau  of  Mines  Safety  limit  is  1%.  The 
average  number  of  cars  in  these  garages  was 
80 ; average  number  of  persons  exposed  23.  All 
shops  depended  upon  natural  ventilation  through 
window’s,  doors  and  skylights.  The  condition  is 
a real  menace.  The  ordinary  means  of  ventila- 
tion is  not  enough. 

“In  large  garages  in  which  no  motor  has  been 
running  for  several  hours,  two  or  three  parts 
of  CO  have  been  found  in  1,000  parts  of  air.  In 
small  garages  wdth  an  engine  running  idle  for 
10  minutes  the  air  contained  20  parts  of  CO  per 
thousand  and  wdien  the  engine  w’as  run  35  min- 
utes the  CO  had  increased  to  32  parts  per 
1,000.(19)  'phg  ordinarv  means  of  ventilation 
should  be  supplemented  by  a mechanical  ventila- 
tion producing  12  changes  of  air  per  hour. 

Bloomfield  states  “from  our  observation  it  is 
felt  that  no  matter  w’hat  type  of  ventilation  is 
in  use  in  a repair  shop  the  CO  concentration  will 
be  excessive  so  long  as  motors  are  allowed  to 


discharge  their  exhaust  for  any  considerable 
length  of  time.  It  is  a practice  in  most  shops  to 
test  carburetors  indoors,  a practice  that  is  ob- 
viously productive  of  much  exhaust  gas.  It  seems 
that  this  gas  could  be  eliminated  effectively  by 
relatively  simple  means.  One  such  system  is  to 
urge  that  cars  entering  the  shop  be  obliged  to 
shut  off  the  motor  within  30  seconds  after  ad- 
mission. Whenever  any  carburetor  adjusting  is 
to  be  done  a flexible  hose  can  be  attached  to  the 
exhaust  pipe  and  extended  up  to  the  ceiling 
w’here  it  is  connected  to  a pipe  leading  to  a ventil- 
ator on  the  roof.  W'ith  such  an  arrangement 
the  hot  gases  pass  out  of  the  building.  This  meth- 
od is  used  in  all  automobile  factories. 

Garage  men  admit  that  the  air  they  work 
in  is  not  right.  They  pay  little  attention  to  the 
danger  of  mono.xide  even  if  they  know  of  its  haz- 
ard, many  believe  they  have  a tolerance,  and  yet 
most  any  garage  w’orker  you  w’ould  examine  will 
disclose  a condition  of  health  below’  par  and  most 
of  them  will  exhibit  a pallor,  particularly  towards 
the  end  of  the  w’inter  season  after  working  for 
months  in  a closed  room  wdth  the  air  poisoned 
by  CO.  The  solution  of  this  problem  is  the  gen- 
eral adoption  of  forced  ventilation.  If  artificial, 
forced  ventilation  is  not  used  w'herever  CO  con- 
taminates the  air  the  fact  may  be  established 
that  the  w’orkers  probably  have  CO  in  the  blood 
The  process  of  ascertaining  the  amount  of  CO  in 
air  is  too  complicated  for  the  average  practitioner 
and  it  is  not  ahvays  possible  to  establish  a con- 
dition of  CO  poisoning  by  blood  count  or  haemo- 
globin percentage  determination  but  if  there  is 
any  suspicion  of  CO  poisoning  one  can  easily 
test  the  blood  for  carboxhyaemoglobin.  The 
method  is  the  TANNIN  precipitation  test.  A 
drop  of  blood  from  the  patient’s  ear  is  diluted 
w’ith  3 drops  of  distilled  water  w’hich  at  once  lakes 
it — it  dissolves  the  red  blood  corpuscles,  produc- 
ing a clear  liquid.  This  is  then  dropped  into  a 
small  glass  tube  with  3 times  as  much  of  a 1 % 
solution  of  tannic  acid  which  results  in  a pre- 
cipitate in  a few  hours.  If  the  blood  contains 
CO  this  flocculent  precipitate  is  brow’n.  The 
test  is  simple,  rapid  and  accurate. 

The  increasing  use  of  gasoline  engines  in  all 
fields  of  human  activity  brings  about  a pertinent 
problem,  the  effect  of  exhaust  gases  upon  the 
engine  operators  themselves  and  upon  the  gen- 
eral public.  Considerable  scientific  research  has 
been  done  in  industrial  plants  w’here  employes 
are  subjected  to  the  deleterious  effects  of  gases. 
There  is  one  phase  which  has  received  but  little 
attention — it  is  the  health  hazard  in  small  town 
public  garages  wdiere  practically  no  effort  has 
been  made  to  purify  the  gas-laden  atmosphere 
which  mechanics-  are  subjected  to.  As  a conse- 
quence the  health  of  the  garage  worker  is  gen- 
erally below  par.  There  is  a menace  also  in 
domestic  gas  heating  apparatus,  and  a hazard  in 
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city  streets,  due  to  the  increasing  congestion  of 
people  who  must  breathe  this  impure  air. 

Dysart^'*)  calls  attention  to  the  widespread  use 
of  gas  both  natural  and  artificial  for  room  heat- 
ing necessitating  inquiry  concerning  the  effect 
of  breathing  gas  combustion  products  escaping 
into  the  air  breathed.  Vast  numbers  of  gas  heat- 
ers are  manufactured  without  any  provision  for 
attaching  flues  to  carry  off  combustion  products. 
Flueless  gas  heaters  are  responsible  for  the  great 
majority  of  CO  gassings  in  Ohio.  Gas  hot  plates 
caused  a negligible  number,  gas  cook  stoves  when 
used  as  room  heaters  for  hours  occasioned  a few, 
gas  fired  water  heaters  were  to  blame  for  several 
deaths  and  a number  of  asphyxiations.  In  one 
winter  in  Ohio  there  were  43  deaths  from  gas 
fired  room  heaters,  and  but  7 from  auto  exhaust 
gas. 

There  is  potential  danger  from  kerosene  stoves 
with  wicks  commonly  used  in  homes  and  from 
radiant  heaters  which  have  vertical  clay  columns 
or  glowers  which  are  rendered  incandescent  by 
flames  from  a series  of  Bunsen  burner  ports  lo- 
cated beneath,  and  the  flames  supplied  by  gaso- 
line under  pressure.  Under  even  the  best  con- 
ditions in  operation  the  radiant  heater  may  give 
off  no  CO  but  it  may  give  off  other  injurious 
combustion  products.  The  sharp  offensive  odor 
noticed  on  entering  an  unventilated  room  is  not 
CO.  This  smell  of  burnt  gas  is  no  index  of  the 
presence  of  the  less  apparent,  deadly,  odorless 
CO  gas.  This  gas  however  is  likely  to  be  formed 
when  the  glow  is  more  than  the  distance  from 
the  bottom  to  the  top.  The  stove  may  be  properly 
operating  at  a given  time  but  within  a few  hours 
may  become  a CO  generator  due  to  deflection  of 
the  flame  or  a small  change  in  pressure.  A rem- 
edy for  all  these  hazards  is  to  provide  a flue 
leading  to  the  outside  to  carry  off  the  gas. 

Two  industries  independently  operated  in  prac- 
tically every  city  and  town  in  the  country,  tail- 
oring and  printing,  offer  great  opportunities  for 
the  constant  absorption  of  small  quantities  of 
CO.  Linotypists  are  subject  to  the  fumes  of  gas 
flames  under  lead  pots  as  are  clothes  pressers 
who  use  gas  heated  irons.  Investigations  in 
Boston  resulted  in  the  positive  conclusions  that 
the  ill  effects  complained  of  by  many  printers 
were  due  to  the  gas  in  the  air.  Their  feeling 
of  discomfort,  headache,  dullness  and  loss  of 
appetite  at  the  end  of  the  day  with  chronic  con- 
stipation were  caused  and  aggravated  by  small 
quantities  of  CO  breathed  daily. 

The  public  is  generally  conversant  with  the 
poisonous  effects  of  automobile  exhaust  gas  in- 
haled in  a closed  private  garage.  Newspaper 
accounts  of  frequent  deaths  is  educating  us  to 
a recognition  of  safety  first  measures. 

But  there  is  not  the  widespread  understanding 


among  laymen  or  members  of  the  medical  pro- 
fession of  the  health  hazards  from  a continuous 
inhalation  of  small  quantities  of  gas  as  obtains 
in  the  ordinary  walks  of  life. 

The  problems  of  monoxide  poisoning  shape 
themselves  into  five  parts : 

1.  What  is  the  actual  extent  of  poisoning? 

2.  Is  there  a difference  in  the  character  of  the  poi- 
soning in  the  various  industries? 

3.  Is  there  chronic  industrial  monoxide  poisoning? 

4.  Does  poisoning  cause  lasting  damage  to  the  vic- 
tim after  the  monoxide  is  eliminated  from  the  system? 

5.  What  are  the  standards  of  allowable  air  vitiation 
which  is  requisite  for  safety? 

A solution  cannot  be  attempted  without  an 
acquaintance  with  the  peculiarities  of  carbon 
monoxide  gas  and  its  physiological  effects. 

Carbon  mono.xide  gas^^^  is  the  most  wide- 
spread and  one  of  the  most  important  poisons 
connected  with  human  life  and  industry.  It  has 
no  odor,  or  color,  is  slightly  lighter  than  air,  in- 
sidious in  its  physiological  action  and  particular- 
ly treacherous  because  it  can  be  present  in  dan- 
gerous quantities  without  being  detected  by  any 
of  the  five  senses.  It  is  a far  greater  hazard 
than  lead  poisoning  for  which  laws  have  been 
enacted  to  protect  the  individuals  subjected  to  it 
and  provision  has  been  made  for  it  in  our  com- 
pensation laws  yet  none  has  been  made  for  car- 
bon monoxide  poisoning. 

Carbon  monoxide  comes  from  two  sources : 

1.  From  illuminating  gas  used  in  heating  industrial 
appliances. 

2.  Exhaust  gases  from  internal  combustion  engines. 

It  comes  into  the  confined  air  of  inhabited 
places  not  only  directly  from  open  engine  ex- 
hausts but  from  defective  gas  mains,  tubing  or 
appliances.  Whenever  gas  flames  come  in  con- 
tact with  a cold  object  there  is  a probability  of 
imperfect  combustion,  for  the  gas  is  chilled  be- 
low its  ignition  temperature  before  it  has  time 
to  burn. 

Although  CO  is  the  cause  of  more  deaths  than 
the  total  due  to  all  other  gases  it  is  an  inert  and 
nonpoisonous  substance  ASIDE  FROINI  ONE 
SINGLE  PHYSIOLOGICAL  ACTION— that 
is,  its  combination  with  haemoglobin — the  red 
coloring  matter  and  oxygen-carrying  element  of 
the  blood.  Haemoglobin  has  300  times  the  af- 
finity for  CO  over  what  it  has  for  oxygen.  Mon- 
oxide displaces  oxygen  in  the  haemoglobin  and 
poisoning  acts  wholly  through  asphyxia  of  the 
tissues — by  oxygen  privation. 

In  the  onset  of  acute  symptoms  of  CO  poison- 
ing the  victim  has  a warning  of  pressure  and 
throbbing  in  the  head,  blurred  sight,  roaring  in 
the  ears,  lassitude,  a caving  of  the  knees  follow- 
ed by  epigastric  pain,  sweetish  taste  in  the  mouth, 
nausea  and  a feeling  of  dryness  and  constriction 
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in  the  throat.  He  feels  unable  to  help  himself — 
the  exertion  if  made  increases  CO  absorption 
and  he  may  lose  consciousness.  Often  there  is 
a stage  of  e.xcitement  like  alcoholic  into.xication. 
If  he  gets  to  fresh  air  he  becomes  exhilirated  and 
soon  regains  full  possession  of  his  senses.  Head- 
ache is  the  most  reliable  subjective  symptom  and 
better  than  any  artificial  test.  The  headache  is 
a distinct,  localized  frontal  type,  throbbing  and 
intensified  by  lying  down  or  on  e.xertion.  A bad 
sign  is  pallor  with  blue  lips  and  accompanied  by 
red  blotches  on  the  skin. 

In  mild  symptoms  the  pulse  is  slow  and  strong 
but  nearing  coma  the  pulse  changes  to  rapid  and 
weak.  In  comatose  patients  brought  to  the 
hospital  in  the  observation  of  Thompson,  New 
York,  the  fever  averaged  104.  respiration  labor- 
ed and  jerky  ;10-3G.  There  were  no  urine 
changes.  Victims  may  be  in  coma  for  4-5  days 
and  recover.  Among  emotional  disturbances  we 
note  that  the  mind  is  not  clear  except  with  ef- 
fort and  surroundings  seem  strange,  the  temper 
easilv  upsets.  The  range  may  be  from  mere 
unreasonableness  to  hysteria  with  anger,  grief, 
even  maniacal  manifestations  not  unusual.  There 
is  convincing  proof  that  the  gas  has  no  direct 
baneful  action  on  nerve  cells  or  other  tissues  but 
injuries  solely  by  robbing  tissues  in  the  forming 
of  the  combination  carboxy-haemoglobin  which 
is  not  stable  but  can  be  replaced  by  oxygen  under 
tension. 

In  ascertaining  the  standards  for  the  allowable 
vitiation  of  CO  contaminated  air  requisite  for 
safety,  Henderson  and  associates'®^  made  a spe- 
cial investigation  of  the  extent  to  which  gas 
must  be  diluted  with  air  to  be  harmless : this 
was  made  in  connection  with  the  Hudson  River 
tunnel  between  New  York  and  New  Jersey.  They 
established  the  rate  of  absorption  to  be  1 % every 
10  minutes  per  part  of  CO  in  the  air.  The  dura- 
tion of  exposure  is  a limiting  factor.  A man 
breathing  a low  concentration  of  CO  plus  air 
does  so  at  the  above  rate  at  first  then  the  rate 
becomes  slower.  The  CO  displaces  oxygen  up 
to  a point  of  an  equilibrium  due  to  the  fact  that 
the  more  CO  the  blood  contains  the  greater  be- 
comes the  force  which  this  gas  tends  to  diffuse 
out  again  in  the  air.  If  the  oxygen  pressure  is 
high  enough  it  can  displace  CO  and  thus  com- 
pletes the  restoration  of  the  oxygen  carrying 
power  of  the  haemoglobin.  The  blood  is  neither 
directly  changed  nor  injured  in  the  process. 
There  is  no  measurable  affect  on  coagulation 
units  and  no  hemolysis. 

Haemoglobin  attraction  for  CO  is  300  times 
stronger  than  for  oxygen.  The  blood  equilibrium 
for  any  concentration  of  CO  in  air  has  been  ob- 
tained, and  from  such  data  a disassociation  of 
blood  graphed. 

A man  sitting  at  rest  never  absorbs  more 


than  the  amout  of  CO  inhaled  which  he 
would  take  up  if  he  stayed  in  the  atmosphere 
indefinitely.  Henderson  concludes^®^  that  if  the 
concentration  exceeds  0 parts  of  CO  in  10,000, 
men  doing  hard  work  for  a short  time  are  un- 
favorably affected.  An  exposure  of  45  minutes 
to  4 parts  of  10,000  affords  complete  safety;  to 
0 parts  just  a perceptible  effect  of  discomfort, 
headache  and  nausea,  8 to  10  parts  there  is  ac- 
tual danger  and  over  10  extreme  danger  and  at 
15  death. 

Symptoms  are  not  appreciable  until  the  blood 
is  one-third  saturated.  A car,  while  warming  up, 
gives  off  1 cubic  foot  of  CO  per  minute.  In  a 
room  10x10x20  feet  this  rate  would  make  a dan- 
gerous concentration  of  15  parts  to  10,000  in  a 
few  minutes.  When  the  victim  gets  into  fresh 
air  the  elimination  of  CO  is  30  to  60%  reduc- 
tion of  blood  saturation  per  hour. 

A word  on  the  treatment  of  gassed  persons 
A supply  of  fresh  air  at  once  is  imperative.  It  is 
not  always  possible  for  a small  or  delicate  person 
to  drag  a limp,  unconscious  form  from  a gas- 
filled  room  and  the  rescuer  himself  is  in  certain 
danger  from  the  gas.  About  all  he  can  do  is 
open  the  windows  and  doors  and  send  for  help. 
Keep  the  patient  lying  down.  The  physician 
should  give  the  victim  oxvgen  inhalation  as  he 
eliminates  the  CO  from  the  blood  4 times  as  fast 
as  when  atmospheric  air  is  breathed.  The  addi- 
tion to  the  oxygen  of  5%  of  carbon-dioxide  in- 
duces better  pulmonary  ventilation  but  manifest- 
ly this  is  practical  only  in  cities  or  larger  indus- 
trial plants  where  CO  poisoning  emergencies  are 
common.  The  respiratory  capacity  of  the  blood 
is  increased  by  artificial  resuscitation.  The 
.Schaefer  Prone  Pressure  Method  is  in  universal 
use,  but  a victim  with  a big  abdomen  should  have 
the  Sylvester  Method. 

CONCLUSION.S 

1.  The  general  public  should  be  warned  re- 
peatedly of  the  dangers  of  CO  poisoning.  All 
school  textbooks  dealing  with  such  subjects  as 
hygiene  and  home  economics  should  stress  the 
danger  of  CO  poisoning  and  should  inform  con- 
cerning the  principles  in  the  safe  management 
of  gas  fired  domestic  appliances  of  all  kinds. 
Everyone  should  know  how  to  administer  the 
Schaefer  method  of  resuscitation. 

2.  Ciampolini  (?)  of  the  Division  of  Industrial 
Hygiene,  New  York  State  Department  of  Labor, 
advises  that  chronic  CO  poisoning  be  made  a 
compen,sable  disease.  We  beg  to  differ  from  him. 
CO  poisoning  can  be  prevented  by  proper  man- 
ipulation of  combustion  apparatus  and  by  proper 
ventilation  and  these  measures  should  be  enforced 
by  legislation. 

3.  There  is  a high  CO  content  in  the  air  of 
]niblic  garages  and  a potential  dangerous  amount 
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in  homes  and  small  workshops  where  natural 
means  of  ventilation  are  depended  upon.  We 
favor  legislation  or  code  rules  requiring  the  in- 
stallation of  proper  fining  or  venting  of  all  gas 
heat  in  appliances  and  the  installation  of  mechan- 
ical means  of  ventilation  with  adequate  provision 
for  the  disposal  of  exhaust  gases. 
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DISCUSSION 

B.  F.  WILLIAMS,  M.  D.  (Lincoln):  Dr.  Fordyce 
has  so  completely  covered  the  subject  of  monoxide 
poisoning  that  it  is  not  possible  to  add  anything  to 
the  subject,  considered  from  the  strictly  monoxide 
angle.  The  question  of  the  influence  of  other  toxic 
gases,  however,  in  cases  of  monoxide  poisoning,  is  a 
pertinent  question,  as  well  as  the  question  of  perman- 
ent injury  following  monoxide  poisoning. 

The  study  of  Anoxemia  by  the  department  of  Avia- 
tion Medicine  contributes  observations  which  may  be 
of  interest  in  the  study  of  the  “oxygen  want”,  condi- 
tions encountered  in  monoxide  poisoning. 

They  have  divided  Anoxemia  into  four  types: 

1st.  Cases  dependent  upon  improper  saturation  of 
the  blood. 

2nd.  Deficient  oxygen  carrying  power. 

3rd.  Venous  or  stagnant,  where  blood  flow  is  re- 
duced. 

4th.  When  the  hygrogen  ion  content  of  blood  is  ab- 
normally low. 

Haldane,  in  the  study  of  Anoxemia,  beginning  with 
the  question  as  to  how  long  tissues  can  tolerate  com- 
plete lack  of  oxygen,  contributed  very  interesting 
data  too  comprehensive  for  discussion  at  this  time. 
In  discussing  vascular  changes,  he  says  the  capillary 
walls  are  injured  by  oxygen  want,  or  monoxide,  and 
as  a result  expand  to  make  the  blood  stagnant.  As 
an  example  of  this  he  compares  the  action  of  the 
poisons  of  certain  poisonous  snakes. 

The  bulletin  printed  by  the  Department  of  Labor 
and  its  bureau  of  statistics  dealing  with  carbon 
monoxide  poisoning  calls  attention  to  the  fact  that 
our  literature  contains  little  upon  the  subject  and 


that  we  must  depend  upon  the  French  and  more  espe- 
cially the  British  literature  in  the  study  of  resulting 
neurological  conditions. 

One  very  interesting  discussion  in  this  bulletin  is 
designated,  “Relapsing  Form”,  including  the  cases 
which  have  suffered  monoxide  poisoning  and  recover- 
ed only  to  have  a return  of  symptoms  after  an  elapse 
of  several  days,  weeks,  or  months.  Several  cases 
are  reported  by  Spiller  and  McConnell  of  Philadel- 
phia, in  which  apparent  return  to  health  occurred 
and  later  rapidly  developed  one  side  paralysis  and 
death.  Mental  disturbances,  aphasia,  convulsions, 
muscular  colonus,  dementia,  blindness  and  deafness 
to  say  nothing  of  a multitude  of  neurosis  have  been 
included  in  this  group  of  so-called  relapsing  cases. 

Three  cases  which  belong  to  this  group  I want 
briefly  to  report  as  within  my  immediately  observa- 
tion. 

Case  1.  A young  man  of  26  years  employed  by  a 
public  service  company  in  a county  seat  town  of 
Nebraska  was  assigned  to  the  task  of  driving  a 
truck,  the  cab  of  which  was  tightly  closed.  The  his- 
tory revealed  that  his  predecessor  had  suffered  severe 
dizziness,  left  the  truck  and  fallen  in  his  effort  to 
reach  a near  by  house,  was  carried  into  the  house 
unconscious  and  later  died  without  the  cause  of  his 
death  having  been  determined. 

The  new  driver  experienced  innumerable  attacks  of 
dizziness,  head  pain,  muscular  weakness,  and  finally 
distinct  mental  symptoms  followed  a transient  loss 
of  consciousness.  After  a week  he  apparently  re- 
covered, returned  to  work  and  was  later  seized  with 
hemiplegia,  suggestive  of  an  internal  capsule  hemor- 
rhage. Mental  symptoms  became  aggravated  and  the 
patient  died  with  evidence  of  bulbar  involvement, 
after  a lingering  ailment  of  six  months.  The  con- 
clusion accepted  by  the  insurance  company  was  that 
this  man  died  of  injury  to  the  nervous  system  as  a 
result  of  monoxide  poisoning.  The  company  did,  how- 
ever, contest  vigorously  until  the  examination  of  the 
truck  revealed  a sand  hole  in  the  exhaust  pipe  through 
which  exhaust  of  the  gas  engine  discharged  constant- 
ly. 

Case  2.  One  which  was  reported  in  literature  and 
I saw  only  in  consultation.  The  history  of  blindness 
following  a severe  headache  which  was  attributed  to 
the  breathing  of  fumes  of  the  carbon  remover  intro- 
duced into  the  gasoline  which  had  leaked  into  the 
closed  car.  The  history  of  this  case  would  read  like 
the  progress  of  a multiple  sclerosis  in  which  death 
resulted  after  a progressiveness  of  three  years.  Set- 
tlement by  the  insurance  company  was  made  upon  the 
basis  of  injury  to  the  nervous  system  through  benzol 
in  the  motor  fuel. 

Case  3.  Under  my  observation  at  this  time,  a man 
of  thirty-two  years  conducting  an  automobile  gar- 
age in  the  Loop  district  of  Chicago,  often  boasted 
that  he  could  stand  more  gas  than  any  of  the  other 
workmen.  Thorugh  long  continued  exposure  he  ulti- 
mately developed  intense  headaches  and  dizziness 
with  a brief  loss  of  consciousness.  A few  days  later 
developed  a facial  paralysis  and  a little  later  a par- 
alysis of  the  right  arm  which  was  transient  but 
alarmed  the  patient  so  that  he  came  to  Lincoln  to 
consult  his  family  physician.  After  a week  or  ten 
days  under  treatment,  the  patient  developed  complete 
right  side  hemiplegia  with  a mental  state  of  appre- 
hensiveness and  emotional  Instability. 

All  of  the  above  cases  were  young  men  with  nega- 
tive serology.  All  had  been  subjected  to  exhaust 
engine  gas  to  such  a degree  that  they  developed 
acute  symptoms  of  poisoning. 

The  effects  of  benzol  have  been  well  recognized 
and  when  inhaled  in  small  quantities  over  a period 
of  time  shows  itself  in  profound  anemia,  loss  of  red 
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and  white  blood  cells,  hemorrhage  of  the  tissues,  mu- 
cous membrane,  purpuric  spots  on  the  skin,  hem- 
orrhage from  the  stomach  and  intestines,  into  the 
brain,  or  the  spinal  cord. 

Stachelim  experiments  on  frogs,  having  no  more 
pure  monoxide  gas,  substituted  illuminating  gas 
whereupon  different  results  were  obtained.  To  the 
picture  of  monoxide  poisoning  was  added  rigidity  of 
muscles  and  convulsions,  where  no  such  results  were 
observed  when  pure  monoxide  was  used. 

Stachelim  determined  the  amount  of  benzol  con- 
tained in  the  illuminating  gas  and  adding  the  same 
proportion  of  benzol  to  pure  carbon  monoxide  gas 
obtained  the  same  rigidity  and  convulsive  action 
thereby  justifying  the  conclusion  that  benzol  con- 
tained in  illuminating  gas  the  toxic  elements  which 
produced  the  symptoms. 

Applying  these  observations  to  our  cases  of  mon- 
oxide poisoning  many  of  the  baffling  symptoms  may 
be  explained.  There  is  at  this  time  an  increase  in 
the  use  of  coal  tar  benzol  as  motor  fuel  in  which 
there  is  a fairly  constant  content  of  benzol  in  the 
motor  exhaust.  This  leaves  out  of  consideration  oth- 
er toxic  substances  known  to  be  present,  .such  as 
ethylene,  and  acetylene. 

B.  R.  McGRATH,  M.  D.  (Grand  Island):  Dr. 

Fordyce’s  paper  brings  up  another  obscure  condition 
that  must  be  kept  in  mind  when  we  are  studying  the 
patient  before  we  have  the  teeth  and  tonsils  removed 
and  the  sinus  and  gallbladder  extirpated.  One  of  the 
last  places  we  might  look  for  carbon  monoxide  poi- 
son would  be  in  the  farm  home.  But  with  the  de- 
velopment of  modern  machinery,  it  is  one  of  the 
common  places  in  which  carbon  monoxide  poison  may 
be  found,  and  one  which  the  essayist  has  not  par- 
ticularly dwelt  upon.  Small  light  plants  being-  in- 
stalled in  farm  homes  and  run  by  gasoline  engines  are 
a menace  for  this  particular  trouble  in  a great  many 
instances.  I have  in  mind  a case  in  which  one  of 
my  associates  was  called  in  the  middle  of  the  night. 
The  man  of  the  house  got  up  feeling  nauseated.  He 
vomited  and  fell  on  the  floor.  His  wife  got  up  to 
look  after  him  and  was  so  sick  she  was  unable  to 
get  him  back  to  bed.  She  threw  covers  from  the 
bed  over  him.  In  a little  while  the  two  children  were 
vomiting. 

When  the  physician  arrived,  they  were  all  extreme- 
ly sick.  He  though  of  food  poisoning.  The  people 
had  been  in  town  and  brought  home  some  sausage 
from  the  butcher  shop.  They  settled  on  that  as  the 
probable  cause.  They  got  to  feeling  better.  About 
a week  later,  there  was  another  call  and  the  people 
were  vomiting  again.  This  time  they  had  no  sausage. 
The  doctor  heard  the  exhaust  of  the  engine  and  in- 
quired about  it.  The  exhaust  went  into  a barrel  filled 
with  stone.  It  was  pretty  well  muffled.  Each  time 
the  wind  was  blowing  from  the  direction  that  carried 
the  exhaust  back  into  the  house,  the  symptoms  I 
have  enumerated  occurred.  In  the  interval  between 
the  two  times,  the  wind  had  been  blowing  in  another 
direction,  and  they  had  been  comparatively  well.  They 
were  dragging  along. 

This  is  a thing  we  need  to  keep  in  mind,  especially 
in  investigating  obscure  conditions  that  we  may  at- 
tribute to  infections.  It  is  just  another  one  added  to 
our  list. 

H.  B.  LEMERE,  M.  D.  (Omaha):  Dr.  Fordyce  men- 
tioned the  permanent  results  from  poisoning  of  car- 
bon monoxide  gas.  Among  those  permanent  results 
must  be  considered  the  effect  on  the  different  nerve 
structures  of  the  body,  and  particularly  on  the  optic 
nerve.  Cases  have  been  reported  of  optic  atrophy 
following  carbon  monoxide  poisoning.  Probably  they 
result  through  the  method  of  the  infection  of  the 
sympathetic  vasomotor  nerves. 

There  is  one  case  reported  by  Dr.  Witmer,  of 


Washington,  that  made  a tremendous  impression  on 
me  in  reading  it.  It  was  written  in  a dramatic  man- 
ner and  reads  like  a Sherlock  Holmes  story.  The 
patient  was  a boy  with  optic  atrophy  with  central 
acute  vision,  but  the  fields  very  much  contracted. 
The  occasion  of  the  poisoning  occurred  in  time  of 
war.  One  of  the  men  was  called  to  Washington  to 
fill  a position,  and  in  obtaining  a residence,  he  could 
only  secure  a furnished  house  which  was  one  of  the 
older  types  of  structures.  He  installed  his  family 
and  was  absent  for  sometime. 

Immediately  after  the  installation  of  the  family  in 
this  house,  a series  of  events  occurred  which  sound 
like  a ghost  story.  A child  was  taken  ill.  Other 
members  of  the  family  had  all  kinds  of  experiences. 
On  walking  in  different  rooms,  they  would  see  peo- 
ple meeting  them  and  hear  the  fire  department  going 
down  the  street,  and  find  the  street  empty.  They 
would  hear  people  addressing  them  with  no  one  in 
sight,  and  would  awaken  from  terrible  dreams. 

This  went  on  for  a considerable  time  until  the 
gentleman’s  brother  happened  to  visit  the  family. 
He  decided  something-  was  wrong  with  the  ventila- 
tion. He  found  an  old  furnace  leaking  through  the 
floors  and  poisoning  different  members  of  the  fam- 
ily, leaving  one  child  with  his  field  of  vision  per- 
manently impaired. 

If  you  -want  to  read  this  account,  it  is  most  inter- 
esting. and  found  in  the  Journal  of  Ophthalmology, 
dating  back  eight  years. 

WILLIAM  N.  ANDERSON,  M.  D.  (Omaha):  There 
is  one  thing  which  comes  to  me  and  that  is  the 
hemoglobin  estimation.  In  the  few  cases  I have  seen 
it  is  impossible  to  make  a hemoglobin  estimation. 
Unless  you  have  evidence  of  red  in  your  slide,  you 
cannot  estimate  these  other  types  of  color.  All  you 
can  say  is  that  it  is  off  color.  Try  as  you  will,  you 
cannot  get  a color  which  corresponds  to  these  in 
the  blood.  The  blood  count  is  important. 

VICTOR  LEVINE,  M.  D.  (Omaha):  I happen  to  be 
working  for  the  Buick  Corporation  on  this  particular 
subject.  The  number  of  deaths  is  increasing  remark- 
ably, especially  in  the  winter  time.  Among  the  causes 
I wish  to  mention  an  important  one.  One  of  the 
speakers  mentioned  it  is  not  carbon  monoxide  but 
other  gases  in  that  mixture  which  are  eliminated. 
We  know  ethylene,  which  is  used  as  an  anesthetic, 
is  found,  and  acetylene  and  other  gases  which  con- 
tribute to  anesthesia.  That  we  cannot  help.  We  can 
help  alcohol,  which  acts  in  the  same  capacity  as 
ether  and  ethylene. 

If  you  follow  those  who  have  met  death  by  carbon 
monoxide  poisoning,  they  have  in  many  cases  a smell 
of  alcohol  on  their  breath  and  alcohol  in  their  stom- 
ach content.  They  have  no  desire  to  move  out,  and 
it  only  takes  five  to  ten  minutes  to  bring  on  com- 
plete anesthesia  and  lethal  exodus. 

Most  of  these  cases  happen  in  the  early  morning 
hours.  Often  the  individual  is  trying  to  get  in  late 
after  a party.  He  is  completely  exhausted  and  does 
not  have  any  desire  or  ambition  to  leave  the  garage 
as  quickly  as  possible.  Another  factor  involved  is 
one  in  which  a man,  having  exhausted  himself  work- 
ing, tries  to  get  up  at  five  o’clock  and  attempts  to  get 
out  of  the  garage.  He  does  not  get  out  of  it  as 
quickly  as  he  should. 

The  most  striking  thing  about  those  who  have  died 
from  carbon  monoxide  poisoning  is  that  they  have 
either  a cherry  red  skin  or  a pallor.  On  opening 
them,  the  blood  and  tissues  are  bright  red.  That 
redness  will  persist  even  years  after  the  body  has 
been  embalmed,  if  the  undertaker  does  not  entirely 
remove  it.  We  find  when  they  get  a whiff  of  carbon 
monoxide,  they  seem  to  lose  their  will  power.  They 
may  be  in  danger,  but  the  poison  affects  them  in 
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such  a way  they  refuse  to  move.  Perhaps  movement 
will  increase  the  danger  of  the  gas. 

One  thing  I want  to  mention  is  the  after-effect. 
The  longer  you  are  in  the  chamber  filled  with  car- 
bon monoxide,  while  recovery  may  apparently  be 
easy,  the  greater  are  the  after  effects.  There  are 
two  important  after  effects.  One  is  the  neurological 
disturbance,  and  the  other  is  the  danger  of  pneu- 
monia. The  individual  who  has  had  an  attack  ot 
carbon  monoxide  poisoning  is  liable  to  develop  pneu- 
monia even  many  years  after. 

Dr.  Pordyce  has  discussed  this  rather  interesting 
subject  very  ably.  He  has  covered  the  field  com- 
pletely. The  most  important  method  of  treating  such 
an  emergency  has  been  mentioned  by  him  as  being 
carbon  monoxide  and  oxygen — a mixture  of  5 per 
cent.  This  mixture  of  carbon  monoxide  and  oxygen 
is  found  in  every  city  in  the  fire  departments,  and 
I do  not  see  why  every  hospital  and  small  town 
could  not  get  such  an  apparatus,  especially  since  it 
is  comparatively  inexpensive.  This  apparatus  might 
be  taken  from  one  place  to  another.  It  is  quite  ef- 
fective because  it  increases  the  respiratory  stroke 
and  washes  out  the  carbon  monoxide  a little  more 
quickly  than  oxygen  itself. 

Last.  I want  to  mention  a fact  which  Dr.  Fordyce 
has  found:  that  we  cannot  tell  by  the  blood  count 
why  the  individual  has  such  pallor.  Quite  often  we 
have  high  hemoglobin  and  red  cell.  There  may  be 
polycythemia  with  increase  of  red  cells,  and  probably 
it  is  compensatory.  It  takes  little  to  bring  about 
death.  Two  factors  involved  are  the  length  of  time 
to  which  the  individual  is  exposed  and  the  concentra- 
tion. In  an  ordinary  garage  with  the  doors  closed, 
you  may  develop  50  to  60  per  cent  with  one  thousand, 
which  means  death  in  ten  minutes. 

DR.  FORDYCE  (closing):  The  carbon  monoxide 

hazard  in  streets  under  normal  conditions  is  not  ex- 
cessive. However,  on  congested  highways  and  main 
streets  during  times  of  heavy  traffic  there  is  a con- 
centration of  1 to  3 parts  to  10  of  air.  There  is  no 
such  concentration  found  in  city  streets  as  found  in 
garages  but  the  effects  produced  by  long  continued 
breathing  of  small  amounts  is  the  same. 

The  new  systems  of  traffic  control  in  vogue  mean 
that  starting,  stopping  and  idling  of  engines  is  neces- 
sary. As  a result  there  is  often  a blue  haze  hanging 


over  the  streets  especially  if  there  is  much  humidity. 
Smoke  and  its  accompanying  smells  means  burnt 
oil  and  though  disagreeable  it  is  not  an  index  of  the 
toxicity  of  exhaust  gases.  There  is  a real  danger 
with  or  without  the  fumes  of  burnt  oil  due  to  subtle 
colorless,  odorless  CO  in  concentration. 

Henderson  and  Haggard  studies  the  representative 
conditions  in  streets  of  New  York  City  and  recom- 
mend vertical  exhaust  pipes  discharge  above  the 
breathing  level.  Ideal  but  not  likely  to  be  used  in 
automobiles. 

Traffic  patrolmen  are  affected  most.  Wilson  of 
Philadelphia  found  the  majority  of  them  to  have 
from  0 to  30%  carboxyhaemaglobin. 

The  Bureau  of  Sanitary  Engineering,  Chicago,  re- 
port the  presence  of  CO  .36  parts  to  10,000  parts  of 
air,  and  conclude  that  no  hazard  is  present  in  Chicago 
streets,  probably  due  to  the  rapid  dissemination  of 
CO  in  the  air.  The  same  conclusion  obtains  probably 
in  the  streets  of  Omaha. 

City  buildings  are  increasing  in  height  and  motor 
traffic  is  increasing  while  the  streets  are  thronged 
with  pedestrians,  especially  during  the  rush  hours. 
This  increase  in  air  pollution  will  always  be  a prob- 
lem until  some  revolutionary  change  in  motor  designs 
are  made. 

There  is  more  complaint  from  one  motor  car  throw- 
ing out  a visible  cloud  of  smoke  and  malodorous 
fumes  of  burning  oil  than  there  is  from  1000  normal- 
ly operated  cars  though  the  latter  effects  far  more 
injury  to  health  from  CO. 

In  large  cities  many  susceptible  people  are  em- 
ployed for  7 to  8 hours  a day  in  the  atmospheres  of 
street  level.  CO  reduces  the  chances  of  robust  health 
and  a vigorous  vitality,  even  though  definite  symp- 
toms of  poisoning  are  not  recognized.  .31  parts  of 
CO  to  10,000  parts  of  air  averaged  in  649  samples 
taken  in  city  streets.  If  uniformly  distributed  there 
is  little  cause  for  apprehension  but  such  is  not  the 
case.  CO  is  concentrated  greatest  along  boulevards 
0.4,  along  traffic  streets  it  is  0.2  and  on  residential 
and  industrial  streets  0.1.  There  is  a concentration 
of  0.2  and  0.3  in  the  loop  district,  Chicago,  where 
the  greatest  number  of  people  are  exposed. 

In  general  the  concentration  of  CO  in  our  city 
streets,  other  than  on  boulevards  is  insufficient  to 
constitute  a serious  public  health  hazard. 


PROGRESS  OF  SURGERY 

(A  Review  of  the  Literature  for  the  Past  Six  Months) 

HERBERT  H.  DAVIS,  M.  D.,  F.  A.  C.  S., 
Omaha,  Nebr. 


THYROID 

Williamson  and  Pearse*^^  in  1925  found  that 
the  thyroid  has  two  functions:  (1)  The  pro- 

duction of  secretion  proper ; or  what  for  greater 
precision  may  be  called  “lymphogenic”  secretion. 
This  secretion  contains  no  thyroxin.  (2)  The 
accumulation  of  colloid.  In  the  normal  secretory 
process  is  the  conspicuous  activity  of  the  reti- 
culo-endothelial  cells  with  the  production  of 
lymphocytes  in  the  interfollicular  lymph  spaces 
of  the  thyroid  gland  units.  The  authors  looked 
for  a class  of  thyroid  disorder  in  which  the  func- 
tional imbalance  would  lie  in  the  over-production 
of  lymphocytes  during  the  secretory  process  of 
otherwise  normal  thyroid.  They  found  a few 


such  cases  which  they  named  “lymphadenoid 
goitre.”  Goitres  which  essentially  belong  to  this 
group  have  been  called  by  earlier  observers 
“chronic  inflammatory  thyroiditis,”  “granuloma- 
tous thyroiditis,”  “endothelioma,”  “sarcoma,”  and 
also  “Riedel’s  disease,”  or  “woody  thyroid,”  etc. 

The  process  is  as  follows : The  lymphogene- 

sis  becomes  more  active  and  the  lymphocytes 
crowd  in  the  perivascular  lymph  spaces  about 
the  capsule  of  the  gland-units.  The  parenchyma, 
which  is  producing  lymphogenic  secretion,  be- 
comes hyperplastic,  and  active  mitosis  appears  in 
the  epithelium.  Lymphocytes  only  accumulate 
in  and  about  those  gland-units  wherein  lymph- 
ogenic secretion  is  being  formed.  In  the  follicles 
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where  colloid  is  accumulating  there  is  no  perifol- 
licular lymphocyosis.  Exhaustion  of  the  epithel- 
ium eventually  ensues,  and  now,  no  longer  able 
to  produce  secretion  it  becomes  atrophic.  An  in- 
sidious fibrosis  ensues,  until  it  replaces  the  retic- 
ulo-endotheliuni  of  the  gland-unit.  The  once 
much  enlarged  thyroid  tends  to  shrink  into  a 
small  knot  of  fibrous  tissue.  This  is  the  gland 
of  myxoedema. 

McCarrison  has  for  many  years  been  concern- 
ed in  demonstrating  that  the  thyroid  gland  plays 
an  important  work  in  the  general  metabolism. 
He  found  a diet,  containing  an  abundance  of 
iodine,  which  gave  rise  to  a disturbance  of  the 
lymphogenic  function  of  the  thyroid  gland.  In 
other  words,  he  has  produced  experimentally  a 
lymphadenoid  goitre.  He  was  guided  in  his 
choice  of  diet  by  a previous  work  of  his  whicli 
showed  the  overwhelming  influence  of  vitamins 
in  intestinal  lymphogenesis. 

In  the  human  the  age  at  which  symptoms  arise 
is  rarely  before  45  years,  while  my.xodema  occurs 
on  an  average  a decade  later. 

McCarrison^^)  in  approximately  25  percent  of 
young  rats  fed  on  a diet  of  American  white  flour. 
72  to  82  parts:  meat  residue,  5 to  15  parts;  olive 
oil,  8 parts ; salt  mi.xture  0.45  per  cent  of  potas- 
sium iodide,  5 parts ; distilled  water  ad  lib  is 
able  to  produce  lymphadenoid  goitre.  He  thinks, 
therefore,  that  the  basal  factor  in  its  causation  in 
man  is  also  a dietetic  one.  The  diets  which  are 
likely  to  be  associated  with  lymphadenoid  goitre 
in  man  are  those  composed  largely  of  white  flour 
or  other  vitamin-poor  carbohydrate,  vitamin- 
poor  protein,  and  vitamin-poor  fats  in  which 
there  is  a paucity  of  fresh  fruit  and  green  leafy 
vegetables. 

Crile^^^  states  that  the  symptoms  of  hyperthy- 
roidism are  the  same  as  the  symptoms  of  adren- 
alism.  Both  cause  increased  heart  action,  in- 
creased blood  pressure,  dilation  of  the  vessels  of 
the  skin  and  sweating,  dilation  of  the  pupils,  in- 
creased metabolism,  hyperglycaemia,  profound  ef- 
fect on  the  gastro-intestinal  tract,  and  activation 
of  the  nervous  system.  The  injection  of  adren- 
alin in  a patient  with  hyperthyroidism  produces 
an  exaggeration  of  every  symptom  of  hyperthy- 
roidism. On  the  other  hand,  no  amount  of  thy- 
roid extract  or  of  iodine  can  immediately  cause 
any  symptom  of  hyperthyroidism. 

Experimental  evidence,  says  Crile,  also  con- 
firms the  clinical  observation  that  as  the  thyroid 
activity  is  increased,  the  effect  of  adrenalin  on 
the  organism  is  stepped  up.  In  myxoedema  the 
injection  of  adrenalin  has  little  or  no  effect. 


Therefore,  the  thyroid  and  the  adrenal  glands 
are  each  equally  essential  in  the  production  of 
hyperthyroidism. 

Nervous  excitation  is  known  to  be  the  cause 
of  many  cases  of  hyperthyroidism.  Relief  of 
nervous  strain  leads  to  relief  of  symptoms  and 
the  return  of  the  hyperplastic  gland  to  normal. 
In  cases  of  hyperthyroidism  the  division  of  the 
nerve  supply  to  the  thyroid  causes  great  im- 
provement. Everyone  of  the  known  excitants  of 
hyperthyroidism,  namely,  infectious  diseases,  fo- 
cal infection,  emotional  excitation,  etc.,  involves 
nerve  excitation  which  in  turn  produces  an  in- 
creased output  of  adrenalin.  The  adrenalin,  in 
turn  has  the  power  of  activating  the  thyroid. 
Therefore,  Crile  advocates  primary  adrenalec- 
tomy in  cases  of  extreme  hyperthyroidism. 

The  thyroid  hormone  causes  a specific  in- 
crease in  the  permeability  of  all  the  cells  of  the 
body  and  hence  an  increased  activity  of  all  these 
cells.  A consequence  is  an  increase  of  the  elec- 
trical potential  and  in  the  electrical  conductivitv 
of  the  tissues.  Thus  the  thyroid  charges  up  the 
tissues.  The  discharge  mechanism  is  entirely 
separate  from  the  thyroid  gland — it  is  the  nerve- 
adrenal  combination.  Thus  in  the  post-operative 
treatment  of  a patient  with  hyperthyroidism  all 
factors  are  avoided  which  tend  to  stimulate  the 
adrenals  or  the  nervous  system. 

G.\STRO-ENTEROLOGY 

Two  cases  of  gastric  carcinoma  in  which  there 
are  no  metastases  but  in  which  the  local  tumor  is 
large  and  fi.xed  to  neighboring  structures  are 
described  by  Chamberlain. Both  these  cases 
were  operated  upon  by  Sir  Berkeley  Moynihan. 
A primary  laparotomy  is  done,  and  through  the 
open  wound  a big  dose  of  deep  x-rays  given  di- 
rectly into  the  tumor.  A second  operation  is 
done  six  weeks  later,  when  the  growth  is  much 
shrunken  in  size  and  much  more  freely  movable. 
The  two  cases  are  both  still  alive  and  well,  one, 
four  and  a half,  and  the  other  five  years  after 
the  operations. 

Martin  and  HilB^^  found  that  after  oral  ad- 
ministration of  mercurochrome  to  the  point  of 
salivation  in  thirteen  individuals;  (a)  the  bile 
was  never  bacteriocidal  or  inhibitory  and  never 
contained  visible  traces  of  the  dye.  (b)  the 
treatment  had  no  alleviating  effects  upon  the 
symptoms  of  eight  individuals  with  cholecystitis. 

Following  intravenous  injection  of  mercuro- 
chrome in  man  the  dye  may  be  demonstrated  in 
the  bile  siphoned  out  through  a duodenal  tube  in 
18  to  23  minutes.  This  bile  is  bacteriocidal  and 
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contains  mercury.  This  lasts  18  to  20  hours. 
Of  eight  patients  treated  this  way,  three  were 
not  helped,  but  five  are  clinically  cured  and  their 
bile  specimens  were  sterile.  Due  to  storage  of 
mercurochrome  in  the  gallbladder  it  is  possible 
to  obtain  its  shadow  in  the  Roentgen-ray  films. 

In  a study  of  experimental  general  peritonitis 
produced  in  dogs  by  ligating  the  base  of  the  ap- 
pendix, Orr  and  Haden<®^  found  no  beneficial 
results  by  treating  with  ileostomy  from  the  be- 
ginning. However,  animals  treated  with  1 per- 
cent solution  of  sodium  chloride  hypodermically 
in  addition  to  the  ileostomy  lived  three  times  as 
long  as  those  having  no  salt  solution.  The  ad- 
ministration of  sodium  chloride  solution  was 
quite  effective  in  preventing  the  chemical  chang- 
es of  the  blood  noted  in  animals  without  such 
treatment.  The  results  of  treatment  with  sodium 
chloride  in  this  study  are  similar  to  those  pre- 
viously recorded  in  the  treatment  of  high  intes- 
tinal obstruction. 

In  1927,  impressed  by  the  clinical  similarity 
between  acute  intestinal  obstruction,  general  per- 
itonitis, and  the  toxemia  of  gas  gangrene,  Wil- 
liams investigated  the  importance  of  toxemia  due 
to  anerobic  organisms  in  the  first  two  conditions. 
By  the  use  of  bacillus  Welchii  antitoxin  he  re- 
duced the  mortality  of  peritonitis  following  acute 
appendicitis  from  6.3  percent  in  the  controls  to 
1.17  percent;  and  in  intestinal  obstruction  from 
24.8  percent  in  the  control  series  to  9.3  percent. 
Bower  and  Clark  last  year  substantiated  these  re- 
sults. 

Gopher,  Stone  and  Hildreth working  on 
dogs,  found  that  its  use  prolonged  life  slightly 
in  these  conditions. 

Mclver,  White  and  Lawson ^*1,  on  the  other 
hand,  found  that  bacillus  Welchii,  although  found 
in  enormous  numbers  in  the  obstructed  loop,  did 
not  play  an  important  role  in  the  production  of 
the  Eliminating  toxemia. 

Winkelstein  and  Marcus^®^  have  studied  the 
excretion  of  neutral  red  in  the  stomachs  of  sixty 
cases  of  achylia  gastrica.  They  think  it  is  ex- 
creted in  any  stomach  that  is  capable  of  secreting 
free  hydrochloric  acid,  whether  the  acid  itself  is 
excreted  at  that  particular  time  or  not.  They 
consider  neutral  red  is  superior  to  histamine  for 
routine  use  as  tests  for  achylia  gastrica.  It  is 
invariably  excreted  in  the  false  achlor-hydrias ; 
that  is,  in  which  free  hydrochloric  acid  is  secreted 
but  is  neutralized  so  the  ordinary  gastric  analy- 
sis shows  it  to  be  negative. 

Balo  and  Ballon from  a series  of  963  con- 


secutive autopsies  in  Budapest,  give  case  reports 
to  prove  that  retention  of  pancreatic  secretion 
may  cause  dilation  of  ducts  and  end  chambers, 
flattening  of  the  cells  of  the  glands  of  the  pan- 
creas and  necrosis.  There  may  also  result  an  in- 
crease in  size  of  the  islands  of  Langerhaus.  This 
retention  may  be  caused  by  narrowing  of  the 
main  pancreatic  duct  or  papilla  of  Vater  caused 
by  inflammations,  stones,  neoplasms,  etc. 

EXTREMITIES 

Buerger^^^l  found  that  injection  of  emulsions 
of  the  clot  from  cases  of  acute  thrombo-angiitis 
obliterans  into  the  veins  of  the  forearm  caused 
no  lesion.  But  the  paravascular  implantation  of 
the  clot  from  these  cases  resulted  in  the  develop- 
ment of  typical  lesions  in  the  apparently  healthy 
ligated  veins  of  the  inoculated  person.  In  simi- 
lar experitiients  in  monkeys  he  failed  to  produce 
other  than  bland  thrombosis,  a fact  that  would 
suggest  that  these  animals  are  immune. 

An  excellent  study  and  review  of  the  subject 
of  Dupuytren’s  contraction  by  Kanavel,  Koch, 
and  Mason^^^l  emphasize  the  following  points  in 
treatment : 

1.  Wide  excision,  not  only  of  the  contracted  fascia, 
but  of  all  its  attachments  to  the  skin,  the  interfascial 
septa,  the  volar  interossious  fascia,  the  metacarpal 
bones,  and  the  phalanges. 

2.  Careful  dissection  and  elevation  of  the  skin  to 
avoid  trauma  and  subsequent  necrosis. 

3.  Painstaking  effort  to  avoid  injury  or  division  of 
the  digital  nerves  and  blood  vessels. 

4.  Excision  of  skin  that  is  hopelessly  involved,  and 
replacement  of  the  excised  skin  by  a free  full  thick- 
ness graft  rather  than  attempting  to  bring  together 
wound  edges  under  tension. 

5.  In  long  standing  cases  with  marked  contraction 
of  the  fingers,  excision  of  the  head  of  the  proximal 
phalanx  and  shortening  of  the  extensor  tendon  of 
the  affected  fingers  through  a dorsal  incision 
(Hutchinson’s  operation). 

6.  Active  movement  of  the  fingers  and  hand  as  soon 
as  the  operative  wound  is  soundly  healed. 

If  treated  in  such  a manner  complete  restora- 
tion of  function  may  reasonably  be  hoped  for, 
although  cellular  infiltration  of  the  hand  and 
partial  anaesthesia  and  stiffness  of  the  fingers 
may  persist  for  a considerable  period  of  time 
after  the  operation. 

Inspection  of  x-ray  films  of  the  extremity  in 
cases  of  arteriosclerotic  gangrene  does  not  often 
indicate  by  the  calcification  in  the  arteries  the 
profound  changes  and  the  general  involvement 
of  the  arterial  system  by  the  arteriosclerosis  and 
endarteritis.  Inspection  of  films  made  of  ampu- 
tated legs  in  which  the  arterial  system  was  in- 
jected with  barium  shows  this  general  change 
clearly.  Measurements  by  Emerson  and  War- 
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ren<i3)  -with  calibrated  rods  of  the  inside  di- 
ameter of  six  major  arteries  in  the  leg  agree 
closely  with  those  made  upon  x-ray  films  follow- 
ing injection  of  the  arteries  with  barium.  The 
future  use  of  opaque  media  injected  into  peri- 
pheral vessels  will  make  it  possible  to  measure 
these  vessels  accurately  and  determine  the  extent 
of  the  disease.  This  opaque  substance  must  be 
harmless,  non-irritant  to  the  vessel  walls,  and 
readily  excreted  from  the  body. 

Adson  and  Brown^^^^  have  reported  two 
cases  of  Raynaud’s  disease  of  the  upper  extremi- 
ties successfully  treated  by  resection  of  the  sym- 
pathetic cervicothoracic  and  second  thoracic 
ganglions,  and  the  intervening  trunk.  The  re- 
sults obtained  in  the  upper  extremity  by  this  pro- 
cedure are  comparable  to  those  obtained  with  the 
removal  of  the  lumbar  sympathetic  ganglions  in 
the  lower  extremities.  Failures  following  rami- 
sectomy  and  partial  ganglionectomy  are  due  to 
incomplete  division  of  vasoconstructor  fibers  sup- 
plying the  peripheral  circulation  of  the  extremi- 
ties. 

In  five  cases  of  resection  of  the  lumbar  sym- 
pathetic ganglia  and  trunks,  they^^^^  had  marked 
and  maintained  vasodilitation  in  the  feet  for  as 
long  as  three  years,  with  complete  relief  of  the 
signs  and  symptoms  of  this  disease. 

In  order  to  learn  the  results  and  risks  of  the 
different  methods  of  treatment  of  varicose  veins 
of  the  legs,  Kilbourne^^®)  sent  a questionnaire 
to  the  large  American  hospitals.  In  a total  of 
4,607  cases  operated  upon  there  were  eight  deaths 
accredited  to  embolism  and  ten  others  due  to 
unknown  causes.  This  is  a risk  of  one  in  250, 
or  0.4  per  cent.  Following  injection  treatment 
there  have  been  eleven  deaths  reported  in  a total 
of  53,000  cases  treated.  This  is  about  one  in 
5,000.  Injection  results  are  also  much  better 
than  after  excision;  recurrences  after  injection 
average  6 per  cent  and  after  operation  are  30 
per  cent.  Although  embolism,  phlebitis,  ulcer 
formation  and  gangrene  are  rare,  no  injection 
should  be  made  until  they  have  been  prevented 
by  thorough  preliminary  study. 

MISCELLANEOUS 

The  treatment  of  facial  paralysis  is  discussed 
by  Fischer^^'^F  To  reestablish  the  function  of 
the  facial  nerve  an  anastomosis  has  been  made 
between  the  peripheral  stump  of  the  facial  and 
the  central  stump  of  some  motor  nerve  lying  in 
the  neighborhood.  Ballance,  Faure  and  Furet 
have  used  the  accessory  nerve  or  one  of  its 
branches — the  ramus  steniocleidor  mastoideus  or 
the  ramus  trepesoideus.  Korte,  in  1903,  employ- 


ed the  hypoglossal  nerve.  This  latter  is  gener- 
ally acknowledged  to  be  the  best  method.  How- 
ever, there  is  no  result  for  several  months,  there 
is  usually  simultaneous  movements  of  the  face 
when  the  tongue  was  moved,  and  for  several 
months  paralysis  of  the  tongue  makes  speech, 
swallowing  and  eating  difficult. 

Another  method  used  has  been  muscular  plas- 
tic operations.  The  author  proposes  an  opera- 
tion in  which  he  uses  a strip  of  fascia  lata  as  a 
graft  to  hold  the  angle  of  the  mouth  to  the 
zygoma.  He  reported  his  case,  a girl  aged 
eighteen,  on  whom  he  did  this  operation  with 
excellent  cosmetic  results.  He  thinks  this  simple 
operation  should  have  preference  in  cases  of  fa- 
cial paralysis  before  the  other  complicated  plas- 
tic operations.  The  idea  was  original  with  the 
author  but  since  sending  his  paper  to  press  he 
found  that  Kirscher  had  the  the  same  thing  in 
1913. 

Koontz^^^)  found  alcohol-preserved  fascia 
grafts  have  been  successful  in  repairing  defects 
in  the  stomach  and  bladder,  and  to  reinforce  su- 
ture lines  at  anastomosis  points  in  the  intestine. 
Digestion  of  the  graft  in  the  stomach  was  pre- 
vented by  giving  bismuth  subnitrate  by  mouth. 
The  fascia  used  was  from  the  fascia  lata  of  the 
ox.  The  experiments  were  on  dogs. 

Monteith  and  Clock^^®)  use  normal  hor.se  ser- 
um applied  as  a spray  in  the  treatment  of  bums. 
This  was  first  used  by  Robinson  in  1917  and  is 
now  revived  by  the  authors.  They  immerse  the 
burned  part  in  a warm  bath  of  normal  saline  and 
then  remove  all  crust  and  necrotic  tissue,  it  re- 
moves by  dialysis  the  toxins  generated  in  the 
burned  areas,  and  thus  prevents  their  absorption 
and  the  development  of  toxemia.  Then  normal 
horse  serum  prepared  by  the  Lederle  Antitoxin 
Laboratories  is  sprayed  on  and  covered  by  rub- 
ber tissue  which  in  turn  is  held  on  by  a bandage. 
The  tissue  cells  require  a physiologic  medium  in 
which  to  multiply  and  build  up  the  destroyed 
area;  otherwise  scar  tissue  will  result.  Normal 
horse  serum  coagulates  the  exuding  tissue  plas- 
ma and  holds  it  in  contact  with  the  living  cells, 
thus  giving  the  physiologic  medium.  This  ser- 
um is  preserved  in  0.35  per  cent  cresol  which  acts 
as  a mild  antiseptic.  Apply  the  serum  at  least 
twice  a day  to  prevent  drying  as  otherwise  the 
cells  will  die.  Several  case  reports  show  excel- 
lent results. 

Ewing(20)  finds  that  the  present  available  data 
seems  to  call  for  the  recognition  of  a particular 
form  of  epidermoid  carcinoma  occurring  espe- 
cially in  the  nasopharynx  and  designated  by 
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Regand  and  Schmincke  as  lympoepithelioma. 
These  tumors  arise  from  modified  epithelium 
overl}dng  lymphoid  structures  in  tonsils,  base  of 
tongue  and  nasopharynx.  They  occur  at  all 
ages,  frequently  in  young  subjects,  grow  slowly, 
are  often  overlooked,  tend  to  produce  early  metas- 
tases  in  the  neck,  and  later  wide-spread  exten- 
sions to  liver  and  bone  marrow,  and  are  general- 
ly fatal.  They  exhibit  a marked  primary  response 
to  radiation.  The  diagnosis  must  be  based  on 
the  structure,  which  shows  sheets  of  pale  stain- 
ing epithelial  cells,  often  in  syncytia,  and  infil- 
trated with  many  lymphocytes,  both  in  the  pri- 
mary tumor  and  in  the  metastases. 

Cheatle^^^)  reports  transillumination  of  the 
breast  for  the  purpose  of  diagnosis.  This  method 
was  told  to  him  by  Dr.  Max  Cutler  of  New 
York.  In  a dark  room  the  breast  is  gently  im- 
paled on  the  top  of  a curved  Cameron  light.  All 
cysts  are  translucent ; the  subcutaneous  veins  on 
the  surface  of  the  breast  are  shown  as  branching 
shadows ; papillomata  are  shown  if  there  has 
been  any  hemorrhage  into  the  duct  in  which  they 
exist ; and  solid  tumors  appear  as  diffuse 
shadows. 
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A HORMONE  MECHANISM  FOR  GALLBLADDER  CONTRACTION 

AND  EVACUATION* 

A.  C.  IVY.,  Ph.  D.,  M.  D., 

(From  the  Department  of  Physiology  and  Pharmacology,  Northwestern  University  Medical  School.)** 


In  a search  of  the  literature  it  has  been  found 
that  several  investigators  have  attempted  to  de- 
termine whether  or  not  a humoral  mechanism  is 
concerned  in  gallbladder  evacuation.  Boyden 
(1926)  found  that  the  transfusion  of  blood  of 
fed  or  starved  cats  caused  a partial  evacuation  of 
the  gallbladder.  He  does  not  state  that  he  test- 
ed the  compatibility  of  the  blood  of  the  cats  used. 
He  interpreted  the  results  of  his  experiments  on 
this  phase  of  the  gallbladder  question  as  meaning 
that  the  gallbladder  is  sensitive  to  bodily  condi- 

•Presented  to  the  Missouri  Valley  Medical  Association,  Omaha,  Oct.  31- 
Nov.  2,  1928. 

••Doctors  Eric  Oldberg,  Harold  C.  Lueth,  and  Grant  Kloster  collaborated 
with  the  author  in  this  work. 


tions  which  effect  changes  in  the  circulating 
blood.  Whitaker  (1926)  injected  doses  of 
“secretin”  prepared  by  the  Bayliss-Starling  meth- 
od with  negative  results.  Copher  and  Illing- 
worth (1928)  injected  “secretin”  with  negative 
results ; but  they  do  not  state  the  method  by 
which  the  “secretin”  used  by  them  was  prepared. 
Brugsch  and  Horsters  (1926)  placed  a condom 
balloon  in  the  gallbladder  of  dogs  and  found  that 
10  cc  of  a preparation  of  Dale  and  Laidlaw 
(1912-13)  “secretin”  caused  a contraction  and 
rhythmic  changes  of  the  gallbladder,  and  “hypo- 
physin”  relaxed  it.  They  observed  that  histamine 
(10  mgm.)  caused  the  gallbladder  to  contract. 
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They  concluded  that  histamine  and  "secretin”  act 
alike,  the  latter  being  the  physiological  agent. 
They  did  not  make  a simultaneous  blood  pressure 
tracing  to  rule  out  vaso-dilatation  as  being  a fac- 
tor, which  we  know  is  a factor. 

The  numerous  reports  in  the  literature  show- 
ing the  marked  efficacy  of  fats,  egg-yolk  and 
meat  protein  in  emptying  the  gallbladder  con- 
vinced us  that  the  effect  of  “secretin”  on  the 
evacuation  and  motor  activity  of  the  gallbladder 
should  be  studied,  since  it  is  well  known  that 
these  substances  stimulate  the  pancreas,  and  that 
“secretin”  (very  impure  solutions)  promotes  the 
formation  of  bile.  With  this  objective  in  mind, 
we  have  performed  several  series  of  experiments, 
the  results  of  which  prove,  we  believe,  that  a 
hormone  mechanism  is  concerned  in  gallbladder 
contraction  and  evacuation. 


gallbladder  of  the  cat,  dog  and  guinea  pig,  but 
an  attempt  on  the  rabbit  to  provoke  such  a re- 
sponse has  proved  to  be  negative. 

The  intra-gallbladder  pressure  rises  from  1.0 
to  11.5  cm.  of  bile  from  a single  injection,  and 
from  a series  of  injections  in  unanesthetized  dogs 
we  have  observed  a final  pressure  of  24.0  cm.  of 
bile. 

We  have  shown  that  the  rise  in  gallbladder 
pressure  is  not  due  to  extrinsic  influences  such 
as  respiration,  abdominal  movements,  and  change 
in  liver  volume.  The  contraction  of  the  gall- 
bladder is  abolished  by  deep  anesthesia  and  low 
blood  pressure. 

The  active  principle  acts  after  atrophine  and 
ergotamine,  which  indicates  that  it  probably  acts 
on  the  smooth  muscle  directly.  We  know  that 
it  is  neither  histamine  or  choline  and  believe  that 


Figure  1.  In  tracing  1 the  upper  line  is  a record  of  the  intra-gallbladder  pressure,  the  middle  line  is  a record  of  the 
blood  pressure,  and  the  lower  line  records  the  point  of  injection  and  the  drops  of  pancreatic  juice.  Note  that  when  10  cc 
of  55  111  were  injected,  the  gallbladder  ctmlracled  and  17  drops  of  pancreatic  juice  Ifowed  from  the  cannula,  and  that 
when  3 cc  of  80-T.  p.  i.  were  injected  only  a slight  contraction  of  the  gallbladder  resulted,  but  52  drops  of  pancreatic 
jtiice  were  formed. 


For  some  time  Ivy,  Kloster  and  Lueth  (1921) 
have  been  working  on  the  purification  of  “secre- 
tin” for  the  purpose  of  perfecting  a pancreatic 
function  test  for  man.  In  our  work  we  have 
used  the  preparations  prepared  for  us  by  them. 
The  solutions  furnished  us  were  “highly  puri- 
fied”, were  vaso-dilatin-free,  and  have  had  no 
objective  deleterious  action  when  injected  in- 
travenously in  succession  in  anesthetized  or  un- 
anesthetized animals. 

EXPERIMENTS 

It  was  found  that  an  extract  of  the  upper  in- 
testinal mucosa  which,  when  properly  prepared, 
was  vaso-dilatin-free  and  caused  the  gallbladder 
to  contract.  This  was  found  to  be  true  of  the 


it  is  a poly-peptide.  It  is  not  related  to  bile  or 
bile  salts.  We  do  not  believe  that  it  is  identical 
to  “secretin”  but  that  it  is  closely  associated  with 
it.  However,  we  are  not  yet  certain  of  this 
point.  We  call  the  active  principle  “cholecvsto- 
kinin.” 

We  have  prepared  solutions  that  gave  response 
when  as  little  as  2.2  mgm.  of  solid  material  were 
injected.  However,  we  cannot  uniformly  repeat 
this  procedure.  We  do  have  several  processes 
which  yield  uniform  results  up  to  a certain  point. 
The  active  principle  becomes  inactive  on  stand- 
ing in  a solution  with  a pH  of  4.0,  but  does  keep 
at  a pH  of  3.0. 

In  the  course  of  this  work  we  have  found  that 
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In  one  dog  out  of  a series  of  more  than  one 
hundred,  we  found  that  three-fourths  of  the  gall- 
bladder was  free  of  the  liver  and  could  be  readily 
seen  through  the  abdominal  incision.  In  this 
dog  we  observed  that  when  the  “cholecystokinin” 
was  injected,  an  annular  ring  of  contraction  about 
2 cm.  wide  appeared  in  the  mid-portion  of  the 
gallbladder  and  disappeared  as  the  effect  of  the 
injection  noted  on  the  kymograph  tracing  dis- 
appeared. 


dilute  acid  (0.4%  HCl)  placed  in  the  duodenum 
of  the  dog  causes  a gallbladder  contraction,  as 
does  digested  egg-yolk,  cream  and  olive  oil  when 
digested.  Undigested  olive  oil  has  no  effect  on 
the  gallbladder  of  the  anesthetized  dog. 


viscous  and  dense  than  normal  gallbladder  bile, 
and  hence  is  more  difficult  to  evacuate  from  the 
gallbladder.  The  same  evacuation  of  the  gall- 


We  ne.xt  ascertained  whether  the  gallbladder 
could  be  evacuated  under  the  influence  of  “chole- 
cystokinin.” Under  morphine-ether  anesthesia 
and  with  aseptic  technique,  the  gallbladder  (ten 
dogs)  was  filled  wdth  lipiodol  (iodized  oil)  after 
the  removal  of  an  aliquot  portion  of  bile  ( from 
15  to  20  cc  usually).  The  dog  was  trained  to  lie 
quietly.  From  eighteen  to  twenty-four  hours 
later,  the  animal  not  being  fed,  serial  roent- 
genograms (from  2 to  10  minutes  aj)art ) 
were  made,  one  dog’s  dose  of  the  “cholecys- 
tokinin” preparation  (a  dose  known  to  cause 
gallbladder  contraction ) being  injected  intra- 
venously every  ten  minutes  for  one  hour.  A 
study  of  the  roentgenograms  and  autopsy  showed 
that  in  three  of  the  ten  dogs,  all  but  about  3 cc 
of  the  lipiodol  had  been  evacuated  ; in  three,  about 
two-thirds  of  the  lipiodol  had  been  evacuated ; 
in  three,  about  one-half  had  been  evacuated.  In 
one,  only  a small  quantity  was  evacuated.  This 
animal  was  given,  three  hours  later,  a meal  of 
cream  (200  cc),  egg-yolks  (6)  and  some  milk. 
It  was  found  that  this  meal  caused  no  evacuation. 
The  next  morning  a radiological  e.xamination  and 
a picture  showed  a dense  shadow,  the  lipiodol, 
and  a line  about  2 cm.  away  from  the  lipiodol 
shadow,  which  we  interpreted  as  the  gallbladder 
wall.  We  believed  that  fresh  bile  had  entered 
the  gallbladder  during  the  night.  Three  injec- 
tions of  the  “cholecystokinin”  preparation  were 
then  given  with  the  result  that  the  outer  line  was 
caused  to  move  in  and  make  contact  with  the  lipi- 
odol shadow.  We  believe  that  this  denoted  that 
the  fresh  bile  had  been  evacuated.  Autopsy  re- 
vealed that  the  lipiodol  mass  was  almost  gelatin- 
ous in  consistency,  and  we  believe  so  viscous  that 
it  could  not  be  evacuated  by  the  gallbladder. 
Similar  gallbladder  evacuation  can  be  ac- 
complished in  dogs  under  light  barbital  anesthesia. 

It  should  be  pointed  out  that  lipiodol  is  more 


Figure  2.  This  figure  shows  a series  of  roentgenograms  made  on  an 
animal  who,se  gallbladder,  having  been  filled  with  lipiodol  the  day  before, 
\va~s  evacuated  by  injection  of  “cholecystokinin"  every  ten  minutes. 
(1)  The  control:  (2)  10  minutes  after  the  first  injection;  (3)  2 min- 
utes after  the  2nd  injection;  (4)  10  minute.s  after  the  third  injection; 
(5)  10  minutes  after  the  4th  injection;  (6)  10  minutes  after  the  5th 
injection;  (7)  10  minutes  after  the  6th  injection;  (8)  10  minutesi  after 
the  7th  injection;  (9)  one-half  hour  after  the  7th  injection.  Note  that 
the  gall-bladder  relaxed  after  the  la.st  injection  which  Ls  denoted  by  the 
cliaiige  ill  the  contour  of  the  shadow. 
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bladder  can  be  observed  using  the  Graham-Cole 
technique  for  visualization  of  the  gallbladder. 

An  occasional  roentgenogram  from  some  of 
the  dogs  shows  that  the  hepatic  ducts  are  inject- 
ed with  lipiodol  for  from  0.5  to  3 cm.  This  oc- 
curred more  frequently  in  the  case  of  the  right 
hepatic  duct  than  in  the  others.  We  believe  that 
this  injection  of  the  hepatic  ducts  is  most  prob- 
ably due  to  increased  pressure  on  the  intramural 
portion  of  the  common  bile  duct  exerted  by  the 
duodenum,  preventing  the  outflow  of  the  lipiodol 
into  the  duodenum. 

Proof  of  a Hormone.  On  the  results  of  cross- 
circulation experiments.  Four  cross-circulation 
experiments  f carotid-to-carotid)  have  been  per- 
formed. three  yielding  positive  results  and  one 
negative. 

Dogs  of  a like  size  were  chosen  whose  bloods 
were  shown  to  be  compatible  by  agglutination 
tests.  They  were  anesthetized  with  barbital  and 
placed  on  the  table  side  by  side.  The  abdomen 
of  each  dog  was  opened,  the  cystic  duct  clamped, 
and  the  gallbladder  and  the  pancreatic  duct  can- 
nulated.  The  gallbladder  cannula  was  connected 
to  a recording  tambour.  The  lateral  carotids  were 
connected  for  a blood  pressure  tracing,  and  the 
two  medial  carotids  were  connected  by  cannulas 
for  a cross-circulation.  (See  article  by  Ivy.  Lim 
and  McCarthy,  1925).  Simultaneous  records  of 
the  blood  pressure,  intra-gallbladder  pressure,  and 
pancreatic  flow  of  both  dogs  were  made. 

In  three  out  of  four  experiments  the  introduc- 
tion of  40  cc.  of  HCl  into  the  duodenum 
of  the  “first”  dog  caused  the  gall  bladder  of  the 
“second”  dog  to  contract.  The  gallbladder  of  the 
“second”  dog,  or  the  one  that  did  not  receive  acid 
in  the  duodenum,  contracted  after  a period  of 
eight  minutes  in  one  animal,  ten  minutes  in  a sec- 
ond animal,  and  twelve  minutes  in  the  third  ani- 
mal (figs.  9 and  10). 

These  experiments  demonstrate  that  the  intro- 
duction of  the  acid  into  the  duodenum  of  the 
“first”  animal  caused  something  to  enter  the 
blood,  which  passed  via  the  cross-circulation  can- 
nual  to  the  “second”  animal,  causing  the  gallblad- 
der of  the  “second”  animal  to  contract. 

The  pancreas  of  the  “second”  animal  was  only 
stimulated  in  one  of  the  four  experiments. 

SUMMARY  AND  CONCLUSIONS 

1.  An  extract  of  the  upper  intestinal  mucosa 
has  been  shown  on  intravenous  injection  to  cause 
contraction  and  evacuation  of  the  gallbladder. 
The  extract  (prepared  by  Ivy,  Kloster  and  Lueth) 


is  free  of  vaso-dilatin  and  has  no  objective  to.xic 
effect  on  unanesthetized  dogs. 

2.  Cross-circulation  experiments  show  that 
when  acid  is  injected  into  the  duodenum,  some- 
thing gets  into  the  blood  which  causes  the  gall- 
bladder to  contract.  We  believe  this  observation 
proves  a hormone  mechanism  for  gallbladder  con- 
traction and  evacuation.  It  is  pointed  out  that 
other  mechanisms  may  be  concerned  in  gallblad- 
der evacuation. 

3.  We  propose  the  term  “cholecystokinin”  as  a 
name  for  the  hormone  and  the  active  substance  in 
intestinal  extracts,  which  causes  the  gallbladder 
to  contract- and  evacuate. 

4.  The  amount  of  pressure  that  results  from 
the  contraction  of  the  gallbladder  under  the  in- 
fluence of  “cholecystokinin”  is  for  one  injection 
a maximum  of  11.5  cm.  of  bile  pressure  and  a 
minimum  of  1.0  cm.,  and  for  a series  of  injections 
an  average  of  10.0  cm.  and  a maximum  of  22.5 
cm.  in  anesthetized  dogs ; and  in  unanesthetized 
dogs  for  a series  of  injections  it  is  an  average  of 
20.0  cm.  of  bile  and  a maximum  of  24.0  cm.  of 
bile.  The  average  duration  of  the  contraction  for 
a single  dose  is  15  minutes.  Following  a series 
of  doses  the  gallbladder  relaxes  in  from  30  to  60 
minutes. 

5.  The  injection  of  the  following  substances  in- 
to the  duodenum  of  the  dog  caused  the  gallblad- 
der to  contract  with  the  animal  under  light  bar- 
bital-ether anesthesia;  15  to  40  cc  .of  HCl, 
30  cc.  of  butter,  digested  egg-yolk,  cream  and 
olive  oil,  0.5  per  cent  butyric  acid,  and  5 per  cent 
soap  solution.  Undigested  olive  oil,  egg-yolk  and 
cream  were  ineffectual. 

G.  Spontaneous  rhythmic  contractions  of  the 
gallbladder  were  observed  to  occur  from  2 to  4 
times  a minute.  A small  dose  of  “cholecystok- 
inin” would  usually  increase  their  amplitude  to  as 
much  as  3 cm.  of  bile  pressure ; a large  dose 
would  usually  cause  them  to  disappear  at  the 
height  of  the  contraction,  but  they  would  reap- 
pear some  time  during  the  period  of  relaxation. 
If  they  were  not  present  prior  to  the  injection, 
they  would  frequently  appear  during  the  latter 
part  of  the  period  of  relaxation. 

7.  We  have  observed  the  hepatic  ducts  to  be 
injected  with  lipiodol  during  the  contraction  of 
the  gallbladder. 

We  have  interpreted  the  injection  of,  or  the 
backing  up  of  the  lipiodol  into  the  hepatic  ducts, 
as  being  due  to  the  pressure  of  the  duodenum  on 
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the  intramural  portion  of  the  common  bile  duct, 
or  to  a hypertonic  sphincter  of  Oddi.  The  litera- 
ture (Mann,  1924)  shows  that  minimum  pres- 
sure of  5.0  cm.  and  a maximum  of  7.5  cm.  of 
water  is  necessary  to  overcome  the  resistance  of 
the  sphincter  of  Oddi,  or  the  intramural  portion 
of  the  common  bile  duct.  It  is  obvious,  then. 


whether  or  not  the  gallbladder  contraction  leads 
to  evacuation  of  the  gallbladder  depends  on  the 
amount  of  resistance  of  the  sphincter  or  intra- 
mural portion  of  the  common  duct.  If  the  duo- 
denum were  spastic,  it  is  quite  likely  that  the  gall- 
bladder would  not  evacuate  even  though  caused 
to  contract  by  “cholecystokinin.” 


TECHNIC  OF  DRAINAGE  METHODS  IN  EMPYEMA 

CLARENCE  EMERSON,  B.  Sc.,  Ph.  D.,  M.  D.,  F.  A.  C.  S., 
Lincoln,  Nebraska. 

Fifth  of  a Series  of  Articles  on  Thoracic  Surgery. 


Technique  of  Aspiration  (Thoracentesis)  : 
Thoracic  puncture  and  aspiration  is  a very  minor 
surgical  procedure.  Dowd  collected  twenty-five 
cases  of  death  or  severe  collapse  following  sim- 
ple puncture  and  such  an  accident  was  more  fre- 
quent when  the  opposite  Inng  was  diseased.  A 
rare  fatal  result  of  simple  thoracentesis  has  been 
attributed  to  reflex  spasm  of  the  glottis.  The 
possibility  of  introduction  of  other  organisms  in- 
to the  pleural  cavity  and  the  desirability  of  avoid- 
ing pneumothorax  should  prompt  the  observance 
of  a careful  technic.  Preparation  of  the  hands 
and  of  instruments  and  apparatus  and  the  secur- 
ing of  an  aseptic  field  of  operation  is  as  import- 
ant as  in  opening  other  major  cavities. 

The  Anaesthetic : Empyema  and  the  associated 
pulmonary  involvement  as  a rule  contraindicates 
the  use  of  general  anasthesia,  especially  ether. 
Local  anaesthesia  is  in  every  way  efficient  and 
satisfactory  and  is  devoid  of  any  intensifying  of 
the  lesions.  Puncture  and  aspiration  may  be 
done  without  anaesthesia,  but  such  a procedure 
is  unwarranted.  The  patient  should  be  spared 
the  pain,  shock  and  apprehension  that  must  nec- 
essarily accompany  repeated  aspirations  without 
an  anaesthetic.  The  surgeon  will  be  well  repaid 
by  greater  cooperation  of  the  patient,  for  the  ex- 
ercise of  care  in  securing  painlessly  a good  local 
anaesthesia.  A small  needle  for  the  skin  and  slow 
injection,  waiting  for  some  effect  of  that  already 
injected  before  proceeding  farther  affords  an 
almost  entirely  painless  injection.  A longer  and 
larger  needle  should  be  substituted  for  tbe  one 
used  for  skin  injection  to  infiltrate  the  inter- 
costal muscle  and  the  pleura.  The  upper  border 
of  the  rib  should  be  hugged  to  avoid  injury  of 
the  larger  inferior  intercostal  artery. 

It  is  very  necessary  to  know  that  the  needles, 
syringes  and  vacuum  bottle  connections  are  adapt- 
ed to  each  other.  It  is  annoying  to  the  surgeon 
and  distressing  to  the  patient  to  have  a needle  in- 
serted, to  which  none  of  the  available  apparatus 


can  be  attached.  Equipment  for  therapeutic  as- 
piration should  be  ready. 

The  site  for  puncture  will  have  been  selected 
previously  and  will  depend  of  course  on  the  posi- 
tion of  the  pus.  When  the  fluid  is  at  large  with- 
in the  pleural  cavity  the  sites  usually  selected  are 
either  in  the  sixth  or  seventh  interspace  in  the 
mid-axillary  line  or  in  the  eighth  or  ninth  inter- 
space in  the  posterior  scapular  line.  Avoid  if 
possible  the  space  behind  the  angle  of  the  rib 
where  the  intercostal  artery  may  be  injured.  A 
good  rule  is  to  select  a site  anterior  to  a line  four 
inches  from  the  spinous  j)rocesses. 

With  regard  to  the  site  for  puncture  attention 
may  be  called  to  what  constitutes  almost  an  opti- 
cal illusion  in  radiographs  of  the  chest.  So  much 
of  the  lung  is  above  the  arm  pits  and  relatively 
so  little  below,  that  it  is  a common  experience 
to  misjudge  of  an  encapsulated  collection  of  pus 
and  attempt  aspirations  much  too  low.  Observ- 
ance of  an  aspirating  needle  in  the  chest  by  fluor- 
oscopy is  often  startling  in  the  revelation  of  its 
true  position. 

The  position  of  the  patient  should  not  be  di- 
rectly on  the  sound  side,  but  rather  supine  or 
semi-recumbent  and  rolled  slightly  forward  with 
the  arm  above  the  head.  In  this  position  inter- 
spaces are  widened  and  function  of  the  healthy 
side  is  not  interfered  with. 

It  is  easy  to  fail  to  follow  the  path  that  was  in- 
jected when  the  puncture  is  made  unless  special 
attention  is  given  to  it.  The  quantity  of  anaes- 
thetic needed  is  far  below  a toxic  quantity,  there- 
for a 2 per  cent  novocaine  may  be  used.  More 
than  5 or  10  cc  is  seldom  necessary. 

Since  the  type  of  needle  or  trocar  best  suited 
for  thoracentesis  is  large  and  dull  and  not  easily 
pushed  through  the  skin  a small  skin  puncture 
with  a bistoury  facilitates  this  step  and  obviates 
a sudden  painful  jabbing  that  may  otherwise 
occur. 
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The  aspirating  needle  should  be  long  and  of 
large  calibre. 

Thick  pus  especially  if  it  contains  fibrinous 
flakes  requires  a large  calibre  needle.  The  point 
should  be  dull  and  short  to  avoid  puncture  or 
pricking  of  the  visceral  pleura  on  insertion  or  as 
the  lung  strikes  against  it  during  respiration.  An 
ordinary  spinal  puncture  needle  or  a small  trocar 
and  cannula  are  good. 

The  insertion  of  a needle  or  trocar  into  the 
pleural  cavity  is  best  done  slowly  and  with  atten- 
tion to  the  sense  of  touch  which  may  indicate 
when  the  needle  has  reached  and  passed  through 
the  pleura,  which  offers  a tougher  resistance  than 
the  intercostal  muscles. 

The  procedure  outlined  by  the  Empyema  com- 
mission of  Camp  Lee  for  preliminary  aspira- 
tion management  of  Empyema  during  the  critical 
early  period  when  pneumonia  is  present  is  the  fol- 
lowing : 

‘‘On  suspicion  of  the  presence  of  fluid  in  the 
chest  in  any  case  of  acute  respiratory  tract  in- 
fection. a diagnostic  aspiration  was  made.  If 
the  effusion  was  large,  a liter  or  more  was  with- 
drawn slowly  by  means  of  a Potain  aspirator. 
The  fluid  was  examined  bacteriologically  both  by 
smear  and  culture.  If.  as  was  usually  the  case, 
the  fluid  was  serofibrinous  and  contained  hemo- 
lytic streptococci,  the  patient  was  kept  on  medical 
and  expectant  treatment  according  to  the  general 
plan  as  outlined  in  the  section  of  this  report  that 
deals  with  the  medical  features  of  the  question. 
A careful  watch  of  the  patient  was  maintained 
by  repeated  physical  examinations,  and  as  soon 
as  there  was  evidence  of  a reaccumulation  of 
fluid  to  any  marked  extent  another  aspiration 
was  carried  out.  As  a rule  aspirations  were  made 
at  intervals  of  from  two  to  six  days,  and  on  an 
average  about  four  aspirations  were  made  on  each 
patient.  L^sually  by  the  time  of  the  fourth  aspira- 
tion a period  of  from  two  to  three  weeks  had 
elapsed,  the  character  of  the  exudate  had  changed 
from  a thin,  almost  transparent,  serofibrinous 
fluid  to  definite  pus,  the  pneumonia  had  improv- 
ed markedly,  and  the  patient’s  general  condition 
was  incalculably  better,  as  shown  by  a drop  in 
rate  of  respiration  and  pulse,  the  disappearance 
of  the  cyanosis  and  acute  air-hunger,  and  a fall 
of  2 or  3 degrees  in  the  temperature.  Occasion- 
ally it  happened  that  aspirations  were  performed 
at  intervals  of  only  twenty-four  hours  when  the 
fluid  reaccumulated  rapidly.  In  three  cases 
(13%),  operation  was  found  to  be  unnecessary 
because  of  failure  of  the  exudate  to  reappear 
after  aspirations.  One  of  these  had  only  one  as- 


piration, at  which  600  cc  of  serofibrinous  fluid, 
containing  many  streptococci,  was  withdrawn. 
The  patient  is  now'  entirely  well,  and  no  differ- 
ence can  be  made  out  between  the  tw^o  lungs  on 
examination  either  wdth  the  usual  physical  meth- 
ods or  the  roentgen  ray.”  The  cure  of  empyema 
by  aspiration  alone  is  unusual  and  not  to  be  ex- 
pected altliough  numerous  cases  are  recorded  in 
which  such  a result  was  obtained.  A few  in- 
stances have  been  reported  of  recovery  following 
a single  aspiration  and  this  in  cases  where  bac- 
teriological examination  had  revealed  the  strep- 
tococcus. 

Eailure  to  locate  pus  may  mean  that  a localized 
collection  is  missed,  or  the  amount  is  small  per- 
haps with  adhesions  at  the  point  selected  and  the 
needle  may  have  entered  the  lung,  or  the  needle 
may  be  too  small  for  the  passage  of  thick  pus  and 
fibrinous  exudate.  If  there  is  a free  flow  of  pus, 
too  rapid  excape  with  consequent  cough  or  col- 
lapse or  entrance  of  air  to  the  cavity  may  be  pre- 
vented by  the  sterile  gloved  thumb  over  the  exit, 
or  by  connecting  the  needle  with  a vacuum  bot- 
tle with  valve  control  or  by  attaching  a syringe 
to  it.  When  therapeutic  aspiration  is  to  accom- 
pany thoracentesis  simple  syringe  aspiration  re- 
peated as  many  times  as  desired  with  thumb  oc- 
clusion of  the  needle  when  the  syringe  is  de- 
tached may  be  carried  out.  Air  may  be  excluded 
by  quickly  disconnecting  the  syringe  during  ex- 
piration and  covering  the  needle  exit  w'ith  the 
thumb.  Dakin’s  solution  may  be  injected  and  re- 
aspirated repeatedly  at  the  end  of  each  aspira- 
tion treatment. 

Aspiration  is  indicated  to  verify  a diagnosis  of 
empyema  or  hydrothorax  to  determine  the  char- 
acter of  the  fluid  and  to  make  bacteriological 
study.  Therapeutic  aspiration  is  indicated  in 
early  empyema,  especially  if  influenzal  type  or  in 
the  presence  of  pneumonia.  Its  purpose  is  to 
keep  down  the  intrapleural  pressure,  to  prevent 
displacement  of  the  heart  and  mediastinum  and  to 
prevent  encapsulation  of  a compressed  lung.  If 
pus  is  thick  and  full  of  fibrin,  or  if  the  pus  re- 
accumulates so  rapidly  that  frequent  aspirations 
are  necessary,  resort  to  a closed  tube  drainage 
system  or  to  open  thoracotomy  may  be  necessary. 

TECHNIC  OF  CLOSED  DRAINAGE 

Efforts  to  effect  evacuation  of  pus  from  the 
pleural  cavity  by  a technic  that  excluded  air  from 
the  cavity  w-ere  attempted  some  years  ago.  Earl- 
ier trials  utilized  a continuous  flow  method.  Im- 
merman  in  1887  published  in  the  Deutsche  medi- 
cinische  Wochenschrift  a closed  drainage  method 
of  treatment  of  empyema.  He  did  not  use  re- 
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peated  aspirations  and  irrigations  through  a cath- 
eter, but  provided  for  continuous  drainage  with 
air  excluded  by  terminating  the  drainage  tube  in 
a bottle  containing  thymol  solution. 

The  technic  of  closed  drainage  method  was 
mainly  an  outgrowth  from  experiences  with  em- 
pyema complicating  influenza  during  the  world 
war.  Various  authors  at  about  the  same  time 
began  to  flood  the  literature  with  reports  of  this 
method  from  many  army  camps.  Hugh  Mc- 
Kenna reporting  results  at  Camp  Pike  on  a “new 
plan”  says  “To  this  type  of  operation  I wish  to 
direct  especial  attention ; namely,  the  draining 
of  the  pleural  cavity,  irrespective  of  the  character 
of  the  pus,  by  means  of  a No.  14  French  rubber 
catheter,  introduced  by  means  of  a trocar  and  can- 
nula, just  large  enough  to  thread  the  catheter  in- 
to the  pleural  cavity.  The  catheter  is  then  con- 
nected with  a 100  cc  glass  syringe,  and  aspiration 
is  intelligently  and  carefully  carried  out.  If  the 
pus  is  too  thick  for  aspiration,  a'small  amount  of 
neutral  solution  of  chlorinated  soda  (Dakin's  sol- 
ution) is  allowed  to  run  in.  This  solution  quick- 
ly liquifies  the  pus,  so  that  by  repetition  of  this 
procedure  the  entire  cavity  is  emptied.  The  can- 
nula is  withdrawn,  leaving  the  catheter  in  place, 
and  one-half  the  number  of  cubic  centimeters  of 
Dakin’s  solution  are  allowed  to  run  into  and  re- 
main in  the  pleural  cavity  as  correspond  to  the 
quantity  of  pus  aspirated  during  the  operation. 
The  process  of  aspirating  through  this  catheter 
and  instillation  of  Dakin’s  solution  is  repeated  by 
a trained  ward  surgeon  three  times  a day,  and 
two  times  during  the  night  by  an  especially  train- 
ed nurse.  When  by  examination,  either  physical, 
by  the  roentgen  ray  or  by  aspiration,  separate 
pockets  of  pus  exist,  this  same  procedure  is  fol- 
lowed. The  last  nineteen  patients  in  this  group 
have  been  treated  by  this  method  and  I am  firm- 
ly convinced  that  this  plan  of  procedure  is  a 
marked  improvement  over  any  type  of  operation 
that  has  been  performed  in  our  experience  at 
this  camp.” 

The  treatment  of  empyema  by  closed  method 
as  described  by  Dr.  F.  A.  Manson  of  Worthing- 
ton, Minn.,  is  briefly  the  following: 

A 7 mm  trocar  with  cannula  is  introduced  in- 
to the  pleural  cavity.  The  trocar  is  withdrawn, 
leaving  the  cannula  in  place  until  a 24  F.  cathe- 
ter with  one  terminal  and  two  lateral  openings, 
has  been  introduced.  The  pus  is  withdrawn  with 
a 30  cc  Luer  syringe.  Then  from  20  to  50  cc 
of  surgical  solution  of  chlorinated  soda  are  in- 
jected into  the  cavity  and  sucked  in  and  out  to 
dissolve  the  fibrinous  masses.  The  cavity  is  then 
nearly  filled  with  this  solution,  which  remains 


for  from  ten  to  thirty-one  minutes.  The  treat- 
ment is  repeated  from  four  to  six  times  in  the 
tw'enty-four  hours,  the  frequency  depending  on 
the  condition  of  the  patient  and  the  rapidity  with 
which  the  pus  accumulates.  The  tube  remains 
clamped  except  when  aspirating  or  injecting.  All 


Outfit  for  Diagnostic  and  Therapeutic  Aspiration. 


cases  are  controlled  by  laboratory  count.  When 
the  discharge  becomes  sterile  to  culture  and  the 
cavity  has  diminished  to  a capacity  of  15  or  20 
cc  the  tube  is  withdrawn  and  the  opening  allowed 
to  heal.  Of  forty-three  patients  treated  by  this 
method,  all  were  cured ; none  had  to  have  sec- 
ondary operations. 

The  cardinal  principles  of  the  closed  drainage  meth- 
ods are: 

1.  Avoid  pneumothorax. 

2.  Aspirate  at  frequent  intervals. 

3.  Irrigate  with  Dakins  Solution. 

To  avoid  pneumothorax  either  special  instru- 
ments are  used  or  care  is  observed  to  synchronize 
the  time  of  opening  the  trocar  or  tube  to  connect 
and  disconnect  the  aspirating  syringe  with  the  ex- 
piratory phase  of  respiration,  and  make  the  time 
of  opening  as  brief  as  possible. 


Fig.  2 — With  obturator  withdrawn  after  introduction  into  pleural  cavity 
and  with  catheter  inserted. 

Note — a rubber  cot  is  firmly  fastened  to  the  cannula  and  obturator 
handle  so  the  technic  is  air  tight. 

A special  trocar  of  the  Dietrich  type  is  con- 
venient for  this  purpose.  It  has  a main  or  direct 
lumen  through  which  passes  an  obturator  with 
pointed  end  suitable  for  penetration  of  the  chest 
wall.  The  obturator  is  surrounded  by  a folded 
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air-tight  cuff  (usually  of  rubber  or  fish-bladder  ) 
which  is  pneumatically  sealed  about  the  distal  end 
of  the  trocar.  The  cuff  is  long  enough  to  per- 
mit withdrawal  of  the  obturator  without  tension 
on  the  cuff  or  releasing  it.  A lateral  ami  with  a 
lumen  of  the  same  size  connects  with  the 
main  cannula  at  an  acute  angle.  Through 
this  the  catheter  or  rubber  tube  drain  is  partially 
inserted  and  a similar  pneumatic  cuff  converts 
this  section  into  a non-air-leaking  tube.  The  pur- 
pose of  the  instrument  is  to  enable  the  obturator 
to  be  withdrawn  under  air  tight  conditions,  suf- 
ficiently to  permit  the  catheter  to  be  threaded 
through  the  side  tube  into  the  main  cannula  and 
thence  into  the  thoracic  cavity.  This  trocar  is 
curved  near  its  pro.ximal  or  penetrating  end  so 
that  a valve  like  action  may  be  effected  by  start- 
ing it  opposite  a rib  and  then  causing  it  to  de- 
scribe an  arc  up  over  the  superior  border  of  the 
rib  as  the  trocar  enters  the  thoracic  cavity. 

A plain  straight  trocar  of  a diameter  sufficient 
to  admit  a No.  16  catheter  may  serve  as  well.  In 
this  case  avoidance  of  pneumothorax  depends 
upon  expeditious  threading  through  of  the  cathe- 
ter during  an  expiratory  phase  or  while  the  pus 
is  flowing  through  the  cannula  and  intermittent 
clamping  and  releasing  of  the  tube  thereafter  as 
aspirations  are  carried  out. 

The  Operation : The  necessary  equipment  for 
closed  thoracotomy  includes : 

1.  2 per  cent  novacaine  one  ounce,  syringe 
and  needles  (long)  for  thorough  infiltration. 

2.  A trocar  and  obturator,  the  trocar  should 
admit  a previously  selected  catheter  or  rubber 
tube.  The  trocar  may  be  size  12  to  16  F.  for  use 
in  children  or  as  large  as  size  24  F.  in  adults. 
The  larger  sizes  are  preferable  if  the  intercostal 
spaces  are  wide  enough  to  admit  them. 

3.  The  rubber  catheter  or  tube  must  be  pre- 
viously tested  for  size  suitable  to  the  trocar.  The 
length  should  be  not  less  than  10  inches  and  the 
end  that  is  to  lie  within  the  thoracic  cavity  should 
have  multiple  perforations.  These  perforations 
ought  to  be  as  large  as  may  be  made  through  the 
catheter  without  seriously  weakening  it. 

4.  A twenty  or  thirty  cc  syringe. 

5.  One  pint  of  Dakin’s  solution. 

6.  Adhesive  tape — dressings,  sterile  sheets, 
towels,  gowns,  clamps,  iodine,  etc. 

The  Site ; The  same  factors  govern  the  selec- 
tion of  a site  for  closed  drainage  as  for  aspira- 
tion or  open  thoracotomy.  The  opening  must  be 
made  of  course  wherever  the  pus  is  found.  In 


massive  empyema  it  will  be  usually  in  the  sev- 
enth to  ninth  interspace  in  the  mid-axillary  to 
posterior  axillary  line.  Due  regard  should  be 
given  to  the  lower  intercostal  artery  which  is 
larger  than  the  upper  one  and  therefor  the  pene- 
tration will  be  nearer  the  upper  than  the  lower 
border  of  a rib. 

The  anaesthetic  will  require  a little  larger  area 
of  infiltration  than  for  aspiration.  The  needle 


SITE  FOR  ASPIBATIOX 

Anterior  and  mid-axillafry  line  6th  to  7th  interspace. 

7th  to  8th  interspace  in  post-axillary  line.  Should  be  not  less  than 
4 inches  from  spine. 

should  be  long  enough  to  reach  the  pleura  as 
that  is  the  most  sensitive  tissue  beside  the  skin. 
Thirty  cc  of  novacaine  judiciously  placed  through 
all  layers  of  the  injection  site  is  sufficient.  A 
better  anaesthesia  is  secured  by  waiting  ten  min- 
utes before  the  trocar  is  inserted. 

Inserting  the  trocar.  The  skin  is  nicked  over 
the  lower  border  of  a rib  and  the  trocar  is  made 
to  penetrate  the  skin  at  that  place.  It  is  then 
pushed  through  an  arc  to  the  upper  border  of 
the  rib  where  it  is  pushed  directly  into  the  pleural 
cavity.  The  sensation  of  sudden  release  of  re- 
sistance and  of  the  end  of  the  trocar  turning  free 
in  a cavity  is  generally  distinct  and  unmistake- 
able  evidence  that  the  pleural  space  has  been  en- 
tered. The  obturator  is  then  withdrawn  in  the 
case  of  the  Dietrich  trocar  to  the  branch  through 
which  the  catheter  is  to  be  passed.  The  catheter 
is  then  advanced  well  into  the  chest  cavity.  None 
of  the  lateral  perforations  are  to  be  permitted  to 
be  external  to  the  pleura.  Yet  the  perforations 
in  the  tube  should  be  not  so  placed  as  to  require 
too  great  length  of  tube  in  the  pleural  cavity. 

The  trocar  is  then  withdrawn  leaving  the 
catheter  in  the  desired  position.  The  catheter  is 
clamped  off  at  the  beginning  of  the  operation 
and  is  never  released  thereafter  except  when  at- 
tached to  a syringe  or  special  suction  apparatus. 
Although  a catheter  or  tube  thus  introduced  is 
quite  firmly  gripped  by  the  tissues,  rendering  its 
chance  of  slipping  into  the  pleural  cavity  unlike- 
ly or  of  being  prematurely  with-drawn,  the  tube 
must  be  firmly  fixed  to  the  chest  wall  either  by 
adhesive  plaster  or  by  a stitch.  The  loss  of  a 
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tube  in  the  pleural  cavity  is  a disaster  difficult  to 
remedy. 

The  pus  or  a part  of  it  is  then  aspirated,  the 
cavity  irrigated  with  Dakins  solution  and  the  tube 
clamped  off.  Less  bulky  dressing  is  needed  than 
for  open  thoracotomy  since  the  dressings  will  not 
be  soiled.  Both  tube  and  clamps  must  be  sup- 
ported in  the  dressings  in  such  manner  as  to  ob- 
viate traction  on  them. 

REPEATED  ASPIRATIONS  AND  IRRIGATIONS  IN 
CLOSED  DRAINAGE  METHOD: 

The  success  of  the  closed  drainage  method  of 
treating  empyema  depends  mainly  on  the  thor- 
oughness with  which  the  aspirating  and  irrigat- 
ing technice  is  carried  out.  Those  who  oppose 
this  form  of  management  do  so  generally  on  the 
grounds  that  the  attention  to  detail  is  too  ex- 
acting. However,  the  requirements  are  those  of 
persistency  rather  than  of  special  skill.  Aspira- 
tions and  irrigations  at  first  must  be  at  fre- 
quent intervals.  The  Empyema  commission  at 
Camp  Lee  states : “On  suspicion  of  the  presence 
of  fluid  in  the  chest  in  any  case  of  acute  respira- 
tory tract  infection,  a diagnostic  aspiration  was 
made.  If  the  effusion  was  large,  a liter  or  more 
was  withdrawn  slowly  by  means  of  a Potain 
aspirator.  The  fluid  was  examined  bacteriologi- 
cally  both  by  smear  and  culture.  If,  as  was 
usually  the  case,  the  fluid  was  serofibrinous  and 
contained  hemolytic  streptococci,  the  patient  was 
kept  on  medical  and  expectant  treatment.  A 
careful  watch  of  the  patient  was  maintained  by 
repeated  physical  examinations,  and  as  soon  as 
there  was  evidence  of  a reaccumulation  of  fluid 
to  any  marked  extent  another  aspiration  was  car- 
ried out.  As  a rule,  aspirations  were  made  at 
intervals  of  from  two  to  six  days,  and  on  an  av- 
erage about  four  aspirations  were  made  on  each 
patient.  Usually  by  the  time  of  the  fourth  aspir- 
ation a period  of  from  two  to  three  weeks  had 
elapsed,  the  character  of  the  exudate  had  changed 
from  a thin,  almost  transparent,  sero-fibrinous 
fluid  to  definite  pus,  the  pneumonia  had  improved 
markedly,  and  the  patient’s  general  condition  was 
incalculably  better,  as  shown  by  a drop  in  rate 
of  respiration  and  pulse,  the  disappearance  of  the 
cyanosis  and  acute  air-hunger,  and  a fall  of  2 or 
3 degrees  in  the  temperature.  Occasionally  it 
happened  that  aspirations  were  performed  at  in- 
tervals of  only  twenty-four  hours  when  the  fluid 
reaccumulated  rapidly.  In  three  cases  ( 13  per 
cent)  operation  was  found  to  be  unnecessary  be- 
cause of  failure  of  the  exudate  to  reappear  after 
aspiration.  One  of  these  had  only  one  aspiration, 
at  which  600  cc  of  serofibrinous  fluid,  contain- 
ing many  streptococci  were  withdrawn.  The  pa- 


tient is  now  entirely  well,  and  no  difference  can 
be  made  out  between  the  two  lungs  on  examina- 
tion either  with  the  usual  physical  methods  or  the 
roentgen  ray.’’  The  cure  of  empyema  by  aspir- 
ation alone  is  unusual  and  not  to  be  expected 
although  numerous  cases  are  recorded  in  which 
such  a result  was  obtained.  A few  instances 
have  been  reported  of  recovery  following  a single 
aspiration  and  this  in  cases  where  bacteriological 
examination  had  revealed  the  streptococcus. 

The  aspiration  may  at  times  be  hindered  by 
large  flakes  or  patches  of  fibrinous  exudate.  The 
tube  may  be  repeatedly  obstructed.  If  so,  the 
lumen  may  be  opend  and  furthr  aspiration  pos- 
sible after  Dakin’s  Solution  is  injected.  If  a 
nurse  is  in  charge  of  aspirations  she  should  note 
and  record  the  amount  of  pus  aspirated  and  also 
the  amount  of  Dakin’s  solution  injected  and  re- 
turned. The  maximum  amount  of  Dakin’s  solu- 
tion to  be  injected  at  one  time  is  two  hundred  cc. 
Ordinarily  a quantity  equal  to  about  one-half  of 
the  estimated  size  of  the  cavity  is  injected. 

Sterile  gown  and  gloves  should  be  worn  by 
the  operator.  It  is  needed  for  his  own  protec- 
tion as  well  as  to  avoid  introduction  of  other  var- 
ieties of  infection.  The  connection  of  the  syringe 
and  release  of  the  clamp  should  succeed  each  oth- 
er with  special  care  never  to  have  the  tube  open. 
It  must  be  constantly  either  clamped  off  or  con- 
nected with  a syringe,  and  neither  disconnected 
unless  the  other  is  attached.  This  observance  will 
naturally  obviate  entrance  of  air  to  the  pleural 
cavity. 

Among  advocates  of  the  uses  of  an  occlusion 
drainage  system  in  empyema  is  Ransohoff.  His 
views  are  expressed  in  the  conclusions  to  an 
article  in  which  he  reported  the  results  of  man- 
agement of  empyema  in  the  Cincinnati  General 
hospital. 

1.  Empyema  complicating  influenza  is  in  it- 
self not  responsible  for  death ; too  early  opera- 
tive measures  should  be  avoided  and  should  be 
limited  to  simple  aspiration. 

2.  Operation  not  earlier  than  the  end  of  the 
second  week  gives  the  best  results.  Rib  resec- 
tion is  indicated  only  when  sufficient  space  is 
not  at  command  without  it. 

3.  General  anesthesia  is  not  necessary  in  most 
cases,  but  in  our  experience  does  not  increase 
the  mortality  rate  of  the  operation. 

4.  The  old  methods  of  drainage  should  be  giv- 
en up  for  some  type  of  the  occlusion  method,  by 
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which  the  entrance  of  air  into  the  pleural  cavity 
is  prevented  and  the  egress  of  pus  facilitated.  A 
suction  apparatus  attached  to  the  tube  is  deemed 
unnecessary. 

5.  Flushing  of  the  cavity  with  Dakin  or  other 
solution  is  unnecessary  except  when  defervesence 
does  not  occur,  which  indicates  that  spontaneous 
sterilization  of  the  cavity  is  not  progressing  nor- 
mally. 

G.  The  small  pneumothorax  which  sometimes 
remains  after  the  healing  of  a cavity,  as  has  been 


demonstrated  by  jthe  roentgen  ray,  is  negligible, 
since  it  disappears  spontaneously  in  a short  time. 

Closed  drainage  finds  its  greatest  application 
in  those  septic  cases  in  which,  early  in  a pneu- 
monia, the  presence  of  the  fluid  itself  is  consid- 
ered a menace  to  the  patient.  It  is  here  used  to 
bridge  over  the  critical  period  until  the  pneu- 
monia has  subsided  and  adhesions  have  formed. 
A secondary  drainage  operation  may  be  per- 
formed later.  Closed  drainage  is  also  invaluable 
in  cases  with  a double  empyema  and  in  patients 
with  a pnipneumothorax. 


THE  PROGNOSIS  OF  TIME  IN  THE  REPAIR  OF  FRACTURES 

ROBT.  D.  SCHROCK,  M.  D., 

Omaha,  Nebr. 


Constantly  the  doctor  treating  a fracture  case 
is  confronted  by  the  patient  with  the  questions : 
“How  long  will  it  take  the  bone  to  heal  ? How 
long  must  the  splint  be  worn?  How  long  be- 
fore the  arm  or  leg  can  be  used?  Will  it  be  as 
good  as  before  the  accident  ?”  Experience  teach- 
es the  doctor  a finesse  comparable  to  none  in 
evading  a direct  answer.  He  may  have  learned 
in  deep  chagrin  the  folly  of  attempting  to  out 
guess  Dame  Nature  and  her  complicated  pro- 
cesses of  repair  in  the  individual  cases.  The  av- 
erage medical  man  can  and  does  gladly  give 
opinions  as  to  time  and  ultimate  function  to  be 
gained,  basing  his  replies  on  general  averages 
as  gleaned  from  text  books,  pertinent  literature 
and  his  own  personal  experience.  The  greater 
his  experience  becomes,  this  same  doctor  becomes 
more  guarded  in  his  prognosis  as  to  time  of  re- 
covery and  as  to  the  degree  of  recovery.  He 
recognizes  more  fully  the  great  variation  between 
the  individual  case  and  the  average  of  a collec- 
tion of  cases.  The  careful  doctor  will  analyze 
the  condition  of  the  patient  at  hand,  the  factors 
general  and  local  which  make  for  a recovery 
more  rapid  or  more  retarded  than  the  average. 

In  addition  to  this  analytical  attitude  toward 
the  lesion  itself,  consideration  will  be  given  to 
the  patient  as  an  individual  possessing  mental 
capacity  to  understand  and  partially  appreciate 
the  particular  problem  which  he  presents  for  solu- 
tion and  I believe  the  average  patient  is  apprecia- 
tive of  this  attitude  on  the  part  of  the  doctor. 
It  tends  to  bring  better  cooperation  from  the  pa- 
tient. There  is  removed  from  the  situation  much 
of  the  mystery  of  the  human  machine  and  its 
processes  of  repair.  It  makes  for  less  indefinit- 
ness  and  hence  greater  peace  of  mind  for  both 
patient  and  doctor. 


The  average  patient  can  understand  the  visual 
evidence  of  fracture  as  shown  in  the  radiograms. 
M^ith  this  as  a working  basis,  the  many  factors 
influencing  recover)'  favorably  or  unfavorably 
can  more  easily  be  described.  These  descriptions 
make  less  misunderstanding  between  the  doctor 
and  patient.  They  are  educational  in  their  pur- 
pose. 

The  more  minute  and  exact  scientific  details 
of  bone  growth  and  repair  cannot  be  given  be- 
cause they  are  as  yet  not  definitely  known.  The 
process  of  bone  formation  appears  to  be  closely 
allied  with  the  intricate  reactions  of  colloidal 
chemistry  and  that  influenced  or  activated  by 
the  unanalyzable  vital  element.  Information  to 
date  shows  the  blood  clot  becoming  organized  by 
the  fibroblasts,  and  this  loosely  organized  and 
fairly  vascular  new  connective  tissue  normally 
being  replaced  or  transformed  by  the  osteoblasts 
into  new  bone.  The  source  of  the  versatile 
fibroblast  and  its  ultimate  end  is  in  dispute. 
The  most  virile  osteoblasts  supposedly  arise  from 
the  inner  layer  of  periosteum.  Similar  but  less 
active  bone  forming  cells  come  from  the  endos- 
teum of  the  medullary  and  Haversian  canals. 
These  cells  in  themselves  do  not  carry  bone  form- 
ing salts  but  influence  in  some  way,  the  deposi- 
tion of  these  salts  from  the  blood.  Normally  in 
four  to  five  months,  self  respecting  bone  is  form- 
ed similar  in  quality  to  the  structure  to  be  re- 
paired. The  natural  sequence  of  events  may  be 
interrupted  at  any  stage ; the  new  connective  tis- 
sue frame  work  may  become  avascular  firm  fi- 
brous tissue  and  remain  so — eventually  forming  a 
pseudarthrosis  even  to  the  development  of  an  en- 
dothelial synovial  membrane.  Union  may  stop 
at  the  cartilage  stage ; union  may  advance  even 
to  the  early  bony  union  stage ; and  then  for  no 
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explainable  cause,  an  invasion  of  destructive  os- 
teoclasts may  produce  disappearance  of  the  new- 
ly formed  bone,  with  a reversion  to  the  union  of 
fibrous  type.  Vital  chemico-histology  will  have 
these  puzzles  to  unravel. 

Vital  processes  are  most  active  and  more  nor- 
mal when  well  supplied  with  proper  food,  fresh 
air,  light,  and  coupled  with  a proper  balance  be- 
tween rest  and  work.  In  bone  regeneration  the 
food  supply  must  come  from  the  arterial  circu- 
lation ; venous  stasis  invariably  gives  rise  to  bone 
atrophy  or  absorption.  Clinically  sunlight  is  a 
stimulus  locally,  although  applied  to  remote  por- 
tions of  the  body.  Pigmentation  of  the  skin  is  a 
measure  and  proof  of  the  dosages  received.  The 
artificial  lights  are  not  yet  in  my  opinion  a satis- 
factory substitute. 

The  proper  balance  between  rest  and  exercise 
in  the  treatment  of  fractures  is  yet  to  be  deter- 
mined. For  the  first  seven  to  ten  days  after  re- 
duction of  the  fracture,  rest  is  imperative.  This 
does  not  exclude  motion  of  the  part  but  it  does 
exclude  painful  motion ; motion  which  produces 
pain  and  tends  to  produce  loss  of  apposition  or 
alignment  of  the  fragments  is  not  permissible. 
Fixation  adequate  to  retain  position  of  the  re- 
duced fracture  should  give  rest  and  opportunity 
for  gradually  increasing  activity  of  the  surround- 
ing muscles. 

In  children  and  adolescents,  bone  growth  is 
notably  rapid.  As  the  osseous  system  reaches  its 
full  development  reparative  bone  growth  slows 
up  appreciably.  Repair  in  the  senile  is  the  rule 
but  longer  time  can  be  expected.  Age  is  so  close- 
ly allied  with  general  physical  condition,  that  the 
apparent  physical  age  of  the  patient  should  be 
considered  rather  than  the  actual  years  since 
birth. 

The  individual  bone  injured  is  a variant  in  the 
time  of  repair.  The  ulna  possesses  a fair  blood 
supply  both  by  nutrient  arteries  and  periosteal 
capillaries  in  its  proximal  two-thirds,  its  lower 
one-third  is  poorly  supplied.  The  fibula  has  a 
comparable  nutrient  artery  supply  but  a far  more 
generous  periosteal  supply.  Union  in  the  fibula 
is  far  more  rapid  than  in  the  ulna.  Non  union 
in  the  ulna  is  not  infrequent ; in  the  fibula  it 
rarely  occurs. 

The  site  of  the  fracture  is  a factor  in  the  rapid- 
ity of  bone  repair,  particularly  as  it  bears  rela- 
tion to  injury  to  one  or  more  of  the  major  nu- 
trient vessels.  The  tibia  in  its  upper  and  mid 
third  presents  a nutrient  artery  of  major  size, 
and  when  this  is  torn,  blood  must  be  supplied  by 
the  remaining  periosteal  vessels  or  time  required 


for  repair  of  the  nutrient  artery  l)efore  much  new 
bone  can  be  devcloj)ed.  Transverse  or  oblique 
fractures  at  this  site  are  very  slow  in  repair. 

Fractures  result  from  direct  or  indirect  vio- 
lence. The  damage  is  to  both  bone  and  soft 
parts,  and  bears  distinct  relation  to  the  degree  of 
the  violence.  In  fractures  by  indirect  violence, 
the  bone  fragments  become  an  instrument  of  de- 
struction to  soft  parts.  The  larger  blood  vessels 
are  occasionally  so  severely  damaged  as  to  inter- 
rupt the  blood  supply  to  the  distal  segments  of 
the  extremity  resulting  in  necessary  amputation. 
Repair  of  the  circulation  must  be  made  before 
repair  of  bone  can  be  anticipated. 

It  is  well  established  that  trophic  nerve  fibers 
to  bone  exist.  These  nerves  are  naturally  dis- 
tributed to  the  periphery  through  the  mixed 
nerve  trunks.  Trophic  nerve  fibers  are  less  re- 
sistant to  injury  than  are  the  motor  or  sensory 
fibers.  The  exact  role  played  by  these  nerves 
is  not  known.  The  prevailing  opinion  is  that 
their  control  is  chiefly  to  the  blood  vessel  wall. 
They  may  play  a part  in  the  direction  of  the 
chemico-histologic  process  of  repair. 

The  type  of  fracture  has  an  influence  on  the 
rapidity  of  repair.  Linear  and  transverse  frac- 
tures are,  in  spite  of  anatomic  reduction,  slower 
in  their  repair  than  are  the  moderately  com- 
minuted. The  complete  disruption  of  the  perios- 
teal bridge  is  brought  forward  as  the  explanation 
for  this  clinical  fact.  The  outpouring  of  osteo- 
blasts is  apparently  insufficient  for  the  task  at 
hand. 

The  earlier  the  reduction  and  final  fixation  of 
a fracture  the  earlier  will  repair  begin.  Repeated 
manipulations,  even  though  carefully  done,  delay 
the  beginning  of  repair ; for  at  each  manipulation 
necessarily  the  new  vascular  connective  tissue 
frame  work  is  torn  down  and  must  be  rebuilt. 
Manipulations  at  ten  days  to  two  weeks  after  the 
injury  are  especially  dangerous;  that  being  the 
stage  at  which  organization  of  the  clot  is  becom- 
ing definite  and  bone  salts  are  beginning  to  be 
laid  down.  Each  manipulation  makes  of  the  in- 
jury, a fresh  fracture  and  the  repair  period  must 
be  computed  from  that  date.  Pressures  gradually 
applied  will,  during  the  first  three  weeks,  pro- 
duce slow  bending  or  giving  of  the  newly  fonn- 
ing  callus  without  injury  to  its  nutrition  and  re- 
sultant delay  in  consolidation. 

The  method  of  reduction  is  by  manipulation 
and  traction  or  by  open  operation.  The  average 
open  operation  delays  healing,  due  to  further 
damage  to  soft  parts  and  particularly  to  perios- 
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teum.  The  introduction  of  foreign  bodies  such 
as  metal  plates,  bone  plates,  nails  or  screws,  re- 
tards materially  the  normal  processes  of  bone 
repair,  the  less  foreign  material,  the  less  inhibi- 
tion to  normal  repair. 

]\Iodern  medicine  is  becoming  more  a science 
and  less  of  an  art.  The  refinements  of  the  x-ray 
technic  are  bringing  the  reduction  of  fractures 
to  the  scientific  basis.  Where  modern  transpor- 
tation can  make  x-rays  immediately  available,  ex- 
act diagnosis  of  the  fracture  is  essential  before 
efforts  are  made  at  reduction.  Fleuroscopic  ex- 
amination during  the  efforts  at  reduction  is  mod- 
ern technic.  When  fixation  is  applied,  a check 
up  picture  is  necessary  as  a permanent  tangible 
record.  Failure  to  obtain  and  retain  this  visible 
record  makes  many  a medico-legal  tangle  most 
serious. 

However,  in  the  use  of  this  invisible  and  po- 
tent active  ray,  there  lies  danger  of  excess  dos- 
age. Deeply  penetrating  rays  inhibit  or  destroy 
activity  of  growth,  notably  in  tissue  of  the  em- 
bryonal type.  The  fibro  blasts  and  the  osteo- 
blasts possess  embr>'onal  characteristics ; their  ac- 
tivity early  may  be  retarded.  Frequently  repeat- 
ed x-ray  examinations  we  believe  inhibit  early 


bone  growth.  In  those  cases  arrested  at  the  fi- 
brous union  stage,  experimental  work  suggests 
deep  therapy  in  stimulating  doses  as  a therapeu- 
tic measure.  This  dose  must  produce  only  a mild 
hyperemia  in  the  deep  tissues.  In  the  hands  of 
those  other  than  careful  and  expert  technicians 
I believe  this  therapeutic  method  requires  further 
study. 

Following  the  reduction  of  a fracture,  the 
means  of  fixation  occupies  the  stage.  The  choice 
of  traction  methods,  splinting  methods,  etc.,  is 
necessarily  determined  by  the  material  available 
and  the  doctor’s  particular  ability  to  adapt  that 
material  to  his  purpose.  The  best  classification 
of  fixation  methods  is  (1)  adequate  and  (2)  in- 
adequate. 

The  efficiency  is  more  in  the  workman  than  in 
the  tools.  Adequate  fixation  demands  relative 
comfort  of  the  patient,  rest  to  the  injured  ex- 
tremity and  immobility  at  the  site  of  fracture. 
Local  ischaemia  or  venous  stasis  of  the  distal 
part  are  naturally  to  be  avoided.  Fixation  must 
be  continued  until  union  has  occurred.  Too 
early  removal  of  fixation  apparatus  is  the  major 
cause  of  late  deformities  and  a great  factor  in 
so-called  non-union. 


MANAGEMENT  OF  THE  SERIOUSLY  SICK  CHILD* 

W.  O.  COLBURN,  M.  D., 

Lincoln,  Nebr. 


Progress  in  the  past  quarter  of  a century  has 
been  greatest  in  the  mechanical  and  electrical 
fields,  so  great  in  fact  that  one  is  scarcely  startled 
by  any  new  developments  announced  from  day  to 
day. 

In  the  limited  field  of  medicine  known  as 
Pediatrics  great  progress  has  been  made  in  a 
reduced  mortality  rate.  In  1926  this  rate  for 
cities  of  the  United  States  in  the  Birth  and  Death 
registration  areas  was  73.7  per  1000  born.  In 
1927  the  rate  was  64.9,  a reduction  of  nearly  9 
points.  In  our  own  city  of  Lincoln  the  rate  was 
64  in  1926  and  55  in  1927. 

The  advances  in  all  branches  of  medicine  are 
so  varied  and  so  many  that  one  cannot  begin  to 
use  all  the  offerings  even  in  a limited  practice. 
However,  one  cannot  refuse  to  progress  because 
of  such  a condition. 

Too  frequently  it  is  true  that  many  of  our 
practioneers  treat  all  cases  in  the  same  manner, 
first  and  always  a cathartic,  and  if  not  immedi- 
ately better,  then  more  catharsis. 

•Read  before  the  Xiancaster  County  Medical  Society,  March  19,  1929. 


Simplicity  and  perfection  should  travel  togeth- 
er, but  not  this  type  of  simplicity  deserves  any 
such  reward. 

Illustrative  of  too  much  catharsis  are  the  fol- 
lowing brief  case  reports. 

Case  4712.  Jan.  17,  1928.  Female,  age  9 months. 

Normal  birth,  mother  died  when  baby  was  one  week 
old.  The  baby  was  referred  because  of 

(1)  Paralysis  of  the  lower  extremities. 

(2)  Indigestion  and  much  mucus  in  stools. 

(3)  Marked  recent  loss  in  weight. 

Attempts  had  been  made  by  the  local  physician  to 
correct  the  feeding,  but  for  some  weeks  frequent  di- 
vided doses  of  calomel  followed  by  castor  oil  were 
given. 

Regulation  of  feeding,  withdrawal  of  cathartics  and 
baby  left  the  hospital  in  9 days,  cured. 

Diagnosis:  Peripheral  neuritis,  with  pseudo  paraly-  , 
sis,  due  to  mercury  poisoning. 

Case  5249.  Nov.  21,  1928.  Female,  age  5 months. 

Breast  fed,  well  nourished  baby.  Onset  sudden  2^4 
days  ago  with  distention  and  crying  out  with  pain. 
Blood  and  mucus  appeared  quickly  i'n  the  stools. 
Vomited  frequently  the  first  24  hours.  No  apparent 
signs  of  upper  respiratory  disease.  The  physician  in 
charge  had  given  many  doses  of  castor  oil  and  enemas 
with  no  results,  he  stated. 
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Examination:  Temperature  105.2,  abdomen  fairly 

soft  and  quite  easily  palpable.  Rectal  examination 
disclosed  a large  indurated  mass  of  the  bowel.  “The 
intussuspiens”  was  very  close  to  the  anal  orifice,  in 
fact,  could  be  seen  to  protrude  slightly  upon  with- 
drawal of  the  examining  finger,  dark  purple,  almost 
black  in  appearance.  The  baby  was  moved  to  a 
hospital  and  a surgeon  called.  The  baby  expired  on 
operating  table  before  an  incision  could  be  made. 

We  all  sometime  or  other  fall  and  fall  hard. 
We  often  fail  in  taking  careful  histories  or  do 
not  make  a complete  thorough  examination.  No 
doubt  all  of  us  frequently  neglect  to  get  a speci- 
men of  urine,  especially  from  an  infant.  I could 
describe  many  such  cases  and  they  happen  in  our 
own  group.  The  following  case  was  observed 
by  three  physicians  before  being  referred  to  our 
clinic,  the  third  physician  examined  the  urine, 
finding  sugar  and  suspected  a diagnosis  of  dia- 
betes. Briefly  the  case  report  follows : 

Case  No.  5352.  Jan.  4,  1929.  Female,  age  19  months. 

Nothing  of  interest  in  early  history  except  solid 
foods  were  fed  after  being  masticated  by  her  parents. 
Recently  began  taking  cows  milk.  Past  six  weeks 
drank  volumes  of  water  and  voided  large  amounts  of 
urine.  Great  loss  of  weight  and  progressively  weaker. 
Past  two  days  slept  most  of  the  time,  in  a comatose 
state.  Urine  showed  sugar  3 plus.  Blood  sugars 
were  then  run,  ranging  from  360  mgm.  to  100  cc  whole 
blood  on  admission  to  the  hospital  to  80  mgm  to  100 
cc  blood  on  discharge  from  hospital.  Insulin  and 
calculated  carbohydrate  diets  were  used.  The  baby 
left  the  hospital  in  three  weeks  with  a normal  blood 
sugar  and  a gain  of  3 pounds. 

Many  vomiting  cases,  likewise  diarrhoeal 
cases,  or  both  conditions  associated,  may  result 
in  a profound  acidosis  due  to  dehydration.  Many 
such  cases  are  treated  with  cathartics  and  often 
fluids  withheld.  Such  treatment  continued 
brings  the  inevitable  “death”.  We  have  resorted 
to  intraperitoneal  infusions  in  many  of  these  cases 
and  blood  transfusions  in  others.  The  following 
two  cases  showed  immediate  response  to  these 
therapeutic  methods. 

Case  No.  1219.  Feb.  25,  1927.  Female,  age  2 years. 

Today  is  the  third  day  of  vomiting  and  the  second 
day  of  diarrhoea.  Laxatives  had  been  given  early  by 
the  physician.  No  symptoms  of  upper  respiratory  in- 
fection. 

Diagnosis:  Acidosis. 

Treatment:  Patient  moved  to  hospital  and  700  cc 
Ringer’s  solution  was  given  by  intraperitoneal  infu- 
sion. The  recovery  was  prompt  and  the  patient  was 
permitted  to  go  home  the  following  day. 

Case  No.  5038.  Aug.  1,  1928.  Male,  age  4 years. 

Early  history  unimportant  except  he  had  hemor- 
rhage of  newborn,  and  had  a convulsion  on  the  4th 
day  of  life. 

Present  illness:  Three  days  ago  had  a high  tempera- 
ture and  a convulsion  of  20  minutes  duration.  Vomit- 
ing was  a frequent  symptom  the  past  three  days  and 
with  offensive  odor  the  past  24  hours. 

Examination:  Very  restless,  rolling  in  bed,  in  semi- 
comatose  condition:  very  pale  and  undernourished. 
Cheyne- Stokes  respiration.  Acetone  breath,  lips  cherry 


red,  scaphoid  abdomen,  all  reflexes  normal.  Diar- 
rhoea, many  watery  stools. 

Treatment:  250  cc  citrated  whole  blood  was  given 
intraperitoneal.  Child  left  hospital  in  eight  days,  well. 

In  Upper  respiratory  infections,  especially  in 
the  infant,  occasionally  there  is  an  associated  di- 
arrhoea. This  latter  symptom  consists  of  many, 
copious  watery  stools,  and  fails  to  respond  to  the 
usual  dietary  changes  that  idiopathic  diarrhoeas 
react  to.  Many  infants  with  these  symptoms  run 
a very  high  temperature  and  a high  white  cell 
count.  There  may  be  little  or  no  findings  in  the 
external  auditory  canal,  yet  in  the  face  of  these 
symptoms  one  is  justified  in  having  the  mastoid 
antrums  uncapped,  and  rewarded  by  an  almost 
immediate  cessation  of  the  diarrhoea,  and  a sud- 
den drop  of  temperature  to  normal.  I could  re- 
port a number  of  very  excellent  results  by  resort- 
ing to  this  surgical  procedure,  likewise  I could 
report  a number  of  autopsies  showing  this  condi- 
tion which  had  been  undiagnosed. 

Case  4262.  Jan.  27,  1928.  Female,  age  10  months. 

Vomiting  and  diarrhoea  started  4 days  ago.  No 
vomiting  now,  but  diarrhoea  continues  with  10  to  15 
very  watery  stools  daily. 

Temperature  was  high  from  the  beginning,  is  103.5 
today.  The  throat  is  very  red;  right  ear  shows  a 
red  Shrapnell’s  membrane.  Next  day  the  temperature 
was  105.2,  diarrhoea  continuing.  Baby  was  sent  to 
the  hospital  and  a double  antrotomy  was  performed. 
Temperature  dropped  to  normal  within  12  hours. 
After  one  or  two  elevations  of  temperature  recovery 
took  place. 

Erysipelas  is  a very  serious  disease  in  infancy 
and  while  we  have  an  almost  specific  serum  to 
use  and  I commend  its  use,  sometimes  the  ex- 
pense is  prohibitory  and  again  it  may  be  quite  in- 
convenient as  to  time  and  place.  The  following 
method  is  in  use  at  Cook  County  hospital  and  is 
easily  administered  to  the  little  patient.  Paint  the 
area  involved  with  2%  mercurochrome  twice 
daily  and  in  addition  give  20  cc  whole  citrated 
blood  from  an  adult,  preferably  one  of  the  par- 
ents. Inject  the  blood  into  the  buttocks  or  inter- 
scapular area.  Repeat  every  3rd  or  4th  day. 
The  blood  furnishes  antibodies,  nutrition,  and 
stimulation  of  the  spleen. 

The  erysipelas  is  temporarily  abated  about  24 
hours  after  the  injection,  which  wanes  after  2 or 
3 days  and  then  another  20  cc  of  blood  should  be 
given. 

Case  4939.  May  27,  1928.  Female,  age  2 years. 

Breast  fed  1st  year,  well  nourished  infant.  No 
previous  illness. 

Present  illness — Temperature  daily  for  past  three 
or  four  days,  higher  at  times  and  some  delirium. 

May  31 — Cervical  adenitis,  temperature  103.5. 

June  2 — Temperature  104. 

June  3 — Temperature  102.2.  Erysipelas  of  face.  15 
cc  fathers  blood  was  given  intramuscularly. 
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June  4th — Temperature  102.2.  20  cc  grandmothers 

blood  was  given  intramuscularly. 

June  5th — Temperature  102.2. 

June  8th — Temperature  103.  20  cc  grandmothers 

blood  was  given  intramuscularly.  Rapid  decline  of 
temperature  and  face  cleared  up. 

CONCLUSION 

In  diseases  of  children  it  has  always  been  a 
valid  excuse  that  these  little  patients  cannot  tell 
you  their  troubles,  therefore,  it  has  been  easy  to 
formulate  a system  of  treatment  applicable  to  all 
patients. 

In  the  light  of  the  present  knowledge  in  pedi- 


atrics, it  should  be  possible  to  arrive  at  a fairly 
accurate  diagnosis,  and  suitable  specific  or 
amendable  treatment  instituted.  Every  seriously 
sick  infant  or  child  should  be  entitled  to  a care- 
ful examination,  which  should  include  a urine 
analysis,  a blood  picture,  an  ear  examination,  and 
in  many  cases  an  x-ray  investigation. 

The  pediatric  patient  offers  more  hope  of  re- 
covery than  the  adult  and  the  physician  that  an- 
chors to  the  old  saying  “as  long  as  there  is  life, 
there  is  hope”  is  very  often  rewarded  for  his 
unfailing  efforts. 


TYPES  OE  EPILEPSY  IN  CHILDREN* 

E.  W.  HANCOCK.  M.  D., 

Lincoln,  Nebr. 


My  title  requires  a word  of  explanation,  as, 
of  course,  there  is  but  one  type  of  true  epilepsy, 
the  idiopathic,  all  others  being  symptomatic.  I 
do  not  wish  to  discuss  the  various  forms  in  which 
idiopathic  epilepsy  presents  itself,  neither  do  I 
intend  to  even  mention  all  the  possible  causes  of 
symptomatic  epilepsy.  I wish  merely  to  bring  to 
your  attention  a few  rather  definite  clinical  pic- 
tures of  children  who  are  seen  with  a history  of 
periodic  or  recurring  convulsive  seizures,  and 
who  are  often  labeled  epilepsy  without  any  quali- 
fying term.  I also  have  a few  cases  to  illustrate 
these  various  types. 

First  is  the  true  or  idiopathic  type.  These 
children  are  usually  well  nourished,  of  healthy 
appearance,  active  and  fairly  intelligent.  Closer 
observation  shows  stigmata,  both  physical  and 
mental,  which  are  rarely  absent.  The  physical 
signs  are  fairly  familiar — deformities  of  the  head, 
malformation  of  the  ears,  strabismus,  epicathus, 
assymetries  of  the  extremities,  etc.  The  mental 
stigmata  are  even  more  striking.  Abnormal 
emotional  responses,  lack  of  self-control,  extreme 
curiosity,  lack  of  moral  sense,  talkativeness,  etc. 
In  other  words,  the  epileptic  is  rarely  a normal 
individual,  although  at  first  glance  he  may  ap- 
pear to  be.  The  family  history,  the  age  and 
mode  of  onset  and  the  typical  character  of  the 
attacks  usually  have  little  room  for  doubt  as  to 
the  diagnosis.  A rather  typical  history  runs  as 
follows : 

J.  P.,  female,  five  years  old.  Normal  birth  and 
infancy.  Attacks  started  at  age  of  four  with  petit 
mai  attacks,  several  daily,  gradually  increasing  in 
severity,  so  that  she  is  now  having  one  grand  mal 
attack  daily.  Eats  well  but  is  constipated.  One  ma- 
ternal uncle  was  ppileptic.  Child  is  well  nourished, 
two  pounds  overweight  but  fat  is  evenly  distributed. 
Ears  are  poorly  formed  and  epicanthus  is  present. 

'Read  before  tbe  Lancaster  Count;  Medical  Society,  October  2.  1928. 


The  girl  is  extremely  active,  alert,  even  precocious. 
Parents  say  she  is  very  difficult  to  control.  Urine, 
blood  count  and  Wassermann  all  negative.  Skull  x-ray 
entirely  negative,  including  sinuses.  Diagnosis  idio- 
pathic epilepsy.  Recommendation,  ketogenic  diet. 

I do  not  desire  to  discuss  treatment,  except 
incidentally,  but  this  is  the  type,  and  the  only 
one,  which  responds  to  the  ketogenic  diet.  This 
method  deserves  much  consideration  as  it  is  the 
most  hopeful  development  in  the  treatment  of 
epilepsy  since  the  introduction  of  luminal.  I might 
also  say  that  the  alertness  which  is  so  often  noted 
quickly  disappears  under  prolonged  bromide 
treatment  and  the  advisability  of  continuous  bro- 
mide administration  constitutes  the  chief  point 
of  difference  between  pediatrists  and  neurologists. 

The  next  most  common  type  presents  an  en- 
tirely different  picture.  I refer  to  the  child  with 
a toxic  epilepsy,  secondary  to  infection.  This 
sort  of  child  is  usually  poorly  nourished ; has 
large  infected  tonsils,  possibly  sinuses ; general- 
ized adenopathy,  particularly  cervical ; extreme 
nervousness  and  instability,  but  without  any  ab- 
normal mental  traits ; chronic  fatigue ; in  short, 
all  the  phenomena  which  result  from  focal  infec- 
tion and  chronic  malnutrition. 

A.  P.,  71/2  years  old  with  a negative  family  and  birth 
history,  has  had  grand  mal  attacks  since  the  age  of 
four,  at  intervals  of  six  to  eight  weeks.  Most  attacks 
were  preceded  by  malaise  vomiting,  and  fever,  which 
lasted  until  after  the  attack.  Tires  easily  and  has 
pains  in  legs.  Eats  and  sleeps  very  poorly.  Examin- 
ation shows  a child  15%  underweight,  large  infected 
tonsils  and  past  nasal  discharge,  large  cervical  glands, 
soft  systolic  murmur;  transmitted  to  axilla,  slight  en- 
largement of  cardiac  area,  bow  legs  and  flat  feet, 
positive  Chvostek.  Urine  shows  a l-{-  albumen  and 
8-10  pus  cells,  blood  count  and  Wassermann  negative. 
Diagnosis,  epilepsy,  probably  symptomatic,  infected 
tonsils,  old  rickets,  with  possibly  latent  tetany,  early 
rheumatic  endocarditis.  Following  tonsillectomy  and 
treatment  directed  to  malnutrition,  attacks  ceased 
and  have  not  recurred  in  two  years. 
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V'ery  close  to  this  type  comes  that  much  de- 
bated child,  the  so-called  spasmophilic.  By  this 
I do  not  mean  frank  tetany,  but  the  older  child 
who  gets  a convulsion  on  the  slightest  provoca- 
tion, from  a slight  infection,  worms,  eating  green 
fruit,  etc.  By  some  this  condition  is  called  latent 
tetany,  based  on  the  Chvostek,  which  is  usually 
positive,  and  the  electrical  reactions,  which  are 
abnormal,  but  rarely  to  the  same  degree  as  a true 
tetany.  Blood  calcium  and  phosporus  determin- 
ations which  might  throw  some  light  on  the 
question  have  not  been  done  in  many  large 
series.  Others  consider  these  cases  as  true  epi- 
lepsy, which  they  very  evidently  are  not.  About 
all  we  can  say  at  present  is  that  some  children 
are  extremely  liable  to  convulsions,  that  the  prog- 
nosis is  good,  the  attacks  ceasing  at  puberty,  and 
that  the  cause  is  unknown. 

Another  interesting  group  of  cases  are  the  en- 
docrine disturbances.  It  is  said  that  hyperthy- 
roidism is  a frequent  cause  of  epileptiform  at- 
tacks though  I have  never  seen  such  a case.  \Ye 
do  see  pituitary  disturbances  associated  with  epi- 
lepsy. These  children  usually  present  the  typi- 
cal Frohlich’s  syndrome  of  obesity  with  girdle 
masses  of  fat,  mental  sluggishness,  low  meta- 
bolic rate,  often  polyuria. 

Such  a child  was  P.  L.,  a boy  of  11  % years,  who 
has  had  monthly  gi-and  mal  attacks  for  the  past  year. 
He  is  apparently  in  perfect  health  otherwise.  His 
family  and  birth  history  are  entirely  negative.  He  is 
sixteen  pounds  overweight  with  a heavy  pelvuc  girdle 
of  fat.  The  genitals  are  small,  but  breasts  are  over- 
developed. He  is  somewhat  sluggish  mentally.  He 
complains  of  polyuria,  voiding  large  amounts  of  urine 
at  frequent  intervals.  The  first  twenty-four  hour 
specimen  measured  4,000  cc.  His  blood  count  and 
Wassermann  were  negative.  X-ray  of  the  skull  show- 
ed a very  small  sella  turcica  with  close  approxima- 
tion of  the  clinoid  processes.  He  was  given  a six 
weeks’  course  of  pituitrin  injections,  with  whole 
pituitary  by  mouth.  His  weight  decreased  to  almost 
normal,  urine  decreased  to  1000  cc  daily  and  his  whole 
appearance  changed.  Convulsions  became  less  severe 
and  were  controlled  by  % Sf.  luminal  daily.  During 
the  past  year  he  has  had  two  attacks. 

An  interesting  subject  for  speculation  is  the 
question  of  circulatory  disturbances  as  a cause  of 
epilepsy. 

A case  in  point  is  that  of  B.  B.,  a boy  seven  years 
old,  who  has  had  nocturnal  grand  mal  attacks  for 
past  year.  He  has  a congenital  heart  lesion,  probably 
an  inter-ventricular  septum,  without  cyanosis.  At- 
tacks follow  unusual  activity  and  ceased  almost  en- 
tirely on  a rest  regime.  The  heart  lesion  in  this  boy 
may  be  incidental,  but  the  response  to  rest  alone  was 
so  marked  that  one  must  consider  the  circulatory 
phase. 

The  last  type  I wish  to  discuss  is  the  so-called 
organic  epilepsy,  due  to  pathological  brain 
changes.  There  are  two  main  groups ; those  due 
to  birth  injury  or  congenital  brain  defect,  which 
are  practically  indistinguishable,  and  those  due 


to  encephalitis.  The  birth  injury  type  is  only  too 
familiar  to  all  of  us,  usually  appearing  as  a cere- 
bral palsy,  or  Little’s  disease.  The  two  jihases 
of  this  disease,  the  mental  and  the  paralytic  are 
present  in  all  possible  proportions,  but  usually  a 
certain  degree  of  both  can  be  recognized.  1 pre- 
sume it  is  possible  to  have  an  epilepsy  as  the  only 
result  of  a birth  injury,  but  the  diagnosis  would 
surely  be  doubtful.  Encephalitis,  on  the  other 
hand,  may  have  no  residue  except  the  convul- 
sions, accompanied,  usually  by  mental  changes 
which  are  very  similar  to  those  found  in  ordinary 
epileptics.  The  resemblance  is  so  striking  and 
the  difference  so  often  one  only  of  degree  that 
the  question  frecjuently  comes  up  in  a given  case, 
whether  the  epileptic  syndrome  may  not  be  due 
to  an  unrecognized  encephalitis.  The  important 
reason  for  attempting  to  recognize  the  organic 
epilepsies  is  that  the  prognosis  is  distinctly  bad 
and  treatment  of  any  kind,  particularly  the  keto- 
genic  diet,  is  not  likely  to  ^ive  good  results. 


CLINICAL  SIGNIFICANCE  OF  CARDIAC 
ASTHMA 

In  a group  of  250  patients  with  cardiac  asthma 
discovered  in  the  past  few  years  among  3,100 
private  and  hospital  patients  with  organic  heart 
disease  (8  per  cent),  and  analyzed  by  Robert  S. 
Palmer  and  Paul  D.  White,  Boston  {Journal  A. 
M.  A.,  Feb.  9,  1929),  180  were  males  and  seventy 
females,  and  all  but  fourteen  were  over  40  years 
of  age.  The  grave  prognostic  significance  of  the 
condition  is  shown  by  the  fact  that  170  of  the 
250  patients  are  known  to  have  died,  with  an 
average  duration  of  life  of  1.4  years  after  the 
first  attack  of  cardiac  asthma.  The  largest  num- 
ber of  cases,  187,  was  found  in  the  group  of  pa- 
tients with  coronary  disease,  hypertension,  or 
both  (10.7  per  cent  of  this  etiologic  group),  but 
the  highest  relative  incidence  occurred  in  syphi- 
litic heart  disease  (21  per  cent)  and  in  chronic 
nephritis  (19  per  cent).  Left  ventricular  failure 
due  to  any  one  or  a combination  of  several  fac- 
tors appears  responsible  for  cardiac  asthma,  but 
the  exact  mechanism  is  not  clear.  The  frequen- 
cy, duration  and  severity  of  the  attacks  altered 
the  prognosis  appreciably  only  when  of  extreme 
degree.  The  coincidence  of  poor  heart  sounds, 
gallop  rhythm  and  pulsus  alternans  indicated,  as 
a rule,  a very  short  life.  Aortic  regurgitation, 
usually  of  syphilitic  origin,  was  the  only  common 
valve  defect  (sixty-three  cases  of  the  250).  In 
therapy,  digitalis  and  rest  were  generally  effec- 
tive in  reducing  the  number  of  attacks  and  ap- 
parently in  prolonging  life ; for  the  treatment  of 
acute  attacks  nitrites  and  alcohol  were  sometimes 
helpful,  but  morphine  was  of  the  greatest  value. 


MINUTES  OF  HOUSE  OF  DELEGATES  AND  COUNCILOR  MEETINGS 
NEBRASKA  STATE  MEDICAL  ASSOCIATION  ANNUAL 
MEETING,  OMAHA,  MAY  14-16,  1929 


HOUSE  OF  DELEGATES:  FIRST  SESSION. 

Elk’s  Club,  Omaha,  Nebraska,  Tuesday,  May  14. 
1929,  12:30  p.  m. 

The  House  of  Delegates  was  called  to  order  by 
President-elect,  Dr.  F.  S.  Owen.  Roll  call  by  Secre- 
tary Adams  showed  49  members  present. 

Then  followed  the  regular  order  of  business. 

Motion  made  that  since  the  minutes  of  the  1928 
meeting  had  been  published  that  the  reading  of  them 
be  dispensed  with.  Seconded  and  carried. 

Nominees  for  the  office  of  president  pro  tern  were 
called  for. 

Dr.  Jos.  Bixby  was  nominated  for  president  pro  tern. 

Motion  made  that  the  nominations  be  closed  and 
th^  secretary  be  authorized  to  cast  the  unanimous 
ballot  for  Dr.  Bixby  as  president  pro  tern.  Seconded 
and  carried. 

Report  of  the  Council  was  called  for. 

Motion  made  that  since  the  report  of  the  Council 
for  1928  had  been  published  that  the  reading  of  it  be 
dispensed  with  and  that  it  be  adopted.  Seconded  and 
carried. 

Report  of  the  Commiftee  on  Journal  and  Publica- 
tions was  called  for. 

Dr.  Long  read  the  report. 

Motion  made  that  the  report  of  this  committee  be 
accepted  and  referred  to  the  Council.  Seconded  and 
carried. 

The  Insurance  Committee  report  was  called  for. 

Dr.  Selby  read  his  report. 

Motion  made  that  this  report  be  accepted  and  re- 
ferred to  the  Council.  Seconded  and  carried. 

Report  of  the  Committee  on  Medico-Legal  Defense 
was  called  for. 

Dr.  Fonts  said  his  report  had  been  published  and 
that  he  had  nothing  further  to  report. 

Secretary-treasurer’s  report  was  called  for. 

Dr.  Adams  said  his  report  had  been  published  and 
that  he  had  nothing  further  to  report. 

Motion  made  that  the  Secretary-treasurer’s  report 
be  adopted.  Seconded  and  carried. 

The  Program  Committee’s  report  had  been  made 
to  the  Council. 

The  Report  of  the  Committee  on  the  Cost  of  Medical 
Care  was  read  by  Dr.  Adams. 

Motion  made  that  this  report  be  accepted  and  re- 
ferred to  the  Council  advising  the  continuance  of 
the  committee.  Seconded  and  carried. 

Report  of  the  Committee  on  Public  Policy  and 
Legislation  was  called  for.  Dr.  Bailey  read  his  report. 

Motion  made  that  the  report  be  accepted  and  re- 
ferred to  the  Council.  Seconded  and  carried. 

Dr.  Overgaard  read  the  necrology  list  for  1928-29. 
The  members  remained  standing  while  this  list  was 
read. 

Motion  made  that  a page  be  set  aside  in  the  Journal 
as  a memorial  page  for  our  past  presidents  and  also 
a page  for  the  other  doctors  who  were  members  of 
the  Association.  Seconded  and  carried. 

Dr.  Koebbe  gave  a short  discussion  concerning  the 
lack  of  interest  in  the  County  Medical  Societies  re- 
garding the  meeting  and  suggested  an  amendment  to 
the  constitution. 

Amendment  to  Section  3,  Article  8,  of  the  Consti- 
tution of  the  Nebraska  State  Medical  Association: 
“Except  that  the  Councilors  shall  be  elected  by 

a majority  vote  of  the  delegates  present  from  their 

Councilor  District  at  the  meeting  of  the  House  of 

Delegates  on  the  morning  of  the  last  day  of  the 

general  session.” 

282 


Report  of  the  Campaign  Committee  was  called  for. 

Dr.  Hohlen  read  his  report. 

Motion  made  that  this  report  be  adopted  and  re- 
ferred to  the  Council.  Seconded  and  carried. 

Dr.  Overgaard  read  a resolution  denouncing  the 
“Food  Fads”. 

Motion  made  that  the  resolution  be  referred  to  the 
Council  for  their  advice.  Seconded  and  carried. 

The  Committee  on  Nominations  was  chosen  as  fol- 
low's: Drs.  Francis  Heagey,  Geo.  Covey,  F.  W.  Buck- 
ley,  Lucien  Stark,  \V.  E.  Wright,  J.  E.  Meisenbach, 
Jos.  Bixby,  F.  A.  Burnham,  P.  A.  Sundbury,  C.  F. 
Heider,  A.  L.  Cooper. 

Motion  made  to  adjourn  until  12:30,  Wednesday, 
May  15,  1929.  Seconded  and  carried. 

HOUSE  OF  DELEGATES:  SECOND  SESSION. 

Elk’s  Club,  Omaha,  Nebraska,  Wednesday,  May  15, 
1929,  12:30  p.  m. 

Meeting  w'as  called  to  order  by  Dr.  Bixby.  Roll 
call  by  Secretary  Adams,  showed  30  members  pres- 
ent. 

Motion  made  that  Dr.  E.  O.  Weber  be  seated  to 
act  as  delegate  of  the  Saunders  County  Medical  So- 
ciety. Seconded  and  carried. 

Motion  made  that  Dr.  Don  Steenburg  be  seated  to 
act  as  delegate  of  the  Hamilton  County  Society.  Sec- 
onded and  carried. 

The  minutes  of  the  first  session  were  read  by  Dr. 
Adams.  These  w-ere  approved  as  read. 

The  minutes  of  the  First  Councilor  meeting  were 
read  by  Dr.  Adams,  and  approved  as  read. 

Dr.  Fordyce  read  a resolution  sent  in  by  Dr.  F.  B. 
Young. 

Motion  made  that  this  resolution  be  referred  to  the 
Council  with  the  instructions  that  it  be  very  thor- 
oughly studied.  Seconded  and  carried. 

Motion  made  to  adjourn  until  8 o’clock,  Thursday 
morning.  May  16,  1929.  Seconded  and  carried. 

HOUSE  OF  DELEGATES:  THIRD  SESSION. 

Elk’s  Club,  Omaha,  Nebraska,  May  16,  1929,  8 a.  m. 

The  meeting  was  called  to  order  by  President  F.  S. 
Owen.  Roll  call  by  Secretary  Adams  show'ed  49  mem- 
bers present. 

The  minutes  of  the  second  session  of  the  House  of 
Delegates  were  read  by  Dr.  Adams  and  approved  as 
read. 

The  minutes  of  the  second  Councilor  meeting  were 
read  by  Dr.  Adams. 

A motion  was  made  by  Dr.  Overgaard  that  Dr.  C. 
A.  Hull’s  name  be  substituted  for  Dr.  R.  W.  Fouts  as 
a member  of  the  Defense  Committee.  Seconded  and 
carried. 

A motion  was  made  that  the  minutes  of  the  second 
Councilor  meeting  be  received  and  adopted.  Seconded 
and  carried. 

Report  of  the  Nominating  Committee  was  called 
for  by  the  chair. 

Dr.  Heagey  read  the  report  of  the  Nominating 
committee  as  follows: 

For  President:  Dr.  K.  S.  .1.  Hohlen,  Lincoln;  Dr. 
Hal  Smith,  Franklin;  and  Dr.  F.  W.  Plehn,  Scotts- 
bluff. 

For  Vice  Presidents:  Dr.  Jos.  Bixby,  Geneva,  and 
Dr.  A.  L.  Cooper,  Scottsbluff. 

Delegate  to  A.  M.  A.:  Dr.  B.  F.  Bailey,  Lincoln. 

Alternate  Delegate  to  A.  M.  A.:  Dr.  C.  P.  Fordyce, 
Falls  City. 

Delegate  to  Council  on  Medical  Education:  Dr.  J. 
Stanley  Welch,  Lincoln. 

Public  Activities  Committee:  Dr.  J.  Stanley  Welch, 
Lincoln, 
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Publication  Committee;  Dr.  B.  F.  Bailey,  Lincoln. 

Councilors;  9th  District,  Dr.  R.  D.  Bryson,  Callaway. 

11th  District,  Dr.  C.  A.  Selby,  North  I’latte. 

12th  District,  A.  L.  Cooper,  Scottsbluff. 

10th  District,  Dr.  L.  W.  Rork,  Hastings. 

Respectfully  submitted, 

Jos.  Bixby,  Chairman, 

P.  W.  Heagey,  Secretary. 

A motion  was  made  that  this  report  be  adopted. 
Seconded  and  carried. 

The  House  then  proceeded  to  the  election  of  officers. 

Drs.  C.  P.  Fordyce  and  C.  A.  Selby  were  appointed 
as  tellers 

The  House  of  Delegates  proceeded  to  ballot  for  the 
three  nominees  for  president. 

Dr.  Hohlen  received  44  votes,  Dr.  Smith  4 votes 
and  Dr.  Plehn  1 vote. 

Dr.  Hohlen  having  received  the  majority  of  votes, 
was  elected  president. 

A motion  was  made  that  the  secretary  be  instruct- 
ed to  cast  the  unanimous  ballot  for  the  two  vice 
presidents  named  in  the  Nominating  Committee  re- 
port. Seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  Drs.  Jos.  Bixby  and  A.  L. 
Cooper  for  vice  presidents. 

Further  nominations  for  Delegate  to  the  A.  M.  A. 
were  called  for.  Dr.  A.  D.  Dunn  was  nominated  from 
the  floor. 

The  House  of  Delegates  preceded  to  ballot  for  the 
Delegate  to  the  A.  M.  A. 

Dr.  Bailey  received  30  votes  and  Dr.  Dunn  20. 

Dr.  Bailey  having  received  the  majority  of  votes, 
was  elected  Delegate  to  the  A.  M .A. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  Dr.  C.  P.  Fordyce  as  Alternate 
Delegate.  Seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  Dr.  Fordyce  as  Alternate  Del- 
egate. 

Further  nominations  for  Delegate  to  Council  on 
Medical  Education  were  called  for  and  Dr.  J.  .J. 
Keegan  was  nominated  from  the  floor.  Dr.  Keegan’s 
name  was  later  withdrawn. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  Dr.  J.  Stanley  Welch  as  Dele- 
gate to  Council  on  Medical  Education.  Seconded  and 
carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
House  of  Delegates  for  Dr.  Welch  as  Delegate  to 
Council  on  Medical  Education. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  Dr.  J.  Stanley  Welch  as  member 
of  the  Public  Activities  Committee.  Seconded  and 
carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
House  of  Delegates  for  Dr.  Welch  as  a member  of 
the  Public  Activities  Committee. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  Dr.  B.  F.  Bailey  as  a member 
of  the  Publication  Committee.  Seconded  and  car- 
ried. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  the  House  of  Delegates  for  Dr. 
R.  D.  Bryson  as  Councilor  of  the  9th  District.  Second- 
ed and  carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
House  of  Delegates  for  Dr.  Bryson  as  Councilor  of 
the  9th  District. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  for  the  House  of  Delegates  for 
Dr.  C.  A.  Selby  a6  Councilor  of  the  11th  District. 
Seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
House  of  Delegates  for  Dr.  Selby  as  Councilor  of  the 
11th  District. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  of  the  House  of  Delegates  for  Dr. 


A.  L.  Cooper  as  Councilor  of  the  12th  District.  Sec- 
onded and  carried. 

The  secretary  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  Dr.  Cooper  as  Councilor  of 
the  12th  District. 

A motion  was  made  the  secretary  cast  the  unani- 
mous ballot  for  the  House  of  Delegates  for  Dr.  L.  W 
Rork  as  Councilor  of  the  10th  District.  Seconded  and 
carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
House  of  Delegates  for  Dr.  Rork  as  Councilor  of  the 
10th  District. 

A motion  was  made  that  the  privilege  of  the  floor 
be  granted  to  Dr.  Lucien  Stark.  Seconded  and  car- 
ried. 

Dr.  Stark  proposed  an  amendment  to  the  constitu- 
tion. As  Chapter  V,  Section  2,  now  stands,  the 
Nominating  Committee  must  bring  in  the  names  of 
three  men  for  the  office  of  President-elect.  Dr.  Stark 
proposed  changing  this  to  read  that  the  Nominating 
Committee  should  bring  in  not  more  than  three  names. 

Dr.  Hohlen  w'as  called  before  the  House  and  wel- 
comed by  Dr.  Potter.  He  gave  a short  talk  in  re- 
sponse. 

The  next  order  of  business  was  choosing  the  place 
for  the  meeting  next  year.  An  invitation  from  the 
Lincoln  Chamber  of  Commerce  was  announced. 

A motion  was  made  to  accept  the  invitation  of  the 
Lincoln  Chamber  of  Commerce  to  have  the  meeting 
there  next  year.  Seconded  and  carried. 

A motion  was  made  that  a vote  of  sincere  thanks 
be  extended  to  Omaha  for  their  courteous  and  splen- 
did treatment  of  the  Nebraska  State  Medical  Asso- 
ciation during  the  meeting. 

This  motion  was  amended  to  read;  and  that  we 
highly  appreciate  the  hospitality  extended  by  the 
Elk’s  Club.  Seconded  and  carried. 

Drs.  Potter  and  Stark  were  appointed  to  introduce 
Dr.  Hohlen  to  the  general  session. 

A motion  was  made  to  adjourn.  Seconded  and 
carried. 

COUNCILOR  MEETING;  FIRST  SESSION. 

Elk’s  Club,  Omaha,  Nebraska,  May  14,  1929,  2 p.  m. 

The  meeting  was  called  to  order  by  President  Frank 
Tornholm.  Members  present  were;  Drs.  Lehnhoff, 
Cook,  Selby,  Rork,  Bryson,  Overgaard,  Potter,  Torn- 
holm,  Nielsen,  Fordyce. 

A motion  was  made  that  the  reports  of  the  com- 
mittee read  at  the  January  meeting  of  the  Council 
be  adopted.  Seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Com- 
mittee on  Public  Policy  and  Legislation  be  returned 
to  Dr.  Bailey  for  completion  and  then  that  it  be 
adopted  and  published.  Seconded  and  carried. 

A motion  was  made  that  the  Campaign  Committee 
report  be  placed  on  file.  Seconded  and  carried. 

A motion  was  made  that  we  recommend  to  the 
House  of  Delegates  that  the  Committee  on  the  Cost 
of  Medical  Care  be  continued  and  that  the  Committee 
be  complimented  on  their  work.  Seconded  and  car- 
ried. 

A motion  was  made  that  the  Journal  Committee 
report  be  accepted  and  placed  on  file.  Seconded  and 
carried. 

A motion  was  made  that  the  Insurance  Committee 
report  be  accepted  and  published  and  a recommenda- 
tion made  to  the  House  of  Delegates  that  each  Coun- 
cilor urge  every  County  Medical  Society  to  ask  the 
U.  S.  F.  & G.  Company  to  send  a representative  of 
the  Company  to  their  society  to  explain  this  insur- 
ance policy.  Seconded  and  carried. 

Miss  Clarke,  of  the  National  Food  Bureau  of  Chi- 
cago, explained  the  resolution  they  wanted  passed 
against  “Food  Fads.” 

A motion  was  made  that  we  recommend  to  the 
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House  of  Delegates  the  adoption  of  the  following  res- 
olution as  corrected,  against  “food  fads”: 

A.  P.  Overgaard,  Sec.  Board  of  Councilors. 

RESOLUTION  PASSED  BY  NEBRASKA  ST.A.TE 
MEDICAL  ASSOCIATION 

We,  the  members  of  the  Nebraska  State  Medical 
Association,  go  on  record  decrying  the  fads  which 
prevail  in  cur  land  today,  and  especially  the  food 
fads  which  tend  to  foist  on  the  public  high-priced 
patented  foods,  which  are  often  misrepresented  by 
their  elaborate  methods  of  advertising.  The  substitu- 
tion of  these  highly  priced,  patented  toods  not  only 
very  often  has  become  a detriment  to  the  health  of 
the  consumer,  but  also  has  become  the  source  for  an 
alarming  economic  condition,  due  to  the  great  decrease 
in  the  consumption  of  wheat,  meat,  and  other  pro- 
ducts of  the  farm. 

Very  few  of  these  fads  can  take  the  place  of  the 
older  staple  foods,  namely,  good  meat,  dairy  products, 
gi-een  vegetables,  fruits  and  the  better  grades  of  bread 
prepared  from  white  flour.  The  present  day  indis- 
criminate substitution  of  an  excess  of  rough  foods, 
such  as  flours  containing  bran,  and  the  irritating 
vegetables,  is  producing  a great  deal  of  unnecessary 
discomfort  and  chronic  dyspepsia,  and  has  reached 
proportions  of  a distinct  health  menace.  The  similai* 
tendency  to  eliminate  animal  proteins  from  the  diet 
may  also  become  a menace  to  the  public  health. 

(1)  Any  balanced  diet  should  contain  some  animal 
protein,  fruits,  vegetables,  especially  the  leafy  vege- 
tables, for  their  vitamin  and  mineral  salt  content,  di- 
gestible fat,  such  as  butter  fat,  and  sufficient  easily 
digestible  corbohydrates  to  afford  readily  available 
energy. 

(2)  Carbohydrates,  including  sugars  and  starches, 
but  especially  starches,  furnish  the  American  public 
its  main  fuel  for  energy,  the  quantity  varying  with 
the  amount  of  physical  activities  which  the  individual 
expends.  Much  of  the  starch  should  be  supplied  V>y 
the  most  available  and  easily  digestible  foodstuffs, 
of  which  whole  grain  stuff  is  the  best  example,  as 
bread,  if  baked  sufficiently  to  break  up  the  raw 
starch  granules. 

(3)  Starch  furnished  by  too  rough  a diet  may  not 
only  have  a cath.artic  action,  due  to  irritation,  but 
also  the  starch  granules  are  so  covered  by  a cellu- 
lose envelope  as  to  prevent  their  availability  to  the 
action  of  the  digestive  juices. 

The  allegation  that  white  bread,  meat  or  any  other 
staple  food,  when  employed  in  mixed  diet,  is  respon- 
sible for  certain  grave  illnesses  is  not  supported  bv 
scientific  facts. 

(4)  The  leafy  vegetables  contain  considerable 
amounts  of  refuse  non-irritating  to  the  digestive 
tract,  which  are  therefore  verj^  valuable  to  promote 
good  elimination. 

We  desire,  in  the  public  interest,  to  place  on  record 
that,  in  our  opinion: 

1.  The  exaggerated  claims  for  various  fad  foods 
are  entirely  unwarranted  by  scientific  evidence  or 
practical  experience,  and  the  advertising  and  other 
propaganda  furthering  their  substitution  for  the  older 
articles  of  diet  should  be  condemned. 

2.  The  danger  of  nutritional  deficiencies  has  been 
grossly  exaggerated.  No  one  food  is  a perfect  food: 
but  a diet  consisting  of  dairy  products  (especially 
milk),  leafy  vegetables,  fruits,  meats,  and  easily  di- 
gested starches  for  heat  and  energy,  furnishes  an  ex- 
cess cf  all  food  factors  necessary  for  proper  growth 
and  nutrition,  and  resistance  to  disease. 

3.  Any  variation  from  a normal  common  sense  diet 
should  be  prescribed  by  a properly  trained  advisor 
only  after  a careful  study  of  the  dietary  requirement 
of  the  individual  seeking  advice. 

Adopted  at  Omaha,  Nebraska,  this  15th  day  of  May, 
1929. 


Seconded  and  carried. 

Meeting  adjourned  until  2 o’clock.  May  15th. 


COUNCILOR  MEETING:  SECOND  SESSION. 

Elk’s  Club,  Omaha,  Nebraska,  May  15,  1929,  2 p.  m. 

Meeting  was  called  to  order  by  President  Frank 
Tornholm.  Those  present  were:  Drs.  Fordyce,  Rork, 
Cook,  Potter,  Nielsen,  Douglas,  Overgaard,  Tornholm, 
Selby.  Bryspn,  McGrath. 

A motion  was  made  that  we  turn  the  resolution  as 
offered  by  Dr.  Young  to  the  House  of  Delegates  over 
to  the  delegates  to  the  A.  M.  A.  and  ask  them  to 
make  a report  at  the  January  meeting.  Seconded  and 
carried. 

A motion  was  made  that  we  recommend  appropria- 
tions for  the  year  1930  to  the  House  of  Delegates  as 
follows: 

Journal  Fund — ?1.25  per  member. 

Defense  bbind — ?2.00  per  member. 

Salary — Chairman  Defense  Committee — $600.00. 

Salary — Secretary-Treasurer — $600.00. 

Councilor  Expense — $360.00. 

Expense — Office  Secretary-Treasurer — $800.00. 

Reporter  for  Meeting — $150.00. 

Campaign  Committee — $500.00. 

Public  Activities  Committee — $1,500.00. 

President’s  expense — $100.00. 

Salary — Chairman  Public  Act.  Committee — $1,000.00. 

Expense — Legislative  Committee — $100.00. 

Program  Talent,  Expense  of  Delegates  to  A.  IM.  A. 
and  Councilor  on  ^Medical  Education — $500.00. 

A motion  was  made  that  the  secretary  be  instruct- 
ed to  use  the  necessary  amount  of  money  for  the 
printing  of  the  new  constitutions.  Seconded  and 
carried. 

Dr.  C.  A.  Hull  w'as  nominated  as  a member  of  the 
Medico-Legal  Defense  Committee. 

A motion  was  made  that  the  nominations  be  closed 
and  that  the  secretary  cast  the  unanimous  ballot  of 
the  Council  for  Dr.  Hull  as  a member  of  the  Medico- 
Legal  Defense  Committee.  Seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  of  the 
Council  for  Dr.  C.  A.  Hull  as  a member  of  the 
Medico-Legal  Defense  Committee. 

Dr.  L.  W.  Rork  spoke  on  the  matter  of  the  dif- 
ficulties existing  between  insurance  companies  and 
the  profession  and  made  the  motion  that  a committee 
of  three — one  surgeon,  one  general  practitioner,  and 
one  x-ray  man — be  appointed  to  confer  with  the 
committee  from  the  insurance  companies  to  iron  out 
the  difficulties  between  the  Insurance  companies  and 
the  physicians. 

An  amendment  to  this  motion  was  made  that  the 
matter  be  left  to  the  judgment  of  the  Legislative 
Committee.  Seconded  and  carried. 

A motion  was  made  that  the  Councilor’s  meeting 
in  January  be  held  in  Lincoln.  Seconded  and  car- 
ried. 

A motion  was  made  to  adjourn.  Seconded  and 
carried. 

A.  P.  Overgaard,  Sec.  Board  of  Councilors. 


HOUSE  OP  DELEGATES— ROLL  CALL 

Adams — G.  L.  Pinney 

Boone — J.  E.  Davis 

P.  M.  Barnes 

Box  Butte — H.  A.  Copsey 

Buffalo  

Burt — L.  Morrow  

M.  Wood  

Butler — J.  H.  Downing 

C.  E.  Beede 

Cass — O.  E.  Liston 

R.  R.  Westover 

Cedar-Dakota-Dixon- Thurston -Wayne — 
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Cheyenne — G.  F.  Zarbaugh 

P.  P.  Sucgang 

Chase-Dundy-Hayes-Hitchcock — 

J.  F.  Prener 

Clay — W.  M.  Thomas 

C.  W.  Keith 

Colfax — W.  J.  Kavan 

Charles  D.  Eby 

Cuming — H,  W.  Francis 

C.  A.  Pierson 

Custer — P.  A.  Burnham 

Dawson  

Dodge — Andrew  Harvey  

Guy  Seward  

Fillmore — Joe  Bixby  

Franklin — R.  B.  Campbell 

H.  C.  Smith 

Furnas — W.  C.  Miller 

Gage — F.  W.  Buckley 

J.  C.  Tucker 

Hall — E.  E.  Farnsworth 

W.  J.  Raynor 

Hamilton — Don  Steenburg  

Harlan — J.  N.  Campbell 

A.  J.  Gardner 

Holt  & Northwest — F.  L.  Wilson... 

J.  P.  Brown 

Howard — M.  O.  Arnold 

R.  T.  Jones 

Jefferson  

Johnson — G.  J.  Rubleman 

A.  P.  Fitzsimmons 

Kearney  

Keith-Perkins — F.  M.  Bell 

Kimball  

Lancaster — Geo.  W.  Covey... 

J.  J.  Hompes 

H.  E.  Flansburg 

A.  D.  Munger 

J.  E.  M.  Thomson 

B.  F.  Williams 

Lincoln — C.  F.  Heider 

T.  J.  Kerr 

Madison- Stanton-Antelope-Pierce- 

Knox — A.  M.  Sonneland 

L.  Stark  

R.  A.  Frary 

John  Reid  

E.  E.  McClelland 

Graham  

W.  Benthock 

P.  G.  Salter 

A.  J.  Schwedehelm 

C.  R.  Green 

Merrick  

Nance — Homer  Davis  

Nemaha — I.  W.  Irvin 

B.  P.  Lorance 

Nuckolls  

Omaha-Douglas — Fred  Wearne  

Russell  Best  

R.  W.  Fouts 

F.  O.  Beck 

C.  C.  Tomlinson 

W.  D.  Sucha 

C.  T.  Uren 

Chas.  Moon  

F.  W.  Heagey 

Chas.  M.  Swab 

R.  D.  Schrock 

J.  W.  Duncan 

J.  R.  Kleyla 

P.  W.  Wearne 

Otoe — D.  D.  Stonecypher 

T.  L.  Weeks 

Pawnee — E.  L.  McCrea 

J.  F.  Prendergast 
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Phelps — P.  A.  Sundbury P P P 

Guy  Clark  a a a 

Platte — -E.  E.  Koebbe p p a 

Polk — J.  C.  Malster pap 

Red  Willow — W.  D.  Machnecknie a a a 

J.  M.  Willis a a a 

Richardson — G.  W.  Egermayer pap 

Wm.  Shepherd  a a a 

Saline  

Saunders — E.  O.  Weber a p p 

Scottsbluff — A.  L.  Cooper P P p 

F.  B.  Young a a a 

Seward — J.  E.  Meisenbach p a a 

Joe  Morrow  a a a 

Thayer — C.  C.  Snowden a a a 

J.  G.  W.  Westerhoff pap 

Valley  

Washington — R.  J.  Murdock p a a 

W.  E.  Wright a a p 

Webster — R.  S.  Martin a p p 

York — F.  S.  Morris a a a 

D.  D.  King a a a 

COUNCILORS 

A.  P.  Overgaard P P P 

H.  J.  Lehnhoff pap 

C.  P.  Fordyce a p p 

A.  E.  Cook P P P 

Morris  Nielsen  p p p 

Frank  Tornholm  P P p 

H.  E.  Potter P P P 

W.  J.  Douglas a p a 

R.  D.  Bryson pap 

L.  W.  Rork P P p 

C.  A.  Selby pap 

F.  W.  Plehn a a a 

OFFICERS 

President — F.  S.  Owen pap 

Vice  Presidents — W.  R.  Boyer a a a 

E.  L.  Brush a a a 

Secretary- Treasurer — R.  B.  Adams P P P 

EX-PRESIDENTS 

M.  L.  Hildreth a a a 

J.  E.  Summers a a a 

W.  O.  Bridges a a a 

A.  R.  Mitchell a a a 

H.  M.  McClanahan a a a 

A.  E,  Jonas a a a 

F.  A.  Long p p p 

Harold  Gifford  a a a 

L.  M.  Shaw a a a 

P.  H.  Salter a a a 

J.  P.  Lord a a a 

I.  N.  Pickett a a a 

J.  P.  Gilligan a a p 

E.  W.  Rowe a a a 

M.  F.  Milroy a a a 

C.  L.  Mullins a a a 

H.  W.  Orr a a a 

M.  S.  Moore a a a 

B.  B.  Davis a a a 

B.  F.  Bailey P P P 

Morris  Nielsen  P P P 

Palmer  Findley  a a a 

H.  J.  Lehnhoff pap 

H.  E.  Potter P P P 

B.  R.  McGrath a p p 


REPORT  OF  THE  COMMITTEE  ON  JOURNAL 
AND  PUBLICATION 

During  the  year  1928  The  Nebraska  State  Medical 
Journal  published  480  pages  of  reading  matter,  114 
original  articles  from  94  authors,  and  87  editorials. 
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While  the  Journal  publishes  almost  all  the  material 
offered  by  the  profession  of  the  state  as  representing 
a cross  section  of  the  professional  average  and  while 
some  of  the  articles  may  lack  in  scientific  worth,  it  is 
thought  by  the  publication  board,  that  it  is  worth 
while  to  encourage  Nebraska  physicians  to  write.  It 
must  be  noticeable  to  all  who  carefully  read  the 
Journal  that  in  scientific  worth  the  general  average 
of  the  articles  published  from  year  to  year  is  getting 
higher.  Editorials  from  the  Journal,  both  signed  and 
unsigned  ones  are  being  republished  by  other  state 
journals  and  by  the  bulletins  of  the  American  Medi- 
cal Association  devoted  to  special  phases  of  organ- 
izational work,  frequently,  which  can  only  mean  that 
the  Journal  has  something  that  appeals  to  others. 

The  publication  board  and  the  editor  are  constant- 
ly striving  to  improve  the  Journal  in  scientific  worth, 
and  in  mechanical  and  artistic  appearance  and  to 
this  end  suggestions  from  the  profession  are  solicited 
and  welcomed. 

The  report  of  the  Journal  fund  as  audited  by  the 
council  in  January  and  published  in  the  March 
Journal  need  not  here  be  given  in  detail.  Suffice  it 
to  recall  that  the  total  receipts  for  1928  were  $7,453.16, 
of  which  $5,245.77  was  from  advertising,  and  that  the 
total  cost  of  publishing  the  Journal  was  $6,905.70  and 
that  the  Journal  Fund  has  invested  January  1st, 
1929,  $6,010.76.  It  is  not  thought  desirable  to  increase 
the  investments.  The  committee  on  Journal  and 
Publication,  therefore,  has  decided  to  ask  the  Asso- 
ciation for  $1.25  per  member  for  the  ensuing  year,  a 
reduction  of  25  cents  from  the  amount  received  the 
last  two  years  and  of  50  cents  from  the  amount  re- 
ceived for  some  years  previous  to  that  time. 

F.  A.  Long,  Chairman. 

REPORT  OP  INSURANCE  COMMITTEE  OF  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 

To  the  President,  Officers,  members  of  the  As- 
sembly of  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  in  annual  session.  May  14, 
1929. 

Group  insurance  which  has  been  in  force  and  avail- 
able to  the  members  of  the  Nebraska  State  Asso- 
ciation since  October,  1927,  master  policy  of  which 
has  since  that  date  been  deposited  w'ith  the  Secretary 
of  the  State  Association  by  the  United  States  Fidelity 
and  Guaranty  Company  of  Baltimore,  Maryland,  has 
had  gradual  steady  growth  with  a net  gain  of  about 
sixty  policies  during,  1929,  as  above  those  which  were 
in  force  at  the  end  of  1928. 

Your  insurance  committee  has  kept  in  touch  with 
the  insurance  situation  as  relates  to  the  United  States 
Fidelity  and  Guaranty  Company  and  find  that  during 
the  entire  period  of  the  group  policy  to  May  1st,  1929, 
the  following  information; 

Suits  Filed  still  in  court  on  which  no  settlement 
is  contemplated — 9. 

Suits  Filed  on  which  settlement  has  been  made — 5. 

Counter  Claims  successfully  defended — 4. 

Claims  filed  on  which  we  have  denied  liability,  no 
suit  having  been  filed — 3. 

Above  report,  we  believe,  to  be  quite  enviable. 

Your  committee  also  desires  to  direct  your  atten- 
tion to  the  fact  that  the  issuance  of  group  insurance 
has  greatly  reduced  the  cost  of  mal-practice  insur- 
ance for  the  entire  medical  profession  of  the  State 
of  Nebraska,  as  well  as  has  it  also  had  a tendency 
to  create  keen  competition  amongst  insurance  com- 
panies with  the  result  that  increased  coverage  and 
decreased  reservations  in  the  content  of  every  policy 
of  whatever  nature  issued  in  the  State  of  Nebraska 
for  mal-practice  coverage. 

Your  committee  feels  that  they  have  presented  ex- 
ceptional opportunity  to  the  members  of  the  State 


Association  to  avail  themselves  of  this  insurance  by 
our  repeated  reports  to  the  House  of  Delegates  and 
to  the  several  letters  which  were  sent  to  the  members 
of  the  State  Association  through  the  secretary  of  the 
association,  and  by  the  maintainance  by  the  insurance 
company  of  a sales  force  who  sell  this  particular  in- 
surance exclusively,  also  the  presence  of  an  exhibit 
annually  at  the  meeting  place  of  the  State  Association 
during  its  convention,  which  aiTives  us  at  the  con- 
clusion that  the  present  committee  has  served  its 
purpose  with  the  exception  of  keeping  a liaison  be- 
tween the  insurer  and  the  insured,  leaving  entirely 
the  sales  proposition  between  the  insuring  company 
and  the  individual  member  of  the  State  Association. 

The  United  States  Fidelity  and  Guaranty  Company 
have  made  overtures  to  your  committee  for  the  privi- 
lege of  furnishing  speakers  for  the  various  councilor 
district  meetings  which  may  occur  during  the  ensuing 
year  and  are  desirous  of  carrying  their  program  di- 
rect to  the  doctors  throughout  the  State  and  we  beg 
to  hereby  recommend  that  such  offers  be  accepted 
and  that  the  councilors  of  the  various  district  be  so 
advised. 

It  is  the  opinion  of  your  committee  that  by  the  end 
of  the  next  current  year  the  membership  of  the  State 
Medical  Association  may  be  made  to  realize  the  wis- 
dom of  this  advancing  protection  and  that  the  mem- 
bership will  take  a keener  interest  in  their  member- 
ship renewals  in  order  to  avail  themselves  of  this 
extraordinary  protection. 

Respectfully  submitted, 

C.  A.  Selby,  Chairman, 
Morris  Nielsen, 

Robert  D.  Schrock, 

R.  B.  Adams,  Sec’y, 

Committee. 

(Report  of  Legislative  Committee  next  month). 


MEDICAL  PRESCRIPTIONS  OP  ALCOHOL 

The  Bureau  of  Prohibition  of  the  Treasury  Depart- 
ment has  just  made  available  statistics  regarding  the 
use  of  intoxicating  liquors  under  official  auspices  in 
the  United  States.  The  pamphlet  concerned  provides 
statements  pertaining  to  the  amounts  of  various 
types  of  alcoholic  liquors  produced  and  used  at  vari- 
ous times  previous  to  and  since  the  passing  of  the 
eighteenth  amendment,  as  well  as  full  information 
concerning  arrests,  seizures  and  other  activities  of 
the  Prohibition  Department.  During  1928,  68,951  physi- 
cians used  prescription  books  as  contrasted  with 
48,097  in  1927.  The  number  of  licensed  physicians  in 
those  states  which  permit  the  use  of  liquor  for  medi- 
cinal purposes  is  116,756,  so  that  a little  more  than 
one-half  the  total  number  of  physicians  permitted  to 
prescribe  alcoholic  liquors  avail  themselves  of  the  op- 
portunity. During  1927,  14,948  physicians  used  one 
book  during  the  year;  8,743  used  two  books;  10,861 
used  three  books  and  13,545  used  four  books.  Ap- 
parently, therefore,  slightly  more  than  10  per  cent  of 
all  the  physicians  who  might  prescribe  alcoholic 
liquors  used  the  total  number  of  prescriptions  af- 
forded them  by  the  government.  The  total  number 
of  prescriptions  issued  during  the  year  increased 
fiom  more  than  eight  million  in  1922  to  approximately 
thirteen  and  a half  million  in  1925  and  then  decreased 
to  less  than  twelve  million  in  1927.  July  1,  1927, 
there  were  outstanding  94,958  permits  for  physicians, 
dentists  and  veterinarians  to  prescribe  and  use  intox- 
icating liquor.  During  the  year  16,906  new  permits 
were  issued,  10,405  were  canceled,  surrendered  or  ex- 
pired, and  407  permits  were  revoked.  At  the  close 
of  the  year,  therefore,  the  number  of  outstanding 
permits  of  this  kind  had  increased  to  101,052.  These 
figures  are  offered  without  comment  in  order  that 
the  medical  profession  may  have  some  conception  of 
the  status  of  medical  prescription  of  alcoholic  liquors. 
— Jour.  A.  M.  A.,  March  30,  1929. 
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Jn  li^mnriam 


Those  we  call  dead  arej  juit  away, 

Have  left  us  for  a^  little  day, 

Have  wandered  to  another  land 
That  we  know  not,  nor  understand 
‘^ut  it  mufl  be-!  exceeding  fair 
"because  so  long  they  linger  there, 

Hint  soon  - ah  soon  - will  corner  the  day 
When^  all  of  us  will  go  away 
To  join  thej  ones  whom  we  call  dead 
Who’^je  wandered  onward  juSt  ahead 
Then-)  shall  we  know  - then  shall  we  see-> 
The  glorious  land  of  "Yet  To  Be.” 

Thetis  shall  we  meet  those  gone  before-) 
And  ll've  with  them->  forevermore. 


Alexander  S.  v Mansfelde  - Died  - June  17, 1928 

President  Nebraska  State  Medical  Society,  1893-94 

John  Monro  Banister  - Died  - Jan.  31, 1929 

President  Nebraska  State  Medical  Association,  1919-20 


Armenag  B.  Tashjean 

- - Died  - - - 

- - May  27,  1928 

T.  J.  Dwyer  - - - - 

- - Died  - - 

- - - May  29,  1928 

E,  Willard  Powell  - - 

- - Died  - - - 

- - June  5,  1928 

Isaiah  Lukens  - - - 

- - Died  - - 

- - - June  18,  1928 

Geo.  M.  White  - - - 

- - Died  - - - 

- - July  28,  1928 

S.  A.  VanOsdel  - - 

- - Died  - - 

- - - Dec.  3,  1928 

H.  E.  Funk  - - - - 

- - Died  - - - 

- - Dec.  5,  1928 

Louis  A.  Dermody  - 

- - Died  - - 

- - - Mar.  21,  1929 

John  B.  Ralph  - - - 

- - Died  - - - 

- - Mar.  29,  1929 
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ROSTER  OF  OFFICERS 

Dr.  B.  R.  McGrath,  Grand  Island,  President 1929 

Dr.  Prank  S.  Owen,  Omaha.  FTesident-Elect 1930 

Dr.  E.  L.  Brush,  Norfolk.  Vice  President 1929 


Dr.  W.  R.  Boyer,  Pawnee  City,  Vice  President 1929 

Dr.  R.  B.  Adams,  Lincoln,  Secretary-Treasurer 1930 

COUNCILORS 


Dr.  R.  D.  Bryson,  Calloway 1929 

Dr.  L.  W.  Rork,  Hastings 1929 

Dr.  C.  A.  Selby,  North  Platte 1929 

Dr.  F.  W.  Plehn,  Scottsbluff 1929 

Dr.  A.  P.  Overgaard,  Omaha,  Secretary 1930 

Dr.  H.  J.  Lehnhoff,  Lincoln 1930 

Dr.  C.  P.  Fordyce,  Falls  City 1930 

Dr.  A.  E.  Cook,  Randolph 1930 

Dr.  Morris  Nielsen,  Blair 1931 

Dr.  W.  J.  Douglas.  Atkinson 1931 

Dr.  Frank  Tornholm,  Wahoo,  Chairman 1931 

Dr.  H.  E.  Potter,  Fairbury 1931 

DELEGATES  TO  A.  M.  A. 

Dr.  A.  D.  Dunn,  Omaha 1929 

Dr.  R.  IV.  Fonts,  Omaha 1930 

DELEGATE,  COUNCIL  ON  MEDICAL  EDUCA- 
TION, A.  M.  A. 

Dr.  J.  S.  Welch,  Lincoln 1929 

MEDICO-LEGAL  DEFENSE  COMMITTEE 

Dr.  Roy  W.  Fonts,  Omaha,  Chairman 1929 

Dr.  C.  A.  Hull,  Omaha 1930 

Dr.  R.  B.  Adams,  Lincoln,  Secretary 1930 


Note:  In  case  of  suit  notify  secretary'  at  once. 


LIABILITY  OF  COUNTIES  FOR  MEDI- 
CAL AND  SURGICAL  SERVICE 
TO  PAUPERS 

An  interesting  contribution  to  medical  juris- 
prudence that  means  much  to  the  medical  pro- 
fession in  Nebraska  is  the  Supreme  Court  deci- 
sion in  the  case  of  John  W.  Neslund,  Appellee, 
vs.  the  County  of  Dawson,  Appellant. 

Briefly  stated,  Dr.  John  \V.  Neslund,  a prac- 
titioner at  Cozad  was  called  upon  to  minister  to 
Neal  Bevard,  a schoolboy  who  had  sustained  a 
complicated  fracture  of  both  bones  of  the  leg 
on  the  school  playground.  His  parents  were  in- 
digent, although  the  father  was  able  bodied.  The 
doctor  communicated  with  a member  of  the  coun- 
ty board  asking  that  the  county  assume  the  ex- 
pense of  his  care  which  was  refused.  The  boy 
required  medical,  surgical  and  hospital  care  which 
the  doctor  provided.  Frequently  after  the  date 
of  the  accident  the  doctor  requested  a member 
of  the  board  to  grant  authority  to  give  medical 
and  surgical  attention  to  the  injured  boy  which 
was  in  each  instance  refused. 

After  the  boy’s  recovery,  suit  was  instituted 
by  the  doctor  against  Dawson  county  and  the 
jury  gave  a verdict  for  the  doctor.  The  case  was 
therefore  appealed  to  the  Supreme  Court,  and  the 
lower  court  was  upheld. 

In  rendering  a decision  the  Court  cited  Sec- 
tion 5153  of  the  Compiled  Statutes  which  pro- 
vides that  whenever  any  person,  not  coming  with- 
in the  definition  of  pauper,  shall  be  unable  to 
pay  his  nursing  and  medical  aid,  it  shall  be  the 
duty  of  the  county  board  to  furnish  such  assis- 
tance to  such  person  as  it  shall  deem  necessary 
. . . continuing,  “This  does  not  mean  that  the 
board  may  arbitrarily  avoid  liability  by  a heart- 
less disregard  of  the  most  obvious  necessities  of 
suffering  humanity.” 

Quoting  from  former  decisions  the  court  said 
epigrammatically ; “The  service  of  a surgeon  or 
physician  cannot  be  required  as  a matter  of  char- 
ity.” “In  a case  of  emergency  the  physician  may 
hold  the  district  liable  although  he  acted  with- 
out the  request  or  the  consent  of  the  person  des- 
ignated by  the  statute  as  overseer  of  the  poor. 
In  a proper  case  it  seems  the  physician  may  hold 
the  district  liable  . . . even  in  the  face  of  his 
actual  refusal  of  consent,  if  lawfully  or  arbitrar- 
ily withheld.” 

“Neither  the  county  commissioners  . . . nor  the 
town  supervisors  . . . can  turn  their  backs  upon 
the  proper  claim  of  the  poor  person.”  “Nor 
can  it  be  said  that  the  unfortunate  pauper  who 
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has  met  with  an  accident  requiring  instant  succor 
is  to  be  remediless ; the  county  or  the  town  must 
provide  for  him  as  soon  as  they  may.” 

The  decision  makes  it  clear  that  a poor  man 
who  is  without  funds,  property  or  credit,  is  a 
ward  of  the  county,  not  of  the  doctors. 


THE  WORK  OF  THE  PUBLIC  ACTIVI- 
TIES COMMITTEE 

When  the  Nebraska  State  Medical  Association 
a few  years  ago  created  a public  activities  com- 
mittee, something  original  in  medical  organiza- 
tion was  done ; when  the  personnel  of  the  com- 
mittee was  chosen  as  it  stands  today  under  the 
chairmanship  of  Dr.  E.  R.  Hays,  a living,  func- 
tioning body,  resulted.  The  aim  of  the  public 
activities  committee  is  to  carry  the  message  of 
modern  medicine  to  the  masses  in  an  unobtru- 
sive manner. 

The  health  activities  at  the  State  Fair  under 
the  direction  of  this  committee  are  treated  in  an- 
other article.  Other  activities  are  health  teach- 
ing at  the  four  state  normal  schools  and  at  the 
university. 

The  present  article  is  concerned  only  with  the 
work  accomplished  during  the  week  of  the  an- 
nual meeting  in  Omaha  and  known  as  Health 
Week. 

Twenty-five  talks  were  given  to  an  many  dif- 
ferent organizations,  including  several  Parent- 
Teacher’s  associations  ; Y.  M.  C.  A. ; Y.  W.  C.  A ; 
several  High  Schools  ; regional  schools  ; clubs — 
Lions,  Triangle.  Cooperative,  Rotary,  Concord, 
Engineers,  Pro  tern.  Executive,  Kiwanis,  Con- 
tinental, Jewish  Community,  College;  Chamber 
of  Commerce ; Bar  Association.  The  range  of 
talks  can  be  seen  from  the  following: 

“Home  and  Health,”  “Teeth,  Tonsils  and  Pos- 
ture,” “Tuberculosis,”  “How  to  Maintain  Good 
Health,”  “Prevention  of  Contagious  Diseases,” 
“Reasonableness  of  Modern  Medicine,”  “Cost  of 
Sickness,”  “Diabetes,”  “The  Prevention  of  Dis- 
ease in  Children,”  “School  Health,”  “Preventable 
Diseases,”  “Purpose  of  Health  Week,”  “Work- 
ing for  Dear  Life,”  “The  Purpose  of  School 
Health  Education,”  “Fresh  Air,  Food  and  Sleep,” 
“Blood  Pressure,”  “A  Case  of  Non-Sequitor,” 
“Optimum  Health  is  Obtainable,”  “Facing  the 
Forties,”  “Sore  Feet,”  “Your  Doctor  and  Mine,” 
“X-Ray  as  it  Concerns  Health,”  “What  the  Com- 
munity Owes  to  its  Children,”  “Health  Inven- 
tories,” “Overweight,”  “Keeping  Fit,”  “Health 
is  a Partnership,”  “Good  Health  and  Mental 
Ability,”  “The  Nervous  Child,”  “Influenza  and 
Its  Sequels.” 


The  wide  range  of  subjects  in  a manner  im- 
plies the  value  of  these  talks.  Several  thousand 
people  of  the  thinking  classes  were  reached  by 
these  messages  and  untold  good  was  accomplish- 
ed. By  a continuance  and  still  broader  develop- 
ment of  this  work  will  organized  medicine  carry 
the  message  of  modern  medicine  to  the  people. 

health  activities  at  the 

STATE  FAIR 

The  Nebraska  State  Fair  Board  has  arranged 
for  all  Health  Activities  of  the  State  Fair  to  be 
under  the  supervision  and  direction  of  the  Ne- 
braska State  Medical  Association.  This  organi- 
zation will  direct  through  its  Public  Activities 
Committee,  of  which  Dr.  E.  R.  Hays,  of  Falls 
City,  is  chairman.  His  official  capacity  will  be 
that  of  Superintendent  of  State  Fair  Health  Ac- 
tivities. 

Lender  this  new  arrangement  the  emergency 
hospital  will  be  officered  by  the  Lancaster  Coun- 
ty Medical  Society.  It  will  be  re-located  in  the 
building  formerly  occupied  by  the  Modern  Wood- 
men of  America. 

The  Health  Examining  work  for  men,  women 
and  babies  will  be  under  the  supervision  of  Dr. 
Keegan,  Dean  of  the  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska.  A corps 
of  doctors  selected  from  the  members  of  the  Ne- 
braska State  Medical  Association  will  assist  Dr. 
Keegan  and  his  staff  with  these  examinations. 

The  health  exhibits,  lectures,  and  demonstra- 
tions will  be  supervised  by  Dr.  Schulte,  Dean  of 
the  Creighton  Medical  College,  Omaha,  Ne- 
braska. 

The  old  quarters  are  being  re-constructed  ac- 
cording to  modern  medical  ideas  with  clinical  and 
x-ray  laboratories.  In  this  clinic  it  will  be  pos- 
sible to  more  scientifically  examine  the  babies, 
conduct  health  e.xaminations,  inspect  4-H  Club 
boys  and  girls,  and  in  general  coordinate  and 
intensify  health  teaching.  Many  health  organi- 
zations will  cooperate  in  this  work,  including  the 
state  health  department,  the  medical  colleges, 
county  medical  societies,  Nebraska  Tuberculosis 
association.  Red  Cross,  Medical  Department  of 
the  United  States  Army,  city  and  school  visiting 
nurses,  Y.  M.  C.  A.,  Boy  Scouts  and  Camp  Fire 
girls,  and  others. 

The  Nebraska  State  Fair  has  grown  to  enor- 
mous proportions.  It  now  contacts  with  several 
hundred  thousand  people  each  year.  Their 
health  is  of  paramount  importance,  and  it  is 
hoped  that  this  effort  on  the  part  of  the  Nebras- 
ka State  Medical  Association  will  have  a con- 
structive teaching  force  of  very  great  value. 

— J.  S.  Welch,  Lincoln. 
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POTASSIUM  PERMANGANATE  IN  THE 
TREATMENT  OF  PNEUMONIA 

In  the  May  issue  of  the  Annals  of  Internal 
Medicine,  published  by  The  American  College  of 
Physicians,  Dr.  John  U.  Chester  of  Detroit,  Mich., 
reports  on  a series  of  cases  in  which  he  has  had 
very  satisfactory  results  through  the  employment 
of  Potassium  Permanganate.  Using  a standard 
solution, — two  grains  of  the  permanganate  to 
one  and  one-half  pints  of  warm  sterile  water, 
injected  rectally  by  means  of  a funnel  and  cathe- 
ter, the  patient  lying  on  his  left  side,  and  with 
the  intention  of  the  fluid  being  retained.  The 
dosage  was  from  3 to  5 ounces,  given  every  3 or 
4 hours,  for  a period  of  from  8 to  10  days. 

At  Providence  Hospital,  Detroit,  Dr.  Chester’s 
initial  exposition  of  the  drug  was  on  23  cases 
of  lobar  and  broncho  pneumonia.  He  claims  the 
death  rate  was  e.xceptionally  low — there  were  but 
two  deaths.  His  observations  lead  him  to  declare 
that  respiration,  temperature,  and  pulse  rate  con- 
sistently became  normal  in  from  36  to  12  hours, 
and  that  convalescence  was  more  rapid  and  less 
exhaustive  than  is  usually  observed  under  sim- 
ilar conditions  treated  by  more  orthodox  meth- 
ods. At  Eloise  Hospital,  maintained  by  the  local 
poor  commission,  20  severe  cases  were  selected 
at  random.  Ten  of  these  were  treated  by  other 
than  the  Potassium  Permanganate,  and  all  died. 
The  remaining  ten  were  given  varying  doses  of 
the  solution,  and  50  per  cent  of  them  went  on  to 
surprising  recovery.  These  patients  were  all  of 
the  homeless,  indigent  type,  most  of  them  were 
admittedly  chronic  alcoholics,  and  nearly  all  had 
heart  complications  of  long  standing.  Their  vi- 
tality and  powers  of  resistance  had  been  reduced 
to  the  lowest  ebb.  Practically  100  per  cent  mor- 
tality had  been  the  rule  under  similar  conditions 
in  the  past  by  other  methods  of  treatment.  Dr. 
Chester  considers  the  Eloise  cases  the  acid  test. 

There  is  apparently  no  record  of  the  exposi- 
tion of  this  treatment  in  American  medical  litera- 
ture. It  is  an  English  importation.  In  1924, 
it  was  first  used  in  pneumonic  conditions,  the 
British  -Medical  Journal  of  iMarch  7th.  1925,  and 
again  on  March  12th.  1927,  containing  reports 
on  the  work  done  by  Drs.  Nott  and  Roche.  It  is 
noteworthy  to  remark  that  the  results  obtained 
bv  Dr.  Chester  practically  duplicate  in  success 
the  earlier  English  results. 

Not  the  least  interesting  part  of  Dr.  Chester’s 
paper,  are  his  concise  case  histories  and  progress 
notes.  In  addition,  he  reviews  the  chemical  ac- 
tion of  the  drug,  explains  the  method  of  the 
preparation  of  the  solution,  and  outlines  the  best 


modes  of  administration.  He  makes  a plea  for 
further  investigation  of  the  therapy  by  interested 
clinicians  to  the  end  that  a directed  verdict  may 
be  obtained  whether  or  not  the  drug  has  proved 
specific  action  against  the  micro-organisms  of 
pneumonia. 


MEDICAL  FEES  IN  COMPENSATION 
CASES 

“iMedical  fee  schedules,  when  adopted,  should 
conform  to  the  average  charges  for  like  work  in 
the  community.  W'here  there  is  no  official  sche- 
dule and  where  the  fee  is  in  dispute,  the  com- 
mission should  be  empowered  to  decide  the  mat- 
ter.” 

‘‘Official  fee  schedules  have  now  been  adopted 
in  fourteen  states.  This  policy  is  one  of  slow 
growth,  and  its  introduction  doubtless  depends 
largely  on  the  influence  of  the  organized  profes- 
sion in  each  state.  Capable  physicians  cannot  be 
e.xpected  to  sell  their  services  to  compensation 
work  for  a smaller  fee  than  they  command  in 
their  private  practices.  The  increased  security  of 
payment  noted  in  the  Texas  law  might  justify 
a slight  reduction  in  fee  schedules  for  compensa- 
tion cases,  but  this  reduction  should  not  be  suffi- 
cient to  destroy  the  interest  of  capable  physicians 
and  to  attract  only  those  of  mediocre  ability,  or 
worse. 

“If  these  principles  are  adhered  to,  few  cases 
of  disputed  fees  will  arise  in  compensation  work, 
and  where  such  do  arise  the  commission  should 
be  empowered  to  render  final  decision.” 

This  from  page  19,  Special  Report  Number  31, 
Uniform  Medical  Provisions  for  Workmen’s 
Compensation  Acts  in  the  United  States,  by  the 
National  Industrial  Board,  Inc. 

If  the  Uabor  Commissioner  of  Nebraska  would 
embrace  this  broadminded  concept,  the  medical 
profession  would  have  no  complaint  to  make. 

— Czar  Johnson,  Lincoln. 


EDITORIAU  PARAGRAPHS 

Eight  physicians  lost  their  lives  in  the  Cleve- 
land Clinic  disaster. 

Arkansas  has  been  added  to  the  list  of  states 
having  Basic  Science  laws. 

The  Association  of  Military  Surgeons  is  called 
to  meet  at  Denver  Sept.  25. 

A 3%  solution  of  potassium  permanganate  is 
recommended  as  a cure  for  poison  ivy. 

But  two  colleges  of  Homeopathy  remain  in 
this  country  and  but  one  Eclectic  Medical  college. 

The  Clinical  Congress  of  the  American  Col- 
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lege  of  Surgeons  will  be  held  in  Chicago,  October 
14-16. 

From  Russia  comes  a report  of  treating  deaf- 
ness by  giving  the  ears  exercise  in  responding  to 
sound. 

The  A.  M.  A.  meeting  at  Portland,  Oregon, 
July  8-12  promises  to  be  one  of  the  best  ever 
held  on  the  Pacific  Coast. 

The  /.  A.  M.  A.  says  a little  more  than  half 
the  total  number  of  physicians  permitted  to  pre- 
scribe alcoholic  liquors  avail  themselves  of  the 
opportunity. 

In  the  May  Journal  article,  “The  Annual 
Meeting  Forty  Years  Ago,”  by  inadvertance  a 
name  was  given  “Harvey  Millard” ; it  should 
have  read  “Harvey  Link,  Millard.”  This  for  his- 
toric accuracy. 

A new  type  of  x-ray  apparatus,  completely  in- 
sulated in  oil  and  with  all  high  voltage  wires 
completely  eliminated,  and  therefore  shock  proof 
has  been  announced  with  the  installation  of  the 
first  machine  in  New  York  City. 

Further  evidence  that  the  department  of  wel- 
fare under  the  new  head  of  the  bureau  of  health 
is  enforcing  quarantine  laws  comes  from  a case 
in  the  upper  Elkhorn  valley  where  a physician 
was  fined  for  releasing  from  quarantine  before 
the  specified  period. 

Essays  will  be  received  in  competition  for  the 
Samuel  D.  Gross  Prize  of  $1500,  until  January  1, 
1930.  This  prize  is  awarded  every  five  years  to 
the  writer  of  the  best  essay  on  some  subject  in 
Surgical  Pathology  or  Surgical  Practice  founded 
on  original  investigation. 

The  Woman’s  auxiliaries  to  state  medical  as- 
sociations are  wrestling  with  the  problem  of  what 
disposition  to  make  of  widowed  members  of  the 
several  auxiliaries.  The  Pennsylvania  Auxiliary 
suggests  they  be  retained  as  members  as  long  as 
they  remain  doctor’s  widows.  This  seems  sen- 
sible. No  doctor’s  widow  should  be  penalized 
because  of  the  misfortune  of  widowhood. 

Referring  to  a diagnosis  of  “intestinal  flu” 
sometimes  made  by  the  younger  and  therefore 
(supposedly)  better  educated  members  of  the  pro- 
fession a man  of  authority  in  the  medical  pro- 
fession recently  said : “Eor  the  laity  this  may 
mean  a satisfactory  diagnosis,  but  used  by  physi- 
cians it  is  commonly  an  acknowledgement  of  ig- 
norance or  uncertainty  of  the  true  nature  of  the 
illness.”  Let  us  hear  no  more  about  “intestinal 
flu.” 


It  is  announced  that  Dr.  Sanford  Gifford  of 
Omaha  is  to  become  head  of  the  department  of 
ophthalmology  of  Northwestern  University  Med- 
ical School,  Chicago.  Every  Nebraska  physician 
will  take  pride  in  this  recognition  accorded  an 
able  son  of  a famous  father.  It  may  be  safely  as- 
sumed that  it  was  not  a greater  opportunity  to 
make  mone}'  that  decided  Dr.  Sanford  to  sever 
his  connection  with  the  firm  that  bears  his  hon- 
ored father’s  name,  but  rather  the  greater  op- 
portunity to  teach  and  do  research  work. 

In  less  than  40  years  the  average  height  of 
Vassar  students  has  increased  nearly  2 inches. 
The  increase  in  weight  has  been  7 pounds  with  a 
decreasing  rate  of  increase.  The  average  age  of 
freshmen  in  1921-1925  was  eight-tenths  of  a year 
younger  than  in  1891-95.  Notwithstanding 
change  in  costume,  there  has  been  an  increase  in 
girth  of  waist  of  only  one  inch.  Erom  1896  the 
average  number  of  sports  engaged  in  has  risen 
from  2 to  11,  and  the  maximum  number  reported 
by  any  student  from  8 to  22,  says  the  U.  S.  Bu- 
reau of  Education. 

The  CaduccHS  for  1929,  volume  one,  a student 
publication  of  the  University  of  Nebraska  Col- 
lege of  Medicine  is  off  the  press — and  we  like  it. 
It  is  a work  of  art  of  a high  order.  It  traces 
the  history  of  the  college  from  the  organization 
of  the  Omaha  Medical  College  in  1880,  gives  the 
pictures  of  the  early  faculty  members  as  well 
as  the  present  ones,  gives  page  cuts  of  all  the 
deans  and  small  cuts  of  most  of  the  students  of 
the  four  classes  in  the  college  the  past  school 
year,  student  clubs,  the  nursing  school,  the 
library  and  various  other  activities  in  a com- 
prehensive and  dignified  manner. 

The  Eleventh  Decennial  Convention  for  the 
Revision  of  the  Pharmacopea  of  the  United 
States  of  America  is  called  to  meet  at  Washing- 
ton, D.  C.,  May  13,  1930.  “The  members  of  the 
LInited  States  Pharmacopoeial  Convention,  in  ad- 
dition to  the  Incorporators  and  their  associates, 
shall  be  delegates  elected  by  the  following  organ- 
izations in  the  manner  they  shall  respectively  pro- 
vide : Incorporated  Medical  Colleges,  and  Medi- 
cal Schools  connected  with  Incorporated  Colleges 
and  Universities ; Incorporated  Colleges  of  Phar- 
macy, and  Pharmaceutical  Schools  connected  with 
Incorporated  Universities ; Incorporated  State 
Medical  Associations ; Incorporated  State  Phar- 
maceutical Associations ; the  American  Medical 
Association,  the  American  Pharmaceutical  Asso- 
ciation, The  American  Chemical  Society,  the 
National  Association  of  Retail  Druggists,  and  the 
National  Association  of  Boards  of  Pharmacy; 
provided  that  no  such  organization  shall  be  en- 
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titled  to  representation  unless  it  shall  have  been 
incorporated  within  and  shall  have  been  in  con- 
tinuous operation  in  the  United  States  for  at  least 
five  years  before  the  time  fixed  for  the  decennial 
meeting  of  this  corporation.”  “Delegates  ap- 
pointed by  the  Surgeon-General  of  the  United 
States  Army,  the  Surgeon  General  of  the  United 
States  Xavy,  and  the  Surgeon-General  of  the 
United  States  Public  Health  Service,  the  Secre- 
tary of  Agriculture,  the  Secretary  of  Commerce, 
the  Association  of  Official  Agricultural  Chemists, 
the  Association  of  American  Dairy,  Food  and 
Drug  Officials,  the  X'ational  Wholesale  Drug- 
gists’ Association,  the  National  Dental  Associa- 
tion, the  American  Drug  Manufacturers’  Associa- 
tion, the  United  States  Division  of  Customs,  and 
the  University  of  Havana,  and  by  the  organiza- 
tions not  hereinbefore  named  which  were  admit- 
ted to  representation  in  the  Convention  of  1900, 
shall  also  be  members  of  the  corporation.  Each 
body  and  each  branch  of  the  United  States  Gov- 
ernment above  mentioned  shall  be  entitled  to  send 
three  delegates  to  the  meetings  of  this  corpora- 
tion. But  no  such  delegates  as  are  provided  for 
in  this  article  shall  be  members  until  their  cre- 
dentials shall  have  been  examined  and  acted  upon 
as  provided  for  by  the  By-Laws. 


INSTALLATION  OF  THE  PRESIDENT 

Nebraska  State  Medical  Association,  Omaha,  2 p.  m.. 
May  14,  1929. 

H.  E.  POTTER,  M.  D.,  Pairbury,  presiding:  Mem- 

bers of  the  Nebraska  State  Medical  Association;  This 
installation  of  our  President  today  is  an  innovation 
with  our  State  Association  and  is  very  much  in  keep- 
ing with  the  progress  and  advancement  that  our  As- 
sociation has  made  since  its  organization  some  sixty- 
one  years  ago. 

We  are  proud  of  our  medical  pioneers.  We  are 
proud  of  our  men  who  have  made  medical  histoi'y 
for  Nebraska.  There  are  many  of  them.  The  gentle- 
man I am  now  to  present  to  you  is  one  of  the  pion- 
eers of  Nebraska.  He  has  stiven  earnestly  and  dili- 
gently for  the  success  and  advancement  of  our  As- 
sociation. All  of  you  know  him.  He  needs  no  in- 
troduction to  you,  and  yet  I have  been  delegated  to 
do  the  conventional  at  this  time,  and  so  it  is  with 
pride  and  w’ith  pleasure  that  I introduce  to  you  Dr. 
Bailey,  who  will  introduce  our  President. 

B.  F.  BAILEY,  M.  D.,  Lincoln,  Nebraska.:  Mr.  Chair- 
man and  Members  of  the  Nebraska  State  Medical 
Association:  The  gentleman  whom  I shall  introduce 
came  to  this  state  in  1885.  I came  to  this  state  in 
1886.  I came  from  the  far  east,  and  was  told  I could 
live  but  a year,  .and  weighing  one  hundred  twenty 
pounds.  I liked  Nebraska.  I liked  the  outlook.  It 
was  so  good  I made  up  my  mind  I would  not  die, 
but  would  stay  with  it  a while.  It  seemed  to  me 
this  place  must  be  lilte  heaven,  where  they  say  there 
are  no  doctors.  I did  find  a few — Drs.  Gifford,  Jonas, 
Aiken,  and  one  whom  I shall  introduce  today. 

Through  all  these  years  I have  watched  these  men 
stand  shoulder  to  shoulder,  striving  for  higher  ideals 
in  the  medical  profession.  I have  seen  institutions 
that  were  a disgrace  to  the  state  wiped  away,  educa- 
tional advantages  advanced,  and  everything  done  in 
this  state  by  the  State  Medical  Association  and  by 


the  acts  of  these  men  who  began  so  well  this  work. 
I am  proud  wherever  I go  back  in  the  old  New  Eng- 
land home  to  say  I am  from  Nebraska.  I am  glad  to 
tell  them  what  has  been  done  here.  They  do  not  all 
believe  it,  but  they  believe  as  much  as  we  do  about 
California — and  more  of  it  is  true. 

It  is  a great  pleasure  to  introduce  one  who  has  done 
his  very  best  to  make  for  us  the  splendid  medical 
standards  which  prevail  in  Nebraska  today.  It  is  a 
pleasure  to  present  to  you  your  President,  Dr.  F.  S. 
Owen,  of  Omaha. 

F.  S.  OWEN,  M.  D.,  President,  Nebraska  State 
Medical  Association,  Omaha,  Nebr.:  I feel  it  is  fitting 
on  this  occasion  that  I again  express  my  deep  ap- 
preciation of  the  honor  of  being  selected  to  serve 
as  your  president  for  the  coming  year — the  greatest 
honor  that  can  come  to  an  individual  from  the  mem- 
bers of  the  medical  profession  of  his  state. 

When  I view  the  list  of  names  of  worthy  men  who 
have  preceded  me  in  this  office  I hope  I may  be  par- 
doned for  the  feeling  of  pride  which  I experience  when 
I see  my  name  added  to  the  list.  I may  fail  to  live 
up  to  the  traditions  of  my  predecessors;  I may  fail 
to  do  all  you  expect  of  me;  but  I will  not  fail  to  do 
my  best  in  carrying  out  the  duties  and  obligations 
of  the  office. 

When  I look  over  the  large  assemblage  gathered 
here  today  I am  reminded  of  another  state  meeting 
which  took  place  some  years  ago.  Today  our  register 
shows  there  are  over  400  present;  the  register  of 
that  occasion  showed  there  were  about  thirty-six.  The 
question  at  once  comes  to  my  mind;  What  influence 
has  been  at  work  to  cause  the  marked  increase  in 
attendance?  It  cannot  be  accounted  for  by  the  na- 
tural increase  in  the  number  of  physicians  of  the 
state,  as  they  have  not  increased  twelve  fold  as  the 
comparative  attendance  of  the  two  meetings  might 
lead  us  to  believe.  Therefore,  it  must  be  due  to  a 
general  awakening  and  increase  of  interest  in  medi- 
cal matters  that  has  taken  place  throughout  the 
state.  What  has  caused  this  awakening?  My  answer 
is,  it  is  largely  due  to  the  organization  and  main- 
tenance of  our  county  medical  societies.  They,  after 
all,  are  the  basic  units  of  medical  activities  of  the 
state.  Hence  the  more  active  and  stronger  the  units 
are  the  better  will  our  state  organization  the  strong- 
er will  be  our  meetings.  We  have  no  complaint  to 
make  about  our  state  meetings;  we  are  proud  of 
them.  They  stand  well  up  in  the  front  ranks  of 
those  of  other  states,  but,  should  we  not  do  better? 
If  all  the  component  county  societies  were  relatively 
as  active  as  the  few,  it  would  add  immensely  to  the 
strength  of  our  organization  and  this  added  strength 
would  be  reflected  in  our  state  meetings.  Hence  the 
amount  of  activity  manifested  in  our  various  county 
societies  becomes  an  important  question  to  all  of  us. 
Therefore  I feel  it  will  not  be  out  of  place  at  this 
time  for  me  to  discuss  briefly  one  or  two  of  the 
underlying  causes  of  the  lack  of  activity  that  prevails 
in  a considerable  number  of  our  counties. 

I am  told  on  good  authority  that  50%  or  less  of 
our  counties  hold  regular  meetings,  that  the  other 
50%  hold  meetings  very  irregularly,  if  at  all.  Every 
county  in  the  state,  which  has  five  or  more  qualified 
physicians,  should  have  a living  society  which  should 
hold  its  meetings  at  regularly  appointed  dates 
throughout  the  year. 

We  find  living,  active  societies  in  most  of  our 
more  densely  populated  counties,  especially  in  those 
having  cities  and  large  towns,  but  in  those  having 
wider  spaces  and  smaller  towns  we  find  the  society 
spirit  more  often  not  so  active,  indeed  in  some  in- 
stances apathetic. 

The  reasons  for  the  weakness  of  many  are  due 
mainly  to  two  causes.  First,  we  find  a few,  for- 
tunately only  a few,  which  harbor  politics  within  the 
ranks  of  their  members.  Politics  and  cliques  have 
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no  place  in  a medical  society.  Their  blighting  influ- 
ence will  cause  large  societies  to  degenerate,  and  the 
smaller  ones  to  wilt  and  die.  Second,  we  find  the 
cause  in  most  societies  is  due  to  lack  of  sufficient 
incentive  to  interest  and  hold  their  membership. 
Hence,  how  to  make  it  sufficient  becomes  the  im- 
portant question.  The  best  way  to  meet  this  ques- 
tion, in  my  opinion,  is  for  each  society  to  devote  it- 
self to  the  development  of  its  own  members.  To  do 
this  they  must  be  put  to  work. 

There  are  two  pretty  well  defined  classes  of  mem- 
bers. One  prefers  to  sit  and  listen;  the  other  pre- 
fers to  stand  and  act.  In  the  ranks  of  those  who 
prefer  to  listen  are  put  as  good  brains  and  qualifica- 
tions as  in  the  ranks  of  the  active,  but  a natural 
reticence  and  timidity  keep  these  attributes  in  the 
background.  They  may  not  volunteer  to  act  but  if 
invited  to  do  so,  you  will  be  surprised  how  many  of 
them  will  respond.  Large  societies  usually  have  lit- 
tle trouble  in  filling  their  programs  by  calling  for 
volunteers.  With  smaller  societies  this  method  too 
often  meets  with  failure  and  other  means  must  be 
invented.  To  this  end  I would  recommend  that  the 
secretary  of  every  society  in  the  state  not  later  than 
August  should  meet  with  the  program  committee  of 
which  he  should  also  be  a member,  to  make  plans 
and  formulate  the  programs  for  the  ensuing  year. 
For  large  societies  a call  for  volunteers  will  doubt- 
less suffice,  but  for  small  societies  each  member 
should  be  assigned  a definite  date  when  he  is  ex- 
pected to  appear  with  a paper,  a case  report  or 
something  of  interest  to  the  membership.  Other 
plans  will  suggest  themselves  to  the  resourceful  sec- 
retary, such  as  joint  meetings  with  contiguous  coun- 
ties, social  entertainments,  etc.,  but  that  can  safely 
be  left  to  him  and  I feel  that  our  meetings,  large  and 
small,  will  prove  successful  in  every  sense  of  the 
word. 


A SUGGESTION  TO  COUNTY  AUXILIARIES 

Before  your  next  meeting  send  to  United  States 
Bureau  of  Child  Welfare,  Washington,  D.  C.,  for  a 
copy  of  the  Sheppard-Towner  Bill  and  get  the  rea- 
sons offered  why  it  should  be  extended  another  five 
years  and  the  benefits  from  it  up  to  date.  Then  write 
to  the  American  Medical  Association,  Chicago,  for 
their  reasons  for  opposing  the  Sheppard-Towner  Bill 
and  ask  them  what  they  have  to  offer  to  take  the 
place  of  this  educational  bill. 

The  best  way  to  bring  this  before  your  members 
will  be  with  an  old-fashioned  debate.  Choose  two 
leaders  and  they  in  turn  choose  members  for  their 
sides. 

It  is  surprising  how  many  doctors’  wives  (and  pos- 
sibly doctors  too),  have  not  even  heard  of  the  bill. 

Study  the  bill  from  both  sides;  then  when  the  bill 
is  discussed  in  other  organizations  of  which  you  are 
members,  you  can  discuss  the  matter  intelligently. 

— Mrs.  F.  A.  Long,  Madison. 


GRADUATES,  CREIGHTON  UNIVERSITY  COL- 
LEGE OF  MEDICINE,  1929,  AND  INTERNSHIPS 

Thomas  Brennan,  David  Gros,  Thomas  McCurdy, 
Arnold  McDermott,  Reynold  J.  O’Donnell,  Lowell  B. 
Privet,  Paul  J.  Sullivan,  Harry  E.  Stuckenhoff,  St. 
Joseph’s,  Omaha;  William  M.  Dendinger,  John  A.  Lik- 
en, M.  V.  Popelar,  S.  Dale  Porter,  St.  Catharine’s. 
Omaha. 

Dr.  R.  H.  Adams,  French  hospital,  San  Francisco; 
Dr.  .1.  Bolkavotz,  St.  Alexis  hospital,  Cleveland;  Dr. 
W.  J.  Bierman,  St.  Francis  hospital,  Wichita,  Kan.; 
Dr.  R.  E.  Britt,  Highland  hospital,  Oakland,  Calif.; 
Dr.  E.  J.  Buckley,  St.  Luke  hospital,  San  Francisco; 
Dr.  I.  C.  Carlino,  St.  Joseph  hospital,  Yonkers,  N.  Y.; 


Dr.  C.  J.  Duling,  St.  Joseph  hospital,  Sioux  City,  la.; 
Dr.  C.  J.  Ebner,  St.  Vincent  hospital,  Portland,  Ore.; 
Dr.  A.  P’air,  Sinai  hospital,  Baltimore;  Dr.  R.  Friel, 
St.  Mary  hospital,  San  Francisco;  Dr.  E.  C.  Faulkner, 
San  IVancisco  County,  San  Francisco;  Dr.  J.  I>.  Gard- 
iner, St.  Paul  hospital,  Dallas,  Tex.;  Dr.  L.  W.  Graff, 
St.  Louis  City  and  County,  St.  Louis;  Dr,  R.  J.  Gully. 
Public  Health  service,  Chicago;  Dr.  D.  W.  Hand,  I’ub- 
lic  Health  service,  San  Fiancisco;  Dr.  L.  J.  Happe, 
St.  Mary  hospital,  Minneapolis;  Dr.  .T.  J.  Haun,  St. 
.loseph’s  hospital,  San  Francisco;  Dr.  W.  L.  Herbert, 
St.  Mary  hospital,  Minneapolis;  Dr.  G.  L.  Kaiser, 
Charity  hospital.  New  Orleans;  Dr.  M.  E.  Kallman, 
Colorado  Psychopathic  hospital,  Denver;  Dr.  R.  J. 
Keenan,  Methodist  hospital,  Los  Angeles;  Dr.  J.  G. 
Kruml,  Mercy  hospital,  Des  Moines;  Dr.  J.  M.  Krupa, 
Westside  hospital,  Chicago;  Dr.  H.  E.  Kully,  Cincin- 
nati General  hospital,  Cincinnati;  Dr.  J.  H.  McPharlin, 
St.  Joseph  hospital,  San  Francisco;  Dr.  F.  E.  Mork, 
St.  Mary  hospital,  Minneapolis;  Dr.  R.  T.  O’Neill,  St. 
.Tames  hospital,  Butte,  Mont.;  Dr.  H.  B.  Paulson,  Good 
Samaritan  hospital,  Portland,  Ore.;  Dr.  W.  A.  Peter- 
son. Good  Samaritan  hospital,  Portland,  Ore.;  Dr.  M. 
A.  Premo,  St.  Joseph  hospital,  San  JYancisco;  Dr.  H. 
M.  Radmon,  Sinai  hospital,  Baltimore;  Dr.  H.  F.  Rohs, 
Good  Samaritan  hospital,  Cincinnati;  Dr.  B.  Slutzky, 
St.  Vincent  hospital,  Portland,  Ore.;  Dr,  R.  B.  Toller, 
St.  Luke  hospital,  San  Francisco;  Dr.  John  Trautman, 
U.  S.  P.  H.  S.,  Chicago;  Dr.  R.  J.  Van  Wagenen,  St. 
Alexis  hospital,  Cleveland. 


GRADUATES,  UNIVERSITY  OF  NEBRASKA  COL- 
LEGE OF  MEDICINE,  1929,  WITH  INTERN- 
SHIP APPOINTMENTS 

Anderson,  Otis  L.,  U.  S.  Marine  Hospital,  No.  1, 
Baltimore,  Maryland. 

Aten,  Eugene  L.,  Ancker  Hospital,  St.  Paul,  Minn. 

Banister,  Edwin  B.,  Swedish  Covenant  Hospital, 
Chicago,  111. 

Bollig,  Harold  L.,  Methodist  Hospital  of  Southern 
California,  Los  Angeles,  Calif. 

Bozarth,  Elton  P.,  Methodist  Hospital  of  Southern 
California,  Los  Angeles,  Calif. 

Brown,  Harold  I.,  U.  S.  Naval  Hospital. 

Bruning,  Edward  F.,  Methodist  Hospital,  Omaha, 
Nebr. 

Busby,  Lauren  F.,  University  Hospital,  Omaha, 
Nebr. 

Calvert,  John  H.,  Henry  Ford  Hospital,  Detroit. 
Michigan. 

Coder,  Harold  E.,  Letterman  Hospital,  San  Fran- 
cisco, Calif. 

Daily,  Kaho,  Evangelical  Covenant,  Omaha,  Nebr. 

Dillenbeck,  Floyd  E.,  University  Hospital,  Omaha, 
Nebr. 

Donelan,  James  P.,  Swedish  Immanuel,  Omaha, 
Nebr. 

Drdla,  Theodore,  Murray  Hospital,  Butte,  Mon- 
tana. 

Gairdner,  Thomas  M.,  Long  Island  College  Hospital, 
Brooklyn,  N .Y. 

Glathar,  Albert  W.,  Colorado  General,  Denver,  Colo. 

H.  J.  Green,  Seattle  General  Hospital,  Seattle. 
Washington. 

M.  C.  Green,  St.  Joseph  Hospital,  Kansas  City,  Mo. 

Guildner,  Charles  W.,  Multnomah  Hospital,  Port- 
land, Oregon. 

Gwinn,  Allen  C.,  Tacoma  General  Hospital,  Tacoma, 
Washington. 

Halliday,  Arthur  B.,  Maria  Baird  Deaconness,  Spo- 
kane, Washington. 

Hamsa,  William  R.,  Evangelical  Covenant  Hospital, 
Omaha,  Nebr. 

Hansen,  Douglas  E.,  Holy  Cross  Hospital,  Salt 
Lake  City,  Utah. 
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Heiles.en,  William  E„  King  County,  Seattle,  Wash- 
ington. 

Hurdum,  Herman  M.,  Llniversity  Hospital,  Omaha, 
Nebr. 

Karrer,  Frederick  M.,  Ancker  Hospital,  St..  Paul, 
Minn. 

Katsuki,  Sanford  M.,  Methodist  Hospital,  Omaha, 
Nebraska. 

Larsen.  Harold  V.,  Seattle  Gen.  Hospital,  Seattle, 
Washington. 

Lewis,  E.  V..  Lincoln  General  Hospital.  Lincoln, 
Nebraska, 

Luscombe,  Harold  B.,  Letterman  General  Hospital, 
San  Francisco,  California. 

McAlister,  Lawrence  S.,  Jennie  Edmundson,  Council 
Bluffs,  Iowa. 

Madsen,  Charles  C.,  Immanuel  Hospital.  Omaha. 
Nebraska. 

:Malzacher,  John  W.,  Columbus  Hospital,  Seattle. 
Washington. 

Mechtenberg,  Wm.  R.,  Chicago  Memorial  Hospital, 
Chicago,  Illinois. 

Miller,  Harold  N.,  St.  John’s  Hospital,  Cleveland, 
Ohio. 

Moes,  Robert  J.,  California  Lutheran  Hospital,  Los 
Angeles,  California. 

Murphy,  Francis  J.,  Grasslands  Hospital,  Valhalla, 
New  York. 

Myers,  Dr.  J.  T.,  University  of  Nebraska  College  of 
Medicine.  Omaha. 

Norall,  Victor  D.,  Methodist  Hospital,  Omaha,  Nebr 

Nuss,  Herman  V.,  Lutheran  Hospital,  Beatrice, 
Nebraska. 

Porter,  Horace  H.,  Missouri  Methodist  Hospital,  St. 
Joseph,  Minnouri. 

Porter,  Steven  A.,  Providence  Hospital,  Seattle, 
Washington. 

Ragan,  Lloyd  E.,  Immanuel  Hospital,  Omaha,  Nebr. 

Rice,  Raymond  M.,  Clarkson  Hospital,  Omaha,  Ne- 
braska, and  Cleveland  City  Hospital,  Cleveland,  Ohio. 

Rodwell,  Robt  L.,  Lincoln  General  Hospital,  Lincoln, 
Nebraska. 

S.axton,  Alton  .1.,  King  County,  Seattle,  Washington. 

Schroeder,  Ralph  L.,  Douglas  County  Hospital, 
Omaha.  Nebraska. 

Simonsen,  Marie,  Lutheran  Hospital,  St.  Louis,  Mo. 

Smith,  Clifford  L.,  Swedish  Hospital,  Seattle,  Wash. 

Smith,  Merle  E.,  Hillman  Hospital,  Birmingham, 
Alabama. 

Stander,  Thomas  R.,  Clarkson  Hospital,  Omaha,  Ne- 
braska. 

Stibal,  Jerrold  F.,  Highland  Park  General,  Highland 
Park.  Michigan. 

Stillinger,  Cecil  G.,  U.  S.  Public  Health. 

Strowbridge,  Philip  M.,  Los  Angeles  General  County 
Hospital,  Las  Angeles,  California. 

Teal,  Frederick  F.,  Jr.,  Wesley  Memorial  Hospital, 
Chicago,  Illinois. 

Thompson,  C.  Edward,  Henry  Ford  Hospital,  De- 
troit, Michigan. 

Tipton,  Paul  W.,  Covenant  Hospital,  Omaha,  Nebr. 

Tollman,  .James  P.,  Peter  Bent  Brigham,  Boston, 
Mass. 

Troup,  Wilson  J.,  Long  Island  College  Hospitai, 
Brooklyn,  N.  Y. 

Tucker,  Guy  J.,  Ford  Hospital,  Detroit,  Michigan. 

Turner,  William  D.,  King  County,  Seattle,  Wash. 

Tyson,  Roland  W.,  Northern  Pacific,  Tacoma,  Wash. 

Waltemath,  Glen  F.,  Gorgas  Hospital,  Ancon,  Canal 
Zone. 

Weigand,  Clayton  G.,  Clarkson  Memorial,  Omaha, 
Nebraska. 

Wengert,  Dorwin  B.,  Bell  Memorial  Hospital,  Kan- 
sas City,  Kansas. 

We.ssly,  William  D.,  Mt.  Zion  Hospital,  San  Fran- 
cisco, California. 

Whittier,  LaMont,  Gorgas  Hospital,  Ancon,  Canal 
Zone. 


Winkle,  Vernon  M.,  Clarkson  Hospital,  Omaha,  Ne- 
braska. 

Worthman,  Herbert  W..  Louisville,  Nebraska. 
Wyatt,  Merlin  R.,  Methodist  Hospital,  Omaha,  Ne- 
braska. 

Yoder,  Wray  A.,  Covenant  Hospital,  Omaha,  Nebr. 
Lewis,  James  T.,  General  Hospital  No.  2,  Kansas 
City,  Missouri. 


THE  SOCIETIES 

Members  of  the  Gage  County  Medical  Society  were 
guests  of  the  Lancaster  County  Medical  Society  at  a 
dinner  and  meeting  May  17.  Members  of  the  visiting 
organization  made  short  talks.  Twelve  Gage  county 
doctors  attended. 

The  dinner  was  held  at  the  University  club  and 
the  regular  monthly  meeting  at  the  headquarters  in 
the  Sharp  building.  Speakers  were  Doctors  Waddell, 
Rush,  Judd  and  Tucker  of  Beatrice.  Dr.  Roscoe  Smith 
presided. 

The  semi  annual  meeting  of  the  Republican  Valley 
and  10th  Councilor  District  Medical  Society  was  held 
at  McCook,  Nebr.,  May  29  with  40  members  attending. 
A three-inch  rain  over  the  Republican  Valley  the 
morning  of  the  meeting  cut  attendance  in  half.  Din- 
ner was  served  to  the  physicians  and  wives  at  the 
Keystone  Hotel  where  we  were  welcomed  by  an  ad- 
dress by  Mr.  L.  A.  Kiplinger.  This  was  answered  by 
the  famous  orator  of  Hastings,  Nebr.,  Dr.  J.  V.  Begh- 
tol.  The  program  given  in  the  assembly  hall  of  the 
hotel  was  of  intense  interest  and  the  contributors  had 
been  at  great  pains  to  bring  short  but  meaty  papers 
to  the  society  all  laying  great  stress  on  what  can  be 
accomplished  by  the  general  man  without  extensive 
laboratory  help  in  diagnosis  and  treatment  of  relative- 
ly uncommon  conditions. 

Program  follows: 

Doctor  A.  D.  Munger,  Lincoln,  Nebr. 

Ureteral  Calculus  and  Management  and  End  Re- 
sults 100  cases. 

Doctor  Geo.  W.  Covey,  Lincoln,  Nebr. 

Coronary  Occulusion  with  demonstrations  of  patho- 
logical specimen. 

Doctor  Harry  H.  Everett,  Lincoln,  Nebr. 

Surgical  Pancreatitis. 

— L.  F.  Egen,  M.  D.,  Secretary. 

The  Madison  Five  Counties  Medical  Society  meeting 
was  held  at  Pierce,  May  28th,  following  a dinner  serv- 
ed by  the  young  ladies  of  the  town  in  the  domestic 
science  rooms  of  the  high  school  building.  Twenty- 
five  physicians  and  their  ladies  were  present. 

Dr.  Walter  Benthack,  Pierce,  read  a paper  on  the 
“X-Ray  in  Skin  Diseases.’’  He  traced  the  discovery 
and  development  of  the  x-ray  and  gave  a number  of 
case  reports  of  skin  lesions  successfully  treated  by 
x-ray. 

Dr.  Clyde  Moore,  Omaha,  gave  a paper,  on  “Ear  In- 
fections as  a Factor  in  Nutrition  of  Children.”  Mas- 
toid and  middle  ear  infections  are  responsible  for 
many  cases  of  gastro-intestinal  upsets  in  children  as 
well  as  for  acute  bronchial  and  pneumonic  conditions, 
as  is  proven  by  the  prompt  relief  afforded  by  drainage 
of  the  middle  ear  ,and  mastoid  cells.  Dr.  C.  R.  Ken- 
nedy, Omaha,  gave  a screen  lecture  on  “Congenital 
Pyloric  Stenosis.”  Dr.  Kennedy’s  drawings  were  of  a 
high  order  and  the  subject  was  presented  in  a very 
lucid  manner. 

The  Saline  County  Medical  Society  held  its  “annual 
round-up”  meeting  at  Friend,  June  4,  those  attending 
being  the  guests  of  Drs.  Frank  Hamilton  and  Rodney 
Johnson.  Every  year,  once,  the  doctors  from  all  the 
surrounding  towns  outside  of  the  county  are  invited. 

The  subject  for  discussion  was  Syphilis.  Dr. 

Rush  presented  the  History,  Dr.  H.  M.  Eisner  the 
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Pathology,  Dr.  L.  J.  Owen  the  Modern  Treatment, 
while  Dr.  M.  F.  Arnholt  presented  the  angle  of  the 
City  Physician  and  Dr.  P.  H.  Bartholomew  the  angle 
of  the  United  States  Public  Health  Service.  The 
printed  program  was  gotten  up  in  shape  of  a coffin. 


HUMAN  INTEREST  TALES 

Dr.  J.  F.  Maloney  has  moved  from  Omaha  to 
Liberty. 

Dr.  Victor  Levine,  Omaha,  spoke  at  the  Benson 
Parent-Teacher  association  May  13,  on  Nutrition  and 
Health. 

Dr.  E.  C.  Foote  and  family,  Hastings,  returned  from 
study  in  India  and  a trip  around  the  world  the  latter 
part  of  May. 

Dr.  Olga  Stastny,  Omaha,  spoke  on  Health  before 
the  Fremont  Business  and  Professional  Women’s  club 
dinner  May  20. 

Dr.  D.  D.  Davis,  Liberty,  has  disposed  of  his  inter- 
ests and  will  locate  in  Colorado. 

Dr.  C.  W.  Way,  Waterloo,  spent  the  month  of  June 
at  Rochester  and  Chicago  clinics. 

Dr.  Henry  Farrell,  Kearney,  has  gone  to  London 
and  Vienna  clinics  for  several  months  stay. 

Dean  J.  J.  Keegan  of  the  University  of  Medicine 
submitted  to  an  appendectomy  late  in  May. 

The  marriage  of  Dr.  Harvey  L.  Clarke,  Jr.,  and  Miss 
Beverly  Wurtelle,  North  Platte,  May  22,  is  announced. 

Dr.  L.  F.  Chapman  and  family,  West  Point,  are  on 
an  extended  auto  trip  for  the  benefit  of  the  doctor’s 
health. 

The  license  of  Dr.  Don.  Smith,  Wilsonville,  revoked 
by  the  department  of  welfare,  was  restored  by  the 
district  court. 

Dr.  P.  A.  De  Ogny,  Milford,  was  elected  president 
of  the  Nebraska  State  Eclectic  Medical  association 
at  the  annual  meeting  in  Lincoln,  May  22. 

Dr.  Margaret  Hammond  of  Lincoln  was  elected 
president  of  the  Nebraska  Association  of  Medical 
Women  at  the  annual  meeting  in  Omaha,  in  May. 

The  new  Scottsbluffs  Clinic  building  of  17  rooms 
has  been  opened.  Drs.  N.  H.  Rasmussen,  T.  E.  Riddell, 
and  .1.  N.  Stoops  together  with  a dentist  comprise  the 
clinic. 

Dr.  C.  S.  Shook,  native  Omahan,  captain  in  the 
aviation  medical  corps,  visited  in  Omaha  recently 
while  enroute  from  Schofield  Barracks,  Honolulu,  aft- 
er three  years  service,  to  service  at  Langley  Field,  Va. 

Dr.  Frank  S.  Nicholson,  St.  Paul,  was  the  victim 
of  an  auto  accident  while  returning  from  a night 
call  in  the  country,  resulting  in  severe  injuries  and  a 
much  damaged  car.  Momentarily  dosing  is  supposed 
to  have  been  the  cause  of  the  accident. 


NECROLOGY 

G.  A.  Flippin,  (Colored),  Stromsburg,  Nebr.;  Uni- 
versity of  Illinois  College  of  Medicine,  1900;  practi- 
tioner at  Stromsburg,  for  some  years;  in  the  early 
nineties  one  of  the  first  great  Cornhusker  football 
players  of  the  University  of  Nebraska;  once  elected 
captain  of  the  football  team;  died  May  15  of  organic 
heart  disease  following  an  attack  of  influenza,  aged 
about  sixty-one  years. 

William  W.  Bowser,  Omaha,  Nebr.;  University  Med- 
ical College  of  Kansas  City,  1911;  practitioner  of  Oma- 
ha since  graduation;  died  after  an  illness  of  three 
years,  June  3,  1929,  aged  about  sixty-three  years. 

L.  E.  Sleeper,  Chicago;  Northwestern  Universit.v 
Medical  School.  1904;  practitioner  first  at  Crawford 
and  later  at  Alliance,  Nebr.,  doing  eye,  ear,  nose  and 
throat  work,  until  about  three  years  ago  when  failing 
health  compelled  removal  to  Chicago,  his  former 
home;  died  May  25,  1929,  aged  about  fifty-two  years. 
Interment,  Crawford,  Nebr. 


BOOKS  RECEIVED 

Diseases  of  the  Thyroid  Gland,  by  Arthur  E.  Hertz- 
ler,  M.  D.,  with  a chapter  on  Hospital  Management  of 
Goiter  Patients,  by  Victor  E.  Chesky,  M.  D.  Cloth,  8 
mo.,  279  pages  with  illustrations.  Price  $7.50.  The 
C.  V.  Mosby  Co.,  St.  Louis.  1929. 

The  Physiology  of  Love,  by  George  M.  Katsainos, 
Ph.  D.,  M.  D.  Cloth,  8 mo.,  326  pages.  Price  $4.00. 
Privately  printed  at  Boston,  Mass.,  1929. 

Devils,  Drugs  and  Doctors,  by  Howard  W.  Haggard, 
M.  D.  Cloth,  8 mo.,  396  pages  with  many  illustra- 
tions from  original  sources.  Harper  & Brothers,  New 
York  and  London.  1929. 

Diseases  and  Deformities  of  the  Spine  and  Thorax, 
by  Arthur  Steindler,  M.  D.,  F.  A.  C.  S.  Cloth.  8 mo., 
560  pages  with  76  plates.  Price  $12.50.  The  C.  V. 
Mosby  Company,  St.  Louis.  1929. 

The  Injection  Treatment  of  Hemorrhoids,  by  Charles 
Conrad  Miller.  Cloth,  8 mo..  121  pages  with  illustra- 
tions. Modern  Surgery  Publications,  Chicago,  1929. 

Tuberculosis  and  How  to  Combat  It,  by  Francis  M. 
Pottenger,  A.  M.,  M.  D..  LL.  D.,  F.  A.  C.  P.  Cloth. 
8 mo.,  266  pages.  Second  Edition.  Price  $2.00.  The 
C.  V.  Mosby  Co.,  St.  Louis,  1928. 

Injection  Treatment  of  Internal  Hemorrhoids  by 
Marion  C.  Pruitt,  M.  D.,  L.  R.  C.  P.,  S.  (Ed.),  F.  R. 
C.  S.,  (Ed.),  F.  A.  C.  S.  Cloth,  8 mo.,  133  pages  with 
illustrations.  Price  $3.00.  The  C.  V.  Mosby  Co.,  St. 
Louis,  1929. 

The  Technic  of  Local  Anesthesia,  by  Arthur  E. 
Hertzler,  A.  M.,  M.  D.,  Ph.  D.,  LL.  D.,  F.  A.  C.  S. 
Cloth,  8 mo.,  278  pages.  Fourth  Edition,  with  146  il- 
lustrations. Price  $6.00,  the  C.  V.  Mosby  Co.,  St. 
Louis,  1928. 

Youthful  Old  Age,  by  Walter  M.  Gallichan.  Cloth, 
8 mo.,  236  pages.  Price  $2.50.  The  Macmillan  Com- 
pany, New  York,  1929. 

Edema  and  Its  Treatment,  by  Herman  Elwyn,  M.  D. 
Cloth,  8 mo.,  160  pages.  Price  $2.50.  The  Macmillan 
Compay,  New  York,  1929. 


BOOKS  REVIEWED 

ANNUAL  REPRINT  OF  THE  REPORTS  OF  THE 
COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION  FOR 
1928:  Cloth.  Price  postpaid,  $1.00.  Pp.  175.  Chicago: 
American  Medical  Association,  1929. 

This  book  is  a great  deal  more  than  a mere  record 
of  the  negative  actions  of  the  Council  on  Pharmacw 
and  Chemistry.  It  gives  in  full  the  reasons  for  the 
Council's  rejection  of  various  proparati'ons,  but  it  also 
records  results  of  the  Council’s  investigations  of  new 
medicinal  agents  not  yet  out  of  the  experimental 
stage,  and  frequently  contains  reports  on  general  ques- 
tions concerned  with  the  advance  of  rational  drug 
therapy.  All  three  categories  of  reports  are  repre- 
sented in  the  present  volume. 

Among  the  reports  on  products  that  have  been  de- 
nied admission  to  New  and  Nonofficial  Remedies  arc 
those  on  Sanarthrit  and  Telatuten,  two  preparations 
of  animal  tissue,  of  indefinite  composition,  proposed 
for  use  in  arthritis  and  arteriosclerosis  respectively; 
on  Clauden,  a combination  of  lipoids  and  undefined 
proteins,  proposed  for  use  as  a hemostatic;  on  Hart's 
Alimentary  Elixir  of  Beef,  a liquid  medicinal  food, 
“fortified”  with  glycerophosphates;  on  Alucol,  claimed 
to  be  colloidal  aluminum  hydroxide  and  marketed  un- 
der this  nondescriptive  name;  on  Oxo-Aate  and  Oxo- 
Ate  B,  claimed  to  be  the  ammonium  and  calcium 
salts,  respectively,  of  orthoiodoxybenzoic  acid  and 
marketed  under  these  proprietary,  nondescriptive 
names;  on  Terpezone,  stated  to  be  pinene  ozonide  and 
marketed  with  exaggerated  and  unwarranted  claims; 
on  Vitalipon,  an  unscientific  and  indefinite  mixture 
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of  lipoids  claimed  to  be  extracted  from  “vegetable  and 
animal  embrj-onic  organs";  on  Kalak  Water,  a solu- 
tion containing  sodium  bicarbonate  with  many  other 
ingredients  of  questionable  utility,  marketed  under  a 
non-descript  ive  name  with  unwarranted  therapeutic 
claims;  on  Eu-Med,  Aerosan  Tablets,  and  Thyangol 
Pastilles,  three  shotgun  mixtures  from  Germany. 

Among  the  preliminary  reports  are  those  on  IMetra- 
zol,  which  has  now  been  admitted  to  New  and  Non- 
official Remedies;  on  Phenylaminoethanol  sulphate,  a 
newly  synthesized  ephedrine  substitute;  on  Ovarial- 
hormon  Folliculin  Menformon,  the  ovarian  prepara- 
tion originated  by  Dr.  Laqueur  of  Amsterdam;  and 
on  Heparmone,  a liver  preparation. 

The  special  report  dealing  with  dextrose  solutions 
containing  cresol  and  intended  for  intravenous  ad- 
ministration is  a note-worthy  example  of  the  third 
category  of  Council  reports  we  have  mentioned. 

NEW  AND  NONOFFICIAL  REMEDIES,  1929,  con- 
taining descriptions  of  the  articles  which  stand  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  ;Medical  Association  on  Jan.  1,  1929. 
Cloth.  Price,  postpaid,  |1.50.  Pp.  488;  xlviii.  Chica- 
go: American  Medical  Association. 

This  book  offer's  a solution  to  the  problem  of  the 
busy  physician  who  is  daily  importuned  by  “detail” 
men  to  try  the  thousand  and  one  new  preparations 
brought  out  by  enterprising  manufacturers  of  pharma- 
ceuticals. If  the  preparation  in  question  is  not  de- 
scribed in  New  and  Nonofficial  Remedies,  it  is  quite 
safe  to  refuse  to  try  it  no  matter  how  alluring  the 
salesman’s  talk.  The  book  contains  descriptions  of 
those  new  preparations  which,  after  painstaking  ex- 
aminations, the  Council  on  Pharmacy  and  Chemistry 
has  found  worthy  of  recognition  and  of  trial  by  the 
medical  profession.  It  is  revised  each  year  to  bring 
it  up  to  date  with  the  best  medical  thought  and  to  in- 
clude the  new  preparations  that  have  been  recognized 
during  the  year  as  well  as  to  delete  those  which  have 
been  found  not  to  live  up  to  their  promise  of  therapeu- 
tic value. 

In  this  edition  there  appears  for  the  first  time  an 
article  on  liver  preparations  and  their  therapeutic 
use.  The  articles  on  ergot,  metallic  peroxides,  pitui- 
tary gland,  and  radium  and  radium  salts  have  been 
considerably  revised.  Among  the  new  prapartions 
which  have  been  included  in  this  edition  are:  Diph- 
theria toxoid,  which  is  the  toxin  of  diphtheria  so 
modified  by  treatment  with  formaldehyde  as  greatly 
to  reduce  its  toxicity  yet  preserving  its  antitoxic 
power;  metrazol,  another  proposed  substitute  for 
camphor;  liver  extract  No.  343  and  concentrated  liver 
extract-Armour,  for  the  treatment  of  pernicious  an- 
emia. Other  newly  accepted  articles  are:  Bismuth 
sodium  tartrate-Searle,  another  water  soluble  bismuth 
tartrate  preparation;  scarlet  fever  toxin- P.  D.  & Co., 
another  scarlet  fever  toxin  manufactured  under  lease 
of  the  Scarlet  Fever  Commission;  para-thyroid  hor- 
mone-Squibb,  standardized  by  the  method  of  J.  B. 
Collip,  and  parodin,  made  and  standardized  by  the 
method  of  A.  M.  Hanson,  both  being  solutions  of  the 
active  principle  or  principles  of  parathyroid  gland  for 
appropriate  clinical  use.  An  important  deletion  is 
the  omission  of  all  generators  charged  with  radium. 

A new  departure  in  this  edition  is  a list  of  "ex- 
empted” articles.  This  comprises  some  hundred  and 
thirty  medicinal  and  non-medici'nal  products  examined 
by  the  Council  and  found  to  be  of  such  composition 
and  to  be  so  marketed  as  not  to  require  acceptance 
or  rejection  by  the  Council  under  its  rules. 

A section  of  the  book  (brought  up  to  date  each  year) 
gives  references  to  proprietary  articles  not  included 
In  New  and  Non-official  Remedies.  This  list,  in  con- 
junction with  the  book  proper  constitutes  a cumula- 
tive index  of  proprietary  medicines,  which  physicians 
may  consult  when  a proprietary  product  is  brought 


to  their  attention.  Physicians  cannot  dispense  with 
the  use  of  the  newer  remedies  that  are  brought  out 
each  year;  yet  they  can  neither  judge  them  on  the 
basis  of  the  manufacturers’  claims  nor  have  they  the 
time  or  means  to  determine  their  merits  for  them- 
selves. For  this  reason,  every  physician  should  pos- 
sess a copy  of  this  volume,  which  annually  puts  at 
his  disposal  an  authoritative,  up  to  date,  and  unbiased 
estimate  of  these  preparations. 


DOCTORS 

It  used  to  be  when  we  were  sick 
And  called  the  doctor  in. 

He  would  pull  a bunch  of  whiskers 
That  was  hanging  on  his  chin. 

Take  our  pulse  and  respiration 
And  maybe  crack  a joke; 

That  from  surface  indications 
It  was  not  our  time  to  croak. 

He  would  measure  out  some  powders 
With  the  handle  of  a spoon. 

Charge  a dollar  for  his  visit 

Then  we’d  die  or  get  well  soon. 

It  might  be  that  hi's  powders 
Were  of  sugar,  salt  or  glue. 

But  that  doctor  with  the  whiskers 
Nearly  always  pulled  us  through. 

Psychology  in  whiskers. 

It  is  a funny  thought. 

I’ll  leave  it  to  your  judgment. 

May  be  so  and  may  be  not; 

You  may  read  the  Bible  story 

How  Sampson  strong  and  brave 
Called  on  a lady  barber 

For  a hair  cut  and  a shave. 

How  his  strength  was  taken  from  him. 

Why  it  was  no  man  could  know, 

How  he  had  to  stay  in  prison 

MTiile  his  hair  and  beard  could  grow ; 
Strong  again,  he  rent  the  temple. 

Killing  thousands  of  his  foes. 

Though  I 'W’as  not  there  to  see  it 
That  is  how  the  story  goes. 

There  are  mysteries  in  nature 
That  never  w’ill  be  knowm. 

Till  the  veil  of  time  is  lifted 

And  we  come  into  our  owm; 

Nowadays  'when  the  doctor  comes 

He  tells  you  how-de-do,  and  says 
I see  you’re  mixing  up 

With  your  old  friend,  the  flu. 

He  will  speak  of  operations 

And  about  an  untrained  nurse. 

Till  it  starts  a fellow’  thinking 
Of  a joyride  in  a hearse. 

When  he  gets  you  where  he  wants  you 
He  will  use  a saw’  and  knife. 

With  a hired  man  to  help  him 

While  he  tries  to  take  your  life. 

But  here  is  to  the  doctor 
His  average  is  high 
We  cannot  do  without  him 

And  there  is  no  use  to  try. 

— Harvey  Kirkland. 


Physician  says  one  million  women  are  over- 
weight. These,  of  course,  are  round  figures. — 
Arkansas  Gazette. 
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SURGICAL  JUDGMENT* 

W.  J.  ARRASMITH,  M.  D., 
Grand  Island,  Nebr. 


In  approaching  the  subject  of  surgical  judg- 
ment, one  is  inclined  to  restrain  some  of  his 
ideas,  because  of  divergence  of  opinion  that  is 
certain  to  arise  among  surgeons.  The  personal 
equation  always  has  been  and  always  will  be  a 
factor  when  trying  to  pass  judgment  on  some 
particular  problem.  Unfortunately,  we  can  never 
have  set  rules  to  follow,  because  each  case  is  an 
entity,  requiring  its  own  solution. 

Surgical  judgment,  the  judgment  on  which 
treatment  is  based,  is  of  supreme  importance  in 
the  practice  of  surgery.  An  operation  can  be 
performed  ever  so  skilfully  and  be  a total  failure, 
because  of  an  error  in  judgment. 

Judgment  is  nothing  mysterious.  It  is  not  an 
inborn  quality,  possessed  by  a few  and  deprived 
to  many.  It  is  the  operation  of  the  mind,  in- 

*Addre83  on  Surgery,  delivered  at  the  annual  meeting,  Nebraska  State 
Medical  Association,  Omaha,  May  14,  1929. 


volving  comparison  and  discrimination.  It  is 
based  on  knowledge  and  developed  by  study, 
perseverance  and  honesty.  It  is  matured  by  ex- 
perience. 

It  may  seem  academic  to  reiterate  the  neces- 
sity of  a detailed  history,  physical  examination 
and  laboratory  findings  in  this  paper.  However, 
in  discriminating  the  procedure  to  be  adopted, 
there  is  no  one  factor  more  important  than  a de- 
tailed history.  A casual  history,  or  the  taking  of 
a few  notes,  may  be  misleading.  The  early  symp- 
toms may  offer  the  key  to  the  situation.  Further- 
more, secondary  symptoms  may  arise,  due  to 
some  other  lesion,  which  may  mask  the  symp- 
toms on  which  good  judgment  is  based.  Sins  of 
omission  in  details  may  be  the  cause  of  a fatality. 
A patient  may  complain  of  hemorrhoids  and  de- 
sire to  have  them  operated.  The  history  may 
reveal  a story  of  occasional  attacks  of  pain  over 
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the  precordium,  following  exercise  or  the  inges- 
tion of  a large  meal.  These  symptoms  would 
immediately  give  clue  to  an  angina  pectoris  and 
preclude  an  operation,  which  might  result  fatally 
and  cause  considerable  embarrassment  in  explain- 
ing why  the  patient  should  succumb  following  a 
hemorrhoidectomy. 

Of  almost  equal  importance  is  the  physical  ex- 
amination, which  must  alwat's  be  done  con- 
scientiously, and  with  an  open  mind,  not  with 
a view  of  trying  to  find  altogether  signs  and 
symptoms  to  verify  some  possible  surgical  lesion, 
which  was  developed  in  the  history.  The  exam- 
ination should  be  conducted  in  a way  that  all  ab- 
normal processes  are  recorded.  The  finding  of 
unequal  pupils  or  abnormal  reflexes  might  alter 
the  opinion  and  place  the  patient  in  the  medical 
instead  of  the  surgical  category.  Details,  appar- 
ently of  minor  importance,  should  never  be  neg- 
lected. Success  or  failure  of  the  undertaking  may 
rest  entirely  upon  tliem.  Observing  the  char- 
acter of  the  skin  and  mucous  membrane,  condi- 
tions of  the  arteries,  activity  and  nutrition  of  the 
patient,  only  tends  to  sharpen  our  ability  to  se- 
lect good  risks.  Too  often  poor  risks  are  select- 
ed, due  to  the  neglect  of  not  having  a composite 
picture  of  all  the  existing  conditions.  As  one’s 
experience  becomes  more  mature,  he  developes  an 
intuition  which  gives  him  valuable  information. 
A glance  at  the  patient  with  his  clothes  remov- 
ed oftentimes  speaks  volumes.  Unfortunately, 
this  sort  of  information  cannot  be  expressed  in 
words,  but  it  can  be  acquired  by  contact  with  mas- 
ter surgeons,  attention  to  details  and  persever- 
ance. 

In  the  early  days  of  surgery,  the  laboratory 
was  of  minor  importance.  The  modern  surgeon 
avoids  many  dangerous  pitfalls  by  its  frequent 
use.  Routine  blood  and  urine  examinations 
should  be  done  on  all  patients  submitting  to  any 
form  of  surger}\  It  might  seem  superfluous  at 
times  to  resort  to  a urine  exam.ination  preceding 
the  opening  of  a superficial  abscess  about  the 
body.  On  the  other  hand,  if  the  examination 
is  done,  diabetes  in  a severe  form  might  be  elicit- 
ed. After  the  proper  precautions,  the  patient’s 
life  might  be  spared.  Whereas,  if  the  abscess 
is  carelessly  opened,  you  might  soon  be  dealing 
with  a diabetic  coma,  as  the  result  of  an  error 
in  judgment. 

Blood  examinations  oftentimes  give  us  a clue 
to  a primary  anemia,  which  would  contra-indi- 
cate many  operative  procedures.  Blood  chemis- 
try in  particular  gives  us  data  at  times,  which  I 
am  sure  is  life-saving.  Today  one  would  not 
operate  a jaundiced  patient  without  knowing  what 


the  \ an  den  Bergh  is  doing.  Neither  would  he 
operate  a prostate  or  any  lesion  of  the  genito- 
urinary system  without  knowing  what  the  prog- 
ress of  the  non  protein  nitrogen  is.  Tests  such 
as  these  are  indispensable  and  always  help  to 
avoid  an  error  in  judgment.  Many  other  illus- 
trations could  be  given,  but  that  is  not  necessary, 
because  all  of  us  can  recall  instances  wherein 
our  judgment  was  erroneous,  due  to  the  lack  of 
proper  laboratory  examination. 

The  x-ray  and  other  mechanical  e.xaminations 
should  be  used  most  freely,  whenever  there  is 
an  indication  for  their  use.  !Metastases  from  in- 
nocent lesions  and  other  une.xpected  pathological 
conditions  are  oftentimes  found.  Some  months 
ago,  I saw  a patient  who  complained  of  a lump 
in  the  left  side  of  his  neck.  The  lump  \vas  free- 
ly moveable  and  looked  as  though  it  could  be 
removed  easily  in  the  office  under  local  anes- 
thesia. After  a detailed  history  and  physical  ex- 
amination, including  x-ray  of  the  chest,  metas- 
tasis in  the  lungs  was  found.  This  fact  altered 
the  procedure  entirely.  The  lump  was  not  re- 
moved, and  the  facts  were  explained  to  the  pa- 
tient. 

The  basal  metabolic  machine  is  another  method 
of  mechanical  diagnosis  which  is  of  great  import- 
ance in  determining  the  time  to  approach  the 
toxic  goitre  problem.  These  tests  and  machines 
are  unquestionably  of  great  value  when  used 
properly.  On  the  other  hand,  in  the  hands  of  the 
unscrupulous  and  indiscriminate,  the  x-ray  and 
basal  metabolic  machines,  particularly,  are  dan- 
gerous. Both  of  these  machines  are  now  avail- 
able at  a nominal  figure.  Pictures  are  easily 
taken,  but  are  not  easy  to  interpret.  A dishonest 
person  too  often  uses  these  good  machines  from 
a salesmanship  point  of  view.  He  knows  in  his 
own  mind  that  his  interpretation  is  not  secure. 
Therefore,  it  is  impossible  for  him  to  use  sound 
judgment,  excepting  perhaps,  from  a mercenary 
point  of  view. 

The  Cole-Graham  technic  of  cholecystrography 
is  a most  admirable  discovery.  It  unquestionably 
is  of  great  importance  to  the  expert.  The  tech- 
nic is  so  simplified  at  the  present  time  that  it 
can  be  administered  by  anybody,  and  pictures 
of  the  gallbladder  obtained.  Too  often  an  oper- 
ation is  sold  on  the  basis  of  a picture  only.  Re- 
cently, I saw  a young  girl,  age  19,  who  gave  a 
history  of  having  struck  her  left  side  on  a wagon 
box,  two  years  previously.  Since  then  she  had 
complained  of  an  aching  along  the  left  costal 
margin.  Previous  to  the  time  I saw  her,  she 
was  submitted  to  cholecystography,  a diagnosis 
of  gallbladder  disease  was  made,  and  an  opera- 
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tion  sold  to  her.  Both  the  gallbladder  and  ap- 
pendix were  removed.  When  I saw  her  some 
weeks  following  her  operation,  she  had  her  ori- 
ginal complaint  of  aching  along  the  left  costal 
margin,  coupled  with  a market  neurosis.  Too 
many  gallbladders  are  sacrificed  because  of 
wrong  interpretation  of  an  x-ray  picture.  /\gain, 
too  many  normal  thyroids  are  resected  because 
of  wrong  interpretation  of  the  basal  metabolic 
machine.  The  machine  as  well  as  the  technician 
is  subject  to  error.  The  metabolic  test  must  only 
be  considered  as  an  adjunct  to  the  diagnosis.  It 
should  never  make  the  diagnosis  to  the  exclu- 
sion of  the  cardinal  symtoms  of  toxic  goitre. 
Sound  surgical  judgment  can  never  be  given 
when  one  relies  entirely  upon  machine  made 
diagnoses.  \\"e  must  forever  keep  in  mind  the 
necessity  of  a careful  history  and  complete  phys- 
ical examination,  both  of  which  are  always  of 
more  significance  than  any  other  test  known,  to 
place  a man  in  position  to  pass  the  proper  kind 
of  judgment. 

The  object  of  any  surgical  procedure  is  to 
restore  the  normal  physiological  function  as 
nearly  as  possible.  Without  having  a good  back- 
ground in  physiology,  one  would  be  greatly 
handicapped  in  trying  to  plan  the  restoration  of 
the  normal  function.  Suspending  a normal,  non- 
pregnant, retroverted  uterus  for  vomiting,  or  re- 
moval of  the  tubes  and  ovaries  to  prevent  a 
goitre  from  re-forming,  is  not  consistent  with 
good  physiological  reasoning.  An  appreciation 
of  the  function  of  the  various  organs  of  the  body 
is  of  prime  importance.  If  one  does  not  under- 
stand the  normal  physiology  thoroughly,  it  is 
hard  to  correct  a pathological  condition  and  at- 
tempt to  restore  the  normal  process,  which  we 
should  endeavor  to  do  in  every  attempt  at  a sur- 
gical operation. 

Concomitantly  with  a knowledge  of  normal 
physiology  is  a good  knowledge  of  gross  path- 
ology. Identification  of  diseased  tissue  is  not  al- 
together simple  in  some  instances.  Small  lesions 
such  as  duodenal  ulcers  and  early  malignant 
growths  are  oftentimes  unrecognized,  due  to  a 
lack  of  training  in  pathology.  We  are  all  subject 
to  mistakes  in  diagnosis,  but  if  we  know  living 
pathology,  we  can  greatly  supplement  our  pre- 
operative diagnosis  at  the  time  of  operation,  and 
oftentimes  diagnose  a lesion,  which  could  not 
have  been  recognized  otherwise.  Judgment  will 
then  determine  the  proper  procedure  to  minimize 
risk  and  relieve  the  patient  of  his  symptoms.  The 
unsuspecting  pathological  lesion  sometimes  taxes 
our  judgment  almost  to  the  breaking  point.  The 
better  we  are  armed  for  these  emergencies,  the 


better  our  judgment.  A quick,  trustworthy  de- 
cision, when  the  abdomen  is  open  is  essential. 
This  decision  can  only  be  commensurate  with  the 
operator’s  knowledge  of  gross’  pathology. 

Too  often  the  dictum  of  ‘‘a  successful  opera- 
tion, but  the  patient  died”  is  applied.  Is  such 
a statement  correct,  excepting,  perhaps,  in  acci- 
dental deaths  such  as  embolism,  post-operative 
pneumonia,  etc?  Should  it  not  read,  “the  sur- 
gical procedure  was  successful,  but  the  operation 
was  a failure,”  because  when  one  speaks  of  an 
operation,  he  should  consider  more  than  just  the 
technic  used  in  the  specific  operation.  The  judg- 
ment must  always  be  considered  as  a part  of  any 
operative  procedure,  therefore,  if  an  error  in 
judgment  existed,  the  operation  could  not  have 
been  a success.  The  statement  only  serves  as 
an  alibi  to  deceive  us  into  believing  that  we  have 
done  a successful  piece  of  work,  whereas,  if  the 
actual  facts  are  known  and  are  truthfully  sought 
out,  it  will  revert  to  surgical  judgment. 

Unfortunately,  the  millinneum  is  not  here. 
Surgeons  are  going  to  make  errors  in  judgment, 
but  most  of  these  errors  can  be  traced  to  omis- 
sions in  securing  the  essential  data  on  w'hich  to 
base  good  judgment.  Defective  judgment  ap- 
plies to  the  surgeon  occasionally.  On  the  other 
hand,  defective  judgment  applies  to  the  operator 
often.  The  operator  may  have  technical  skill, 
but  has  poor  judgment.  The  surgeon  has  tech- 
nical skill  with  an  abundance  of  good  judgment. 
He  does  not  focus  his  attention  on  a pathological 
entity,  to  the  exclusion  of  all  other  existing  con- 
ditions, He  considers  the  patient’s  welfare  as  a 
whole.  He  is  always  on  the  alert,  trying  to  im- 
prove and  continually  trying  to  account  for  mor- 
bidity and  mortality. 

At  the  time  of  graduation,  it  is  presumed  that 
all  Doctors  possess  about  equal  knowledge  of  the 
fundamental  principles  of  surgery,  but  unfortun- 
ately, not  all  of  them  improve  this  knowledge 
to  the  same  degree.  Too  often  through  mental 
laziness,  indifference  or  mercenary  motives,  some 
capable  men  allow  themselves  to  retrogress  until 
they  cease  to  cherish  or  value  with  much  regard, 
the  life  and  health  of  the  patient.  Should  there 
not  be  some  method  by  which  this  fact  could  be 
established  ? 

Reforms  come  slowly.  They  cannot  be  forced. 
Through  education  only  can  the  evils  in  surgery 
be  eliminated.  This  is  gradually  being  accom- 
plished by  the  American  College  of  Surgeons  and 
the  American  Medical  A.ssociation,  by  the  stand- 
ardization of  hospitals  in  such  a way  that  case 
histories,  examinations  and  follow-up  records 
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must  be  kept.  If  the  staff  meetings  are  properly 
conducted  in  the  hospitals,  a mercenary  operator 
without  a conscience,  who  buys  his  work  on  the 
fee-split  basis,  will  soon  be  discovered.  The  aims 
of  these  institutions  are  most  ideal,  and  eventu- 
ally, perhaps  not  in  your  time  or  mine,  the  Col- 
lege will  be  able  to  classify  surgeons,  and  our 
standardized  hospitals  will  have  such  a reputation 
established  that  people  will  be  thoroughly  pro- 
tected from  the  unscrupulous,  inexperienced,  pe- 
dantic surgeon. 

DISCUSSION 

B.  B.  DAVIS,  M.  D.  (Omaha) : I do  not  knew  if  it  is 
really  courteous  to  discuss  the  regular  Animal  Ad- 
dress on  Surgery;  but  this  has  been  sucli  a good 
paper  and  has  brought  forward  to  us  so  many  truths 
with  reference  to  surgery,  I cannot  forbear  saying  a 
few  words.  There  isn't  a thing  the  doctor  has  said 
with  which  I do  not  agree.  I want  to  emphasize  two 
or  three  things  he  said.  I think  we  should  descrim- 
inate  between  the  acute  emergency  and  the  chronic 
case  which  offers  more  time  for  study.  In  sizing  up 
a man's  surgical  judgment,  he  may  operate  on  an 


acute  surgical  emergency  where  he  would  not  if  it 
were  not  an  acute  emergency.  He  has  three  pictures. 
First  is  the  history;  second  is  the  physical  examina- 
tion; and  third  is  the  laboratory  tests  as  a whole. 

The  man  who  is  attempting  to  use  his  surgical 
judgment  cannot  use  that  judgment  at  all  satisfac- 
torily or  wisely  or  for  the  benefit  of  the  patient  un- 
less he  can  make  a composite  of  those  three  pictures 
and  let  the  history  and  physical  examination  and 
laboratory  tests  co-ordinate.  If  he  is  not  able  to 
co-ordinate  them,  he  should  study  some  more.  When 
those  pictures  co-ordinate,  he  is  ready  to  go  ahead. 
I know  in  the  past  I have  operated  on  cases  that  if 
I had  studied  enough  I would  not  have  operated.  We 
must  .siz>^  up  not  the  particular  lesion  for  which  the 
patient  comes  to  us.  but  the  patient  as  a whole,  and 
see  there  is  nothing  in  that  case  which  precludes 
the  operation  desired. 

Many  times  the  patient  will  lay  stress  upon  one 
condition  when  others  are  important.  I had  a case 
with  a hernia.  He  wanted  it  operated.  I found  he 
had  blood  in  his  urine.  The  first  thing  we  did  was 
to  make  a diagnosis  which  precluded  his  having  the 
operation  done. 

Get  these  three  pictures — the  history,  the  physical 
examination,  and  the  laboratory  tests — all  co-or- 
dinated, and  then  you  will  be  able  to  go  ahead  safe- 
ly. 


ETIOLOGY  AND  TREATMENT  OF  PUL:\10NARY  ABSCESS* 

CARL  A.  HEDBLOM,  M.  D., 

Chicago. 


Pulmonary  abscess  is  such  a serious  menace 
to  the  patient’s  life,  the  possible  complications 
so  many  and  grave,  it  is  so  difficult  to  cure  and 
the  chances  of  permanent  impairment  of  the  pa- 
tient’s health  so  great  that  every  possible  pre- 
caution should  always  be  taken  towards  its  pre- 
vention. Active  rational  preventative  measures 
are  possible  only  through  an  understanding  of 
its  several  causes. 

The  recognized  causes  of  pulmonary  abscess 
in  the  apparent  order  of  frecjuency  are  (1)  con- 
ditions attending  or  following  surgical  opera- 
tions which  result  in  the  introduction  of  path- 
ological organisms  of  certain  types  into  the  lung. 
(2)  Pneumonia.  (3)  Embolism.  (4)  Exten- 
sion of  infection  from  adjacent  foci.  (5)  Trau- 
ma. ( ())  Specific  types  of  infection.  To  these 
etiological  groups  must  be  added  (7)  Pulmon- 
ary abscess  of  uncertain  or  unknown  cause. 

During  the  last  two  decades  at  least,  pulmon- 
ary abscesses  have  occurred  as  a postoperative 
complication  more  frequently  than  from  any 
other  cause.  In  a combined  series  of  2,458 
cases  reported  in  the  world’s  literature  (>57  or 
26.7  per  cent  followed  some  type  of  operation 
and  360  or  54.8  per  cent  of  these  followed  ton- 
sillectomy. A large  proportion  of  the  remaining 
cases  followed  other  upper  respiratory  tract  op- 
erations or  inhalation  of  a foreign  body. 
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Of  528  cases  representing  relatively  large 
series,  including  the  authors,  218  or  (41.3  per 
cent  ) developed  after  an  operative  procedure.  In 
130  (50.6  per  cent)  of  these  218  cases,  the  op- 
eration was  a tonsillectomy  and  in  52  cases  (23.8 
per  cent)  other  operations  about  the  mouth.  It 
develops  then  that  more  than  80  per  cent  of  these 
postoperative  cases  followed  an  operation  about 
the  upper  respiratory  tract. 

Chief  interest  in  the  subject  of  etiology  dur- 
ing recent  years  has  centered  in  the  question  as 
to  whether  these  postoperative  pulmonary  ab- 
scesses have  developed  predominatingly  from 
blood  stream  infection  or  from  aspiration  of  in- 
fectious material.  The  question  is  not  one  of 
mere  academic  interest  but  is  one  of  greatest 
practical  importance  from  the  standpoint  of  pre- 
vention. If  the  infection  is  carried  through  the 
blood  stream  the  accident  may  be  considered  very 
much  like  an  act  of  God  that  cannot  be  foreseen 
or  hindered.  If,  on  the  other  hand,  the  infec- 
tion is  carried  to  the  king  chiefly  by  way  of  the 
respiratory  tract  it  can  be  largely  prevented. 

Up  to  recent  years  it  seemed  to  be  pretty  gen- 
erally believed  on  the  basis  of  clinical  considera- 
tions that  aspiration  of  infection  represented  the 
most  frequent  etiological  factor.  The  experi- 
mental investigations  of  Cutler  and  his  associates 
then  seemed  to  largely  discredit  this  belief. 
These  workers  found  it  impossible  to  produce 
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abscess  in  dogs  by  instilling  infected  material 
into  the  bronchial  tract  but  were  able  to  produce 
abscesses  almost  at  will  by  introducing  infection 
into  the  jugular  or  femoral  vein.  They  also 
found  emboli,  often  infected,  in  veins  in  the  ton- 
sillar fossae  in  patients  following  tonsillectomy. 
They  pointed  to  the  action  of  the  pharyngeal 
muscles  as  favoring  the  dislodgement  of  such 
infected  thrombi  into  the  venous  circulation.  The 
disproportionately  large  incidence  of  post-tonsil- 
lectomy abscess  they  considered  more  apparent 
than  real  since  tonsillectomy  comprises  a large 
proportion  of  the  total  number  of  operations  per- 
formed in  many  hospitals.  On  the  basis  of  such 
considerations  embolism  has  come  to  be  consider- 
ed by  many  as  the  most  frequent  cause  of  post- 
operative abscess. 

The  evidence  pointing  to  aspiration  of  infec- 
tion as  the  most  important  factor  is  both  ex- 
perimental and  clinical.  A number  of  investiga- 
tors have  been  able  to  produce  abscesses  in  ex- 
perimental animals  including  the  dog  under  con- 
ditions that  closely  simulate  clinical  conditions. 

Smith,  Allen,  Joannides  and  others  produced 
abscesses  by  instilling  pus  from  patients  with 
pulmonary  abscesses  within  the  bronchial  tract. 
Joannides  working  with  me  was  able  to  produce 
abscesses  in  over  70  per  cent  of  the  dogs  by 
mixing  blood  with  infection  from  tonsils  which 
precisely  copies  actual  conditions  in  the  human. 
Pilot  has  produced  abscesses  by  mixing  the  in- 
fection with  lipiodol.  Apparently  the  blood  and 
lipiodol  simply  prevent  the  cough  expulsion  of 
the  infection.  Crowe  and  Scarff  produced  ab- 
scesses in  dogs  by  introducing  into  a bronchus 
pledgets  of  cotton  soaked  with  infection  from  a 
pulmonary  frontal  sinus  infection  containing  a 
mixture  of  bacteria  but  no  spirochetes  or  fusi- 
form bacilli.  He  believes  that  an  obstruction  in 
the  bronchus  containing  the  infection  is  an  im- 
portant factor. 

The  clinical  evidence  of  aspiration  infection 
seems  very  convincing. 

Some  of  the  most  important  features  of  this 
clinical  evidence  are  as  follows;  (1)  Bronchitis 
is  the  most  common  post  operative  pulmonary 
complication  representing  from  one-third  to  one- 
half  the  total  number  of  them.  (Beckman,  Cutler, 
Hunt,  Wolff).  It  has  been  shown  by  Winternitz 
and  Smith  and  Robinson  that  infection  in  the 
bronchus  may  pass  through  the  damaged  mucosa 
into  the  pulmonary  tissue  by  way  of  the  lym- 
phatics. (2)  Most  post-operative  pulmonary  ab- 
scesses follow  operations  under  general  anaes- 
thesia, during  which  the  protective  pharyngeal 


reflex  is  obliterated  in  whole  or  in  part.  Among 
208  post-tonsillectomy  ab.scesses  only  seven  were 
in  patients  operated  under  local  anaesthesia.  It 
is  conceivable  that  in  some  of  such  cases  the 
protective  pharyngeal  reflex  is  obliterated  by  the 
local  anaesthesia.  (3)  By  far  the  largest  pro- 
portion of  abscesses  follow  tonsillectomy,  teeth 
extractions,  and  other  operations  about  the 
mouth.  Wound  infection  not  infrequently  oc- 
curs following  thyroidectomy  in  which  there  must 
result  infected  thrombi  in  large  veins,  yet  post- 
thyroidectomy abscess  must  be  very  rare.  I have 
not  seen  a case  nor  found  one  reported  in  the 
literature.  (4)  Pathogenic  organisms  including 
spirochetes  and  fusiform  bacilli  have  been  dem- 
onstrated from  tonsillar  crypts  and  about  the 
teeth  by  Pilot  and  Davis  in  fifty  per  cent  of  pa- 
tients of  the  free  dispensary  and  identical  or- 
ganisms have  been  found  at  necropsy  in  a large 
proportion  of  postoperative  pulmonary  abscess. 
(5)  Myerson  has  shown  that  blood  had  found 
its  way  into  the  trachea  in  over  70  per  cent  of 
200  patients  following  tonsillectomy  performed 
in  the  horizontal  position.  Lemon  has  shown 
that  dogs  will  regularly  aspirate  wet  bismuth 
powder  into  the  bronchial  tract  during  the 
course  of  one  hour  general  ether  anaesthesia. 
The  ease  with  which  non-irritating  material  may 
find  its  way  into  the  bronchial  tract  is  well 
shown  in  the  routine  diagnostic  instillation  of 
lipiodol  through  the  mouth  without  any  prelim- 
inary local  anaesthesia.  (6)  Recovery  of  teeth, 
dentures,  and  other  material  from  the  abscess 
following  dental  operations  under  general  an- 
aesthesia and  the  frequent  incidence  of  other 
foreign  body  abscesses  is  indisputable  direct  evi- 
dence of  the  occurrence  of  aspiration  infection 
(Hedblom).  The  occurrence  of  abscess  in  epi- 
leptics and  following  alcoholic  intoxication  and 
in  stupor  or  unconsciousness  from  any  causes 
can  scarcely  be  explained  on  any  other  basis. 
(7)  The  largest  nose  and  throat  clinics  of  the 
country  record  a total  of  several  hundred  thous- 
and operations  about  the  mouth,  with  a minimal 
incidence  of  pulmonary  abscess.  If  any  large 
proportion  of  such  complications  were  due  to  em- 
bolic infection  the  condition  for  the  formation 
of  which  from  the  embolic  standpoint  are  con- 
stant and  largely  unavoidable  it  would  seem  rea- 
sonable to  expect  everywhere  uniform  incidence 
of  this  complication. 

Summarizing  the  evidence  as  to  the  mechan- 
ism of  postoperative  infection  points,  it  would 
seem  to  aspiration  as  by  far  the  most  important 
factor. 

Fundamentally  three  factors  determine  the  de- 
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velopment  of  aspiration  abscess,  namely,  an  in- 
hibited cough  reflex,  inability  to  expell  the  as- 
pirated material  once  it  has  gained  admission 
into  the  bronchial  tract,  and  a high  degree  of 
virulence  of  the  infectious  material  aspirated.  The 
most  important  factors  in  prevention,  therefore, 
are  preserving  the  cough  reflex  as  far  as  pos- 
sible by  local  or  light,  short,  general  anaesthesia, 
performing  all  general  anaesthesia  operations 
about  the  m,outh  and  nose  with  the  patient  in 
such  position  that  the  blood  and  secretions  will 
gravitate  away  from  the  trachea,  avoiding  oper- 
ations in  the  presence  of  an  acute  upper  respira- 
tory tract  infection,  prophylactic  cleansing  of  the 
mouth  especially  with  respect  to  pyorrhea  alveo- 
laris,  and  the  reduction  to  a minimum  of  ac- 
cumulation of  blood  and  secretions  in  the 
pharynx.  Prevention  of  aspiration  of  teeth  and 
other  foreign  material  during  dental  operations 
and  of  vomitus  and  sputum  during  any  opera- 
tion and  recovery  from  general  anaesthesia  and 
during  unconsciousness  from  any  cause  are  im- 
portant prophylactic  measures. 

The  other  causes  of  pulmonary  abscess  are  of 
less  importance  from  the  standpoint  of  preven- 
tion and.  therefore,  will  be  only  briefh"  out- 
lined. 

2.  Pneumonia.  The  relative  incidence  of  post 
pneumonic  abscess  is  uncertain.  One  hundred 
thirteen  (21.4  per  cent)  of  528  patients  give  a 
history  of  pneumonia  at  the  onset  of  symptoms. 
In  a total  of  1017  cases  of  abscesses  including 
many  individual  case  reports  pneumonia  was  giv- 
en as  the  cause  in  270  (26.5  per  cent).  Yet 
Hartwell  writes  that  of  770  consecutive  cases  of 
pneumococci  lobar  pneumonia  at  the  Rockefeller 
Hospital  only  two  developed  abscess  and  in  each 
of  those  two  the  abscess  was  due  to  other  or- 
ganisms. 

The  relative  frequency  of  broncho-pneumonia 
abscess  is  also  uncertain.  The  impression  that 
pneumonia  in  its  various  forms  is  a frequent 
cause  of  abscess  is  probably  due  in  part  to  the 
fact  that  pneumonia  is  of  such  frequent  incidence 
and  in  part  to  the  fact  that  in  many  cases  the 
first  clinical  manifestations  of  the  disease  afe 
those  of  a pneumonia  or  pneumonitis,  the  under- 
lying etiological  factors  remaining  unrecognized. 

3.  Embolic  abscess.  Embolic  abscess  may  re- 
sult from  pyemia  or  from  infected  thrombi  or- 
iginating in  a thrombo-phlebitis,  thrombosis  of 
the  sigmoid  sinus,  puerperal  sepsis  or  from  ul- 
cerative endocarditis.  Any  infected  wound  may 
give  rise  to  an  infected  thrombus  but  the  rela- 
tive rarity  of  this  complication  among  the  great 


number  and  variety  of  infected  wounds  is  strik- 
ing. Twenty-one  (3.9)  per  cent)  of  528  cases 
of  pulmonary  abscess  were  of  certain  or  probable 
embolic  origin. 

4.  Extension  of  infection.  An  abscess  under- 
neath the  diaphragm  such  as  a liver,  perigastric, 
subdiaphragmatic  or  perirenal  abscess,  an  em- 
pyema or  a suppurative  gland  by  perforating  into 
the  lung,  or  by  lymphatic  e.xtension,  may  pro- 
duce a secondary  pulmonary  abscess.  Occasion- 
ally a primary  carcinoma  of  the  lung  will  bread 
down  into  an  abscess.  3.0  per  cent  of  528  cases 
of  abscess  originated  by  extension. 

5.  Trauma.  Blunt  trauma  from  a blow,  fall, 
or  crushing  injury  may  actually  rupture  the  lung 
or  may  produce  an  interstitial  ecchymosis  and 
edema  followed  by  a pneumonitis  or  gangrene 
and  liquefaction  of  the  injured  portion.  Abscess 
following  penetrating  injuries  such  as  produced 
by  a gunshot  wound  or  stab  is  due  in  large  mea- 
sure to  devitalizing  trauma  but  the  infection  may 
develop  long  after  the  injury  has  healed. 

6.  Specific  infection.  Actinomycosis,  amoebic 
infection,  infected  ecchymococcus  cyst  and  the 
lung  fluke  represent  rare  types  of  infection  pro- 
ducing pulmonary  abscess.  Tw'enty-nine  cases 
of  actinomycosis  abscess  are  reported  among  170 
cases  of  actinomycosis.  Twelve  cases  of  amoebic 
abscess  are  reported  in  the  recent  literature. 

7.  Abscess  of  indeterminate  etiology.  There 
remains  a considerable  group  of  cases  in  which 
the  cause  of  the  abscess  cannot  be  ascertained. 
In  129  (24.6  per  cent)  of  528  cases  and  in  169 
(23.2  per  cent  ) of  730  cases  including  small  ser- 
ies and  individual  case  reports  the  etiology  was 
indeterminate.  IMany  of  the  patients  in  this 
group  state  that  the  onset  of  cough  and  sputum 
followed  a “cold”.  In  some  instances  an  hemop- 
tysis was  the  first  symptom.  In  most  instances 
the  symptoms,  physical  findings,  and  course  pre- 
sent nothing  that  distinguishes  this  etiological 
group.  On  the  basis  of  considerations  already 
mentioned  it  seems  probable  that  many  if  not 
most  of  them  originate  from  unrecognized  aspir- 
ation of  infected  material. 

TREATMENT 

The  treatment  of  pulmonary  abscess  may  be 
grouped  under  the  general  heading  of  supportive 
measures,  removal  of  causative  factors,  drainage 
and  secondary  procedures  to  bring  about  collapse 
and  healing  of  persistent  cavities. 

Supportive  measures  are  indicated  in  all  cases 
in  which  there  is  marked  constitutional  reaction 
to  the  infection.  Rest  in  bed,  an  abundance  of 
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fluids  by  mouth  supplemented  if  necessary  by 
proctocylsis  or  hypodermoclysis  or  both,  a gen- 
erous diet  and  transfusion  of  blood  if  the  patient 
is  anaemic  or  if  there  has  been  profuse  or  recur- 
rent hemorrhage  are  general  indications  of  prime 
importance.  Postural  drainage  is  sometimes  of 
oenefit.  If  there  is  oedema  or  a weak  rapid  ir- 
regular pulse  digitalis  should  be  given.  A harass- 
ing cough  that  prevents  rest  and  sleep  should  be 
alleviated  by  opiates. 

The  removal  of  a causative  foreign  body  is  of 
first  importance.  The  possibility  of  the  presence 
of  a foreign  body  should  always  be  kept  in  mind. 
The  history  and  roentgenogram  will  usually  de- 
termine whether  or  not  a broncoscopic  examina- 
tion is  indicated  but  it  must  be  recognized  that 
a foreign  body  may  be  translucent  to  the  x-ray. 
Bronchoscopy  may  also  serve  in  centrally  situated 
abscess  to  establish  more  adequate  drainage  by 
cleaning  out  granulation  tissue  and  by  dilating 
a stenosed  opening  into  the  abscess  cavity. 

Expectant  supportive  treatment  is  the  first  in- 
dication in  all  cases.  How  long  it  should  be 
continued  in  the  hope  of  a spontaneous  cure  will 
depend  essentially  on  the  progress  in  the  indi- 
vidual case  and  on  the  applicability  of  active 
measures. 

If  the  patient  improves  progressively  expectant 
treatment  should  be  continued.  About  ten  per 
cent  of  the  cases  of  acute  abscess,  of  such  size 
as  to  be  definitely  recognizable  clinically,  get  well 
spontaneously  and  perhaps  fifteen  per  cent  are 
more  or  less  improved.  Many  patients  will  im- 
prove for  a time  and  then  come  to  a standstill. 
Others  will  show  general  improvement  but  the 
cough  and  sputum  persist  and  the  physical  and 
roentgenological  findings  indicate  that  there  is 
no  tendency  to  healing.  Active  interference 
should  be  instituted  then  before  sclerosis,  secon- 
dary abscess,  or  bronchiectasis  has  developed. 
Usually  eight  to  ten  weeks  should  be  the  limit 
of  expectant  treatment  in  such  cases.  If  the  pa- 
tient is  losing  ground  and  if  there  is  extension  of 
the  abscess,  active  interference  is  indicated  as 
soon  as  there  is  liquefaction  of  the  involved  lung 
parenchyma,  as  indicated  by  an  evacuation  of  an 
abundance  of  sputum.  Signs  of  a cavity  when 
present  also  clearly  indicate  liquefaction. 

The  fundamental  principle  in  treatment  is 
drainage,  through  the  bronchus  or  by  thoraco- 
tomy. The  simplest  safest  method  that  fulfills 
this  requirement  is  the  best.  On  this  principle 
we  may  find  indications  for  bronchoscopic  instru- 
mentation, pneumothorax  collapse,  thoracotomy 
drainage,  and  partial  cautery  extirpation. 


The  position  of  the  abscess,  the  relative  de- 
gree of  bronchial  drainage,  and  the  size  of  the 
cavity  are  of  prime  importance  in  the  choice  of 
treatment.  A peripheral  abscess  is  likely  to  have 
produced  pleural  adhesions,  making  pneumo- 
thorax collapse  impossible  or  hazardous  on  ac- 
count of  possible  tear  or  perforation  of  the  ab- 
scess wall  into  the  pleural  cavity,  producing  an 
empyema.  Usually  such  a peripheral  abscess 
will  drain  imperfectly  even  if  pneumothorax  col- 
lapse is  safely  achieved.  Broncoscopic  instru- 
mentation of  a peripheral  cavity  is  difficult  or 
impossible  and  to  attempt  it  is  ill  advised.  Such 
abscesses,  especially  if  of  considerable  size,  de- 
mand thoracotomy  drainage  through  the  chest 
wall. 

Where  indications  for  thoracotomy  exist  it 
should  be  done  soon  after  the  abscess  has  clearly 
localized  and  liquified.  Immediate  operation  is 
urgently  indicated  in  case  of  very  large  abscess 
and  in  those  due  to  a virulent  type  of  infection 
characterized  by  foul  sputum,  rapid  course  and 
severe  constitutional  reaction. 

A centrally  situated  abscess  in  contra  distinc- 
tion to  a peripheral  one  is  most  suitable  for  ade- 
quate spontaneous  drainage  through  an  adjacent 
large  bronchus.  For  like  reasons  postural  drain- 
age and  bronchoscopic  lavage  are  likely  to  be 
effective.  The  pleurae  are  not  adherent,  making 
pneumothorax  collapse  possible  and  safe  and  may 
be  of  help  to  control  hemorrhage.  Additional 
hazards  attend  the  thoracotomy  drainage  of  a 
central  proximity  of  large  blood  vessels  but  is 
indicated  nevertheless  if  satisfactory  progress  is 
not  made  with  the  other  methods  outlined. 

Many  abscesses  lie  in  the  midzone  between 
the  pleura  and  the  hilum.  If  small  the  general 
indication  is  to  treat  them  expectantly  longer 
than  if  they  were  peripheral.  If  they  are  large 
they  should  be  treated  as  though  they  were  peri- 
pheral. Generally  speaking,  failure  of  other 
methods  is  a pretty  clear  indication  for  surgical 
drainage. 

Diffuse  empyema,  due  to  perforation  of  the 
abscess  wall,  is  a very  serious  complication  on 
account  of  the  usual  virulence  of  the  infection 
and  the  large  surface  for  absorption.  Such  pa- 
tients tolerate  open  drainage  badly.  Aspiration 
of  the  pus  and  saline  solution  irrigation  by  the 
closed  method  may  be  life  saving. 

Cautery  extirpation  in  my  opinion  should  be 
reserved  to  lesions  localized  to  a portion  of  one 
lobe,  in  which  localizing  signs  are  absent  or  at- 
tempts at  localizing  the  abscess  with  the  aspirat- 
ing needle  fails.  In  some  such  cases  the  cautery 
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will  eventually  open  into  a circumscribed  ab- 
scess. In  others  a honeycombing  of  the  lung  by 
multiple  small  abscesses  will  be  found.  In  the 
latter  no  other  treatment  except  e.xtirpation  will 
offer  any  prospect  of  cure. 

In  chronic  abscess  extensive  sclerosis,  second- 
ary abscesses,  and  complicating  bronchiectasis 
greatly  increase  the  difficulties  and  hazards  of 
treatment  and  lessen  the  prospect  of  complete 
healing.  Even  if  that  is  safely  achieved  the  pa- 
tient remains  for  life  “damaged  goods.”  The 
re.sponsibility  for  the  75  to  90  per  cent  mor- 
tality in  untreated  or  improperly  treated  cases 
and  the  increased  operative  mortality  and  im- 
perfect result  following  late  operation  may  rest 
with  the  patient  but  usually  lies  at  the  door  of 
some  physician  who  has  allowed  his  patient,  as  he 
thinks,  to  defer  the  evil  day  of  operation,  when 
as  a matter  of  fact  he  has  allowed  him  to  post- 
pone the  day  of  deliverance  often  until  it  is  too 
late. 
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DIGITALIS  IN  CLINICAL  MEDICINE* 

FREDRICK  A.  WILLIUS,  M.  D., 

Section  on  Cardiology,  The  Mayo  Clinic, 
Rochester,  Minnesota 


Digitalis,  since  the  days  of  William  W'ithering, 
generally  has  been  conceded  to  be  the  most  im- 
portant and  the  most  valuable  drug  in  the  treat- 
ment of  heart  disease.  In  spite  of  the  fact  that 
digitalis  has  been  used  by  physicians  for  144 
years,  it  is  probably  the  most  misused  drug  in  the 
category  of  therapeutics  today.  The  chief  rea- 
son for  this  probably  lies  in  the  fact  that  we,  as 
physicians,  have  not  as  yet  thrown  off  the  bonds 
of  empiricism.  We  have  been  taught  that  digi- 
talis is  the  sovereign  remedy  in  heart  disease, 
and  we  have  been  taught  also  its  actions,  its 
methods  of  administration,  and  certain  dangers 
regarding  its  use.  Our  main  impression  regard- 
ing digitalis,  and  I use  the  word  impression  ad- 
visedly, is  based  largely  on  the  experience  that 
certain  patients  with  heart  disease  are  greatly 
benefited  by  the  use  of  the  drug.  However,  if 
we  analyze  our  experiences  with  digitalis  more 
fully,  we  soon  recall  the  fact  that  frequently  we 
have  been  puzzled  when  good  results  from  the 
administration  of  the  drug  have  not  been  forth- 
coming. 

*Read  before  the  Omaba-Douglas  County  Medical  Society.  Omaha.  Ne~ 
iM'afika.  January  22,  1929. 


The  beneficial  effects  of  digitalis  in  heart  dis- 
ease result  from  the  changes  the  drug  produces 
in  the  various  functions  of  the  cardiovascular 
system.  The  effect  of  the  drug  on  the  heart  is 
in  part  the  result  of  direct  action  on  the  heart 
and  in  part  of  indirect  action  on  the  nervous 
structures  that  control  it.  Furthermore,  the  ef- 
fect of  digitalis  on  the  diseased  heart  is  very  dif- 
ferent from  its  action  on  the  normal  heart  and 
on  the  heart  of  the  experimental  animal.  In 
order  to  comprehend  the  action  of  digitalis  on  the 
impaired  heart  it  is  necessary  to  analyze  critical- 
ly the  various  actions  that  the  drug  may  exert 
and  also  to  comprehend  fully  the  various  under- 
lying disorders  leading  to  heart  failure. 

Con.siderablc  difficulty  is  at  times  encountered 
in  definitely  establishing  the  basis  of  heart  failure 
and  not  infrequently  failure  results  from  a com- 
bination of  conditions  that  must  be  determined  in 
their  proper  relationships.  The  physician  is  often 
too  willing  to  rest  after  he  has  satisfied  himself 
that  a failing  heart  is  the  cause  of  the  patient’s 
symptoms,  and  makes  little,  if  any,  attempt  to 
identify  the  type  of  lesion.  One  of  the  most  im- 
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portant  factors  in  the  misunderstanding  regard- 
ing heart  disease  and  its  management  has  been 
this  apparent  indifference  to  determining  the 
etiologic  factor  or  factors  responsible  for  the  ex- 
isting cardiopathy. 

The  general  use  of  the  term  chronic  myocar- 
ditis has  been  a medical  catastrophe,  permitting 
the  physician  to  classify  any  and  all  diseases  of 
the  cardiovascular  system  under  a terminology 
that  is  vague  and  inadequate.  The  accurate  in- 
terpretation of  chronic  myocarditis  denotes  in- 
flammation of  the  myocardium  resulting  from  in- 
vasion of  microorganisms  or  from  their  toxins. 

As  a matter  of  fact,  in  view  of  more  recent 
knowledge,  chronic  myocarditis  is  a relatively 
rare  disease,  except  as  it  occurs  in  association 
with  endocarditis.  It  has  been  demonstrated 
clearly,  through  exhaustive  correlations  of  clinical 
and  necropsy  material,  that  the  majority  of  the 
so-called  cases  of  chronic  myocarditis  are  not 
inflammatory  conditions  but  are  myocardial  dis- 
orders resulting  from  hypertension,  coronary 
sclerosis  and  hyperthyroidism. 

I will  attempt  to  show  later  that  the  success  of 
medication  with  digitalis  depends  to  a great  ex- 
tent on  the  accurate  identification  of  the  type  of 
lesion. 

STANDAI^DIZATION  OF  PREPARATIONS  OF 
DIGITALIS 

The  chief  problem  in  the  choice  of  prepara- 
tions of  digitalis  is  to  obtain  one  of  uniform 
strength.  The  strength  of  a preparation  of  digi- 
talis may  be  determined  chemically  or  it  may  be 
determined  biologically  by  its  action  on  animals 
and  by  its  action  on  the  human  heart. 

The  assay  of  digitalis  by  the  chemical  method 
was  not  found  to  be  practical.  It  was  dependent 
on  the  quantitative  determination  of  digitoxin 
which  was  not  constantly  found  to  parallel  the 
activity  of  the  drug,  owing  to  the  associated  ef- 
fects of  digitalin  and  digitalein. 

The  so-called  frog  method  of  assay  has  been 
used  with  satisfactory  results.  The  standard  dose 
for  each  gram  of  the  body  weight  of  the  frog,  is 
that  which,  when  injected  through  the  mouth  in- 
to the  anterior  lymph-sac,  brings  the  ventricle  to 
a condition  of  permanent  systole  at  the  end  of 
exactly  one  hour.  Modifications  of  this  method 
have  been  used. 

Probably  the  most  satisfactory  method  of 
standardization  of  digitalis  is  the  so-called  cat 
method  of  Hatcher^^'^'^^T  This  was  fundamen- 
tally designed  for  the  assay  , of  strophanthus  but 


was  found  to  be  adaptable  to  .the  standardization 
of  digitalis.  The  cat  unit,  as  defined  by  Eggle- 
ston, is  the  number  of  milligrams  of  the  drug,  for 
each  kilogram  of  body  weight  of  the  cat,  which  is 
just  sufficient  to  kill  the  animal  when  it  is  in- 
jected slowly  and  continuously  into  a vein. 

A modification  of  this  method,  by  Rowntree 
and  Macht,  has  proven  to  be  satisfactory  and  is 
simpler  of  execution.  They  injected  10  cc.  of 
the  infusion  of  digitalis,  for  each  kilogram  of 
body  weight  of  the  cat ; then,  beginning  five 
minutes  later,  they  injected  1 cc.  every  two  min- 
utes thereafter  until  death  occurred. 

The  standardization  of  digitalis  by  its  action  on 
the  human  heart  has  been  investigated  by  Par- 
dee<20)  fpg  Pas  studied  the  changes  which  occur 
in  the  electrocardiogram,  and  the  slowing  of  the 
rate  of  the  heart,  which  follow  administration  of 
the  drug.  The  test  dose  was  varied  in  quantity, 
depending  on  the  weight  of  the  patient ; the  num- 
ber of  minims  of  the  drug  ranged  from  a half  to 
a quarter  of  the  number  of  pounds  that  the  pa- 
tient weighed.  He  concluded  that  the  amount  of 
drug  necessary  for  the  production  of  minimal 
changes  was  adaptable  as  a measure  of  the  po- 
tency of  the  preparation.  This  method  not  only 
takes  into  consideration  the  degree  of  potency 
but  also  to  some  extent  the  amount  and  rate  of 
absorption. 

PREPARATIONS  OP  DIGITALIS 

The  preparations  of  digitalis  most  commonly 
used  are  derived  from  the  leaves  of  Digitalis  pur- 
purea, although  preparations  from  the  leaves  of 
Digitalis  liitea  have  been  used  and  are  presumed 
by  some^^^^  to  have  less  tendency  to  produce  nau- 
sea and  vomiting. 

A tincture  of  establishing  potency  and  of  known 
date  of  manufacture  is  one  of  the  most  satisfac- 
tory preparations  of  digitalis.  Its  administration 
is  simple  and  conveniently  permits  changes  in 
dosage. 

The  infusion  is  the  oldest  of  the  preparations 
of  digitalis.  It  has  been  found  to  be  an  unre- 
liable preparation  when  made  by  accepted  meth- 
ods, owing  to  its  instability  and  to  the  great 
variations  in  its  potency.  Some  pharmacists  pre- 
pare the  infusion  from  the  fluid  extract,  which 
results  in  a product  of  a potency  totally  different 
from  the  official  infusion  and  no  longer  compar- 
able with  it.  An  infusion  made  from  the  fluid 
extract  has  a greater  digitoxin  content  than  the 
official  infusion.  The  relative  value  of  the 
standard  tincture  and  of  the  infusion  of  digitalis 
has  been  investigated  by  Weiss  and  Hatcher.  By 


306 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


Aug-ust,  1929 


their  method  an  infusion  of  digitalis  was  pre- 
pared that  in  all  respects  compared  favorably  with 
the  standard  tincture;  and  when  it  was  kept  in 
completely  filled,  hermetically  sealed  bottles  it 
remained  unaltered  for  nearly  two  and  a half 
years. 

The  use  of  powdered  leaves  of  digitalis  in  cap- 
sules is  also  a satisfactory  method  of  administer- 
ing the  drug. 

Digitalis  may  be  administered  intramuscularly 
or  intravenously,  although  indications  for  the  em- 
plovment  of  these  routes  are  rarely  encounter- 
ed<25)  'Pile  methods  of  administration  usually 
presuppose  the  presence  of  emergency  in  which 
the  physician  has  had  little  or  no  time  for  the 
careful  analysis  of  his  patient.  It  is  always  pos- 
sible in  a case  of  acute  heart  failure  that  the 
basis  of  the  condition  might  definitely  contrain- 
dicate the  use  of  digitalis.  The  intramuscular 
and  the  intravenous  method  may  be  employed 
with  safety  when  the  clinical  status  of  the  case 
is  well  established,  but  in  the  majority  of  in- 
stances it  has  little  advantage  over  the  oral  route 
of  administration.  Pardee^ has  pointed  out 
that  the  promptness  in  action  which  follows  in- 
jection is  more  dependent  on  the  large  size  of 
the  dose  given  than  on  the  greater  promptness 
with  which  the  drug  comes  in  contact  with  the 
heart  muscle.  ]\Iy  experience  has  put  me  in 
lull  agreement  with  this  statement. 

Clarke,  in  a comparative  study  based  on  the 
rate  of  slowing  caused  by  digitalis,  showed  that 
an  effect  was  evident  within  three  to  four  hours 
after  intravenous  administration  in  about  four 
hours  after  intpamuscular  administration,  and  in 
six  hours  after  oral  administration. 

There  is  no  reliable  evidence  that  proprietary 
digitalis  preparations  have  any  advantage  over 
official  preparations.  There  is  little  doubt  that 
some  jiroprietary  tablets  have  considerably  less 
potency  and  a fundamental  objection  to  their  gen- 
eral use  is  the  inelastic  range  of  dosage. 

The  use  of  compound  tablets  containing  digi- 
talis in  combination  with  other  drugs  is  to  be 
condemned,  as  analysis  of  their  constituents  so 
often  reveals  their  presence  in  so  ridiculously 
small  amounts  as  to  be  pharmacologically  inac- 
tive. 

ACTION  OP  DIGITALIS 

In  therapeutic  dosage  in  man  and  in  experi- 
mental animals  digitalis  has  been  shown  to  in- 
crease the  amplitude  of  ventricular  contraction 
by  its  direct  action  on  heart  muscle^^P  Diminu- 
tion in  cardiac  output,  increase  in  tonicity,  and 


diminution  in  dilatation  have  been  demonstrated 
in  nonnal  dogs^^^  but  have  not  been  clearly 
demonstrated  in  patients  with  heart  disease.  In 
a small  series  of  normal  men  Ilurwell  and  his 
associates  found  that  diminution  in  the  output  of 
the  heart  each  minute  and  each  beat  occurred 
after  the  administration  of  from  1.4  to  2.7  gm. 
of  digitalis  leaf. 

Slowing  of  the  heart  occurs  under  certain  con- 
ditions. The  vagus  center  is  stimulated,  fre- 
quently resulting  in  prolongation  of  the  auriculo- 
ventricular  conduction  time.  The  most  striking 
effect  of  digitalis  is  observ'ed  in  auricular  fibril- 
lation, especially  when  the  ventricular  rate  is 
rapid.  Usually,  dramatic  slowing  in  ventricular 
rate  occurs,  partly  from  vagal  stimulation  and 
partly  from  direct  depressant  action  on  the  auricu- 
loventricular  conducting  system.  Slowing  of  the 
heart  rate  in  the  presence  of  regular  rhythm  rare- 
ly occurs.  Occasionally,  in  patients  with  edema 
and  in  children,  some  degree  of  slowing  will  oc- 
cur. 

Digitalis  does  not  exert  constant  effect  on  blood 
pressure  notwithstanding  the  belief  that  has  ex- 
isted regarding  this  question. 

The  diuretic  effect  that  has  been  ascribed  to 
digitalis  is  not  due  to  stimulation  of  the  renal 
epithelium,  as  formerly  believed,  but  results  chief- 
ly from  the  improvement  of  the  renal  and  general 
circulation. 

ABSORPTION  OF  DIGITALIS 

Studies  dealing  with  the  absorption  of  digitalis 
from  the  human  alimentary  tract  have  been  car- 
ried on  by  several  investigators^'^'*‘^®'^^\  It  has 
been  shown  that  the  galenical  preparations  of 
digitalis  are  absorbed  with  sufficient  uniformity 
to  allow  the  establishment  of  an  average  total 
therapeutic  requirement  of  the  drug,  even  for 
samples  from  various  sources  and  of  different 
activity.  Eggleston  and  ^^'yckoff  showed  that  a 
satisfactory  average  total  dose  expressed  in  terms 
of  the  cat  unit  of  activity  for  each  pound  of  the 
patient’s  body  weight  was  possible  when  high- 
grade  tinctures  were  used.  The  absorption  of 
average  tinctures  was  variable.  High-grade  tinc- 
tures in  sufficiently  large  dosage  revealed  defin- 
ite cardiac  action  within  two  to  four  hours  after 
oral  administration  in  man.  Tinctures  of  less  ac- 
tivity required  five  or  more  hours  to  manifest  an 
effect. 

It  must  be  clearly  understood  that  the  first 
evidence  of  the  action  of  digitalis  does  not  imply 
full  therapeutic  effect,  as  this  is  rarely  obtained 
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m less  than  twenty-four  to  forty-eight  hours  and 
then  only  in  larger  doses. 

ELIMINATION  OF  DIGITALIS 

Tn  the  administration  of  digitalis  the  difficulty 
encountered  at  times  in  establishing  a method 
whereby  the  patient  is  sufficiently  held  under  the 
action  of  the  drug  without  eliciting  the  toxic 
symptoms  of  overdosage  is  well  known.  The 
rate  of  elimination  from  the  body  or  the  degree 
of  destruction  in  the  body  have  been  unknown 
quantities. 

Pardee^^®\  in  studying  the  rate  of  disappear- 
ance of  digitalis  from  the  body,  found  that  ap- 
proximately 0.1  to  0.2  gm.  is  lost  in  twenty-four 
hours.  These  results  would  imply  that  at  least 
0.15  gm.  (1.5  cc.)  would  be  the  required  daily 
dose  necessary  to  maintain  a digitalis  effect  after 
the  full  therapeutic  effect  had  been  obtained. 
INDICATIONS  AND  CONTRAINDICATIONS  FOR 

THE  ADMINISTRATION  OF  DIGITALIS 

The  establishment  of  the  diagnosis  of  heart  ‘j 
disease  is  frequently  considered  the  indication  for 
the  administration  of  digitalis.  Such  a criterion 
is  absolutely  fallacious  and  frequently  results  in 
serious  difficulty.  No  method  of  treatment  is  at- 
tended by  greater  hazards  than  the  indiscriminate 
and  improper  administration  of  digitalis. 

The  two  striking  indications  for  the  employ- 
ment of  digitalis  are  the  presence  of  congestive 
heart  failure  and  the  presence  of  rapid  auricular 
fibrillation.  This  statement  requires  modification, 
as  at  times  in  rapid  auricular  fibrillation  the  ad- 
ministration of  the  drug  must  be  cautious  or,  per- 
haps, it  must  be  withheld.  As  previously  stated,^ 
the  establishment  of  a definite  diagnosis  of  the 
type  of  lesion  is  of  primary  importance. 

The  exhibition  of  digitalis  in  acute  heart  fail- 
ure, before  the  exact  cause  for  the  failure  is  de- 
termined, is  not  without  danger.  Cases  of  heart 
block,  sudden  failure  from  coronary  occlusion, 
and  cases  of  intense  hyperthyroidism,  especially 
if  crisis  is  present  or  impending,  are  clear-cut 
contraindications  to  its  use. 

The  presence  of  auricular  flutter  invariably  de- 
mands medication  with  digitalis  and  often  very 
large  doses  and  prolonged  periods  of  administra- 
tion are  necessary  and  are  well  tolerated.  These 
observations  suggest  that  perhaps  the  elimination 
of  digitalis  in  flutter  is  more  rapid  than  in  other 
disorders  of  cardiac  action. 

In  general,  although  this  statement  is  not  with- 
out exception,  digitalis  is  more  effective  in  young 


and  middle-aged  patients,  especially  in  those  with 
the  heart  failure  of  valvular  disease,  than  in  old- 
er patients  with  hypertensive,  coronary  or  syphil- 
itic cardiovascular  disease. 

There  is  no  doubt  that  digitalis  may  be  of 
benefit  in  cases  of  failure  when  the  cardiac 
rhythm  is  regular.  This  fact  was  emphasized  by 
Christian,  and  I believe  has  been  the  experience 
of  all  who  have  used  digitalis. 

My  experience  with  digitalis  has  led  me  to  be 
cautious  in  its  administration  to  older  patients, 
and  has  led  me  to  give  moderate  doses  over  per- 
iods that  have  not  been  too  prolonged. 

One  of  the  signs  of  excessive  administration  of 
digitalis  is  the  appearance  of  premature  contrac- 
tions or  extrasystoles.  When  due  to  digitalis, 
they  usually  occur  paired  with  the  normal  beats 
and  result  in  the  so-called  coupled  rhythm.  The 
presence  of  premature  contractions,  however,  oc- 
curring in  a patient  who  has  not  recently  receiv- 
ed digitalis,  must  not  be  considered  as  a contrain- 
dication for  the  exhibition  of  this  drug. 

Digitalis  has  little  or  no  value  in  paroxysmal 
tachycardia. 

The  routine  preoperative  digitalization  of  pa- 
tients with  cardiac  disease^®^  is  to  be  condemned 
as  a routine  practice.  Several  objections  to  this 
become  evident  at  once.  In  the  majority  of 
instances,  the  preoperative  administration  of  digi- 
talis is  unnecessary  and  involves  therefore  an  un- 
necessary loss  of  time  for  the  patient  with  its  at- 
tendant financial  burdens.  As  previously  stated, 
many  older  patients  do  not  tolerate  digitalis  well 
and  if  it  is  indiscriminately  given,  they  may  be  in 
a less  favorable  condition  to  meet  operation.  If 
it  is  recalled  that  little  can  be  anticipated  from  the 
exhibition  of  digitalis  except  in  cases  in  which 
heart  failure  is  present  or  has  recently  been  pres- 
ent, the  chief  contraindication  to  this  procedure 
becomes  evident.  If  heart  failure  exists,  opera- 
tive intervention  is  positively  contraindicated  and 
then  only  after  cardiac  function  has  been  reestab- 
lished by  proper  treatment. 

It  is,  therefore,  my  belief  that  the  indications 
for  the  routine  preoperative  digitalization  of  pa- 
tients with  heart  disease  lacks  scientific  and  clin- 
ical confirmation,  and  is  a routine  that  should  be 
discouraged. 

METHODS  OF  ADMINISTRATION 

As  previously  stated,  the  oral  method  of  ad- 
ministration of  digitalis  is  the  one  of  choice. 
Many  patients  have  failed  to  receive  benefit  be- 
cause too  little  digitalis  has  been  given  and,  less 
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frequently,  harm  has  resulted  from  its  administra- 
tion in  excessively  large  doses. 

Eggleston  demonstrated  the  possibility  of  giv- 
ing relatively  large  doses  of  the  drug  and  his 
method  of  administration  is  known  as  the  Eggle- 
ston method.  The  strength  of  the  preparation 
employed  is  determined  in  “cat  units”  and  from 
this  the  dosage  is  calculated  in  man.  W'hen  the 
standardized  tincture  is  used,  the  average  re- 
quirement with  the  oral  administration  for  the 
production  of  full  therapeutic  effect  or  minor  tox- 
ic action  is  about  0.14G  cc.  for  each  pound  of  the 
patient's  body  weight.  For  example,  a patient 
weighing  150  pounds  would  require  21.9  cc.  of 
the  tincture.  The  calculated  total  dose  is  given 
in  divided  portions ; the  first  dose  is  half  the 
total  dose;  the  second,  which  is  given  six  hours 
later,  is  half  the  remainder,  and  the  third  and 
fourth  doses,  given  at  six-hour  intervals,  are  half 
the  second  dose. 

Eggleston’s  method  has  been  modified  in  num- 
erous ways  although  the  general  principle  of  the 
method  has  been  maintained  . 

These  methods  of  administering  relatively 
large  doses  of  digitalis  over  short  periods  are  not 
without  objection.  Their  justification  implies 
that  the  patient  has  been  carefully  examined  and 
that  the  cause  of  the  heart  failure  has  been  fully 
determined.  After  the  total  calculated  dose  has 
been  given,  means  do  not  exist  whereby  the  ac- 
tion of  the  drug  may  be  modified,  and  notwith- 
standing various  opinions,  the  onset  of  toxic 
symptoms  is  highly  undesirable,  and  at  times 
hazardous. 

In  the  majority  of  cases  of  cardiac  disease  in 
which  digitalis  is  indicated,  sufficient  time  may 
safely  be  consumed  to  administer  smaller  indi- 
vidual doses  over  a longer  period  of  time.  Ex- 
perimental studies  have  shown  that  full  therapeu- 
tic effects,  without  toxic  symptoms,  can  be  ob- 
tained with  standard  preparations  in  dosage  of 
1.5  gm.  (22  grains)  of  the  leaf,  or  15  cc.  (225 
minims)  of  the  tincture.  These  therapeutic  ef- 
fects may  be  obtained  even  if  digitalis  has  been 
employed  in  the  same  case ; however,  at  least  two 
weeks  without  digitalis  must  be  allowed  to  elapse 
between  the  two  periods  of  administration  of  the 
drug.  The  administration  of  1 to  1.5  grains  of 
the  leaf  or  1.5  to  2 cc.  of  the  tincture  three  times 
daily  is  a satisfactory  and  safe  method  in  most 
cases. 

After  the  development  of  the  therapeutic  effect 
the  problem  of  maintaining  the  action  of  digitalis 
without  the  onset  of  toxic  phenomena  presents  it- 


self. Numerous  methods  of  administering  the 
drug  have  been  employed,  but  in  general  two  plans 
are  adaptable.  Digitalis  may  be  given  daily,  in 
doses  sufficiently  large  to  maintain  its  effect 
over  relatively  long  periods  of  time ; or  larger 
doses  may  be  employed  and  may  be  given  for  a 
few  consecutive  days  each  week  with  regular 
periods  of  withdrawal.  In  order  to  obtain  satis- 
factory results,  the  method  of  administration  must 
be  selected  to  meet  the  needs  of  the  individual 
case.  In  my  experience,  the  second  method  has 
proved  satisfactory.  The  individual  dose,  ad- 
ministered three  times  daily  for  the  necessary 
number  of  consecutive  days  each  week,  is  readily 
adapted  to  varying  conditions. 

The  daily  administration  of  ridiculously  small 
doses  of  digitalis  is  without  scientific  support  and 
should  not  receive  encouragement. 

It  is  important  to  emphasize  the  great  discrep- 
ancies in  dosage  that  may  occur  from  the  use  of 
ordinary  medicine  droppers.  This  unreliable 
method  is  to  be  condemned  as  it  has  been  a sig- 
nificant factor  in  the  inadequate  administration 
of  digitalis.  Some  physicians  have  presumed  that 
a minim  of  the  tincture  of  digitalis  as  measured 
in  a calibrated  vial  corresponds  to  a drop  as  de- 
livered by  the  average  medicine  dropper.  That 
this  method  is  unreliable  can  be  proved  by  any- 
one. by  filling  a calibrated  vial  to  a given  capacity 
in  minims,  using  several  droppers.  Discrepancies 
of  from  five  to  fifteen  drops  will  be  observed. 
The  position  in  which  the  dropper  is  held,  ver- 
tically, obliquely  or  horizontally,  also  results  in  a 
discrepancy.  Graduated  vials  are  readily  avail- 
able and  one  should  be  prescribed  with  the  digi- 
talis ; it  is  easy  to  instruct  the  patient  in  its  use. 

Under  certain  conditions,  digitalis  may  be 
satisfactorily  given  by  rectum^^^'^^’^^U  This 
method  of  administration  is  particularly  appli- 
cable if  nausea  and  vomiting  are  present  from 
other  causes.  Essentially  the  same  dosage  used 
by  oral  methods  may  be  used.  In  order  to  sim- 
plify this  procedure,  the  total  daily  dose  may  be 
given  at  one  time,  with  20  to  25  cc.  of  water 
added. 

The  intravenous  and  intramuscular  injection  of 
digitalis  has  already  been  discussed  and  I wish 
to  emphasize  that  the  indications  for  this  mode 
of  administration  are  unusual. 

TOXIC  EFFECTS 

Every  physician  should  understand  the  toxic 
effects  of  digitalis.  Certain  symptoms  of  over- 
dosage are  well  known:  Namely,  anorexia,  nau- 
sea, vomiting  and  diarrhea.  The  occurrence  of 
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coupled  beats  as  toxic  manifestations  has  also  re- 
ceived considerable  emphasis,  and  likewise,  the 
occurrence  of  partial  or  complete  heart  block. 
Other  toxic  effects  are  not  so  well  known  and 
merit  considerable  emphasis,  owing  to  the  fact 
that  they  often  occur  independent  of  such  well 
known  symptoms  as  nausea  and  vomiting. 

Occasionally,  during  the  administration  of  digi- 
talis, paroxysms  of  tachycardia  occur  which  have 
been  known  to  terminate  in  death The  par- 
oxysms have  been  identified  as  arising  in  the 
ventricles  The  occurrence  of  these  phen- 

omena in  the  course  of  administration  of  digi- 
talis, in  a patient  not  hitherto  subject  to  them,  in- 
dicates a profoundly  toxic  effect  of  the  drug. 

The  toxic  effects  of  digitalis  on  the  brain  and 
certain  nervous  tissues  are  important  to  recognize, 
as  the  continued  administration  of  the  drug  when 
toxic  effects  are  present  often  results  fatally. 
Prominent  among  these  are  disturbances  in 

They  consist  o^  dim- 
ness of  vision,  inability  to  focus  the  eyes,  diffi- 
culty in  the  identification  of  objects,  the  presence 
of  scotoma,  diplopia,  and  so  forth.  Yellow  and 
green  vision  are  striking  and  often  are  alarming 
manifestations  of  intoxication  with  digitalis. 

Toxic  cerebral  effects  of  digitalis  are  not  as 
yet  fully  appreciated  and  are  of  utmost  import- 
ance owing  to  their  seriousness.  In  older  medi- 
cal writings,  allusions  are  found  to  the  so-called 
cardiac  psychoses,  some  instances  of  which  were 
probably  the  result  of  intoxication  with  digitalis. 
The  first  symptoms  usually  are  restlessness  and 
increased  nervous  irritability,  and  periods  of  dis- 
orientation regarding  time  and  place  soon  follow. 
These  manifestations  are  frequently  supplanted 
by  stupor,  from  which  the  patient  does  not  recov- 
er. Visual  disturbances  may  or  may  not  be  as- 
sociated ])henomena.  Toxic  cerebral  symptoms 
may  occur  without  the  more  usual  signs  of  poison- 
ing  by  digitalis.  The  onset  of  any  of  these  symp- 
toms clearly  indicates  immediate  discontinuance 
of  the  drug,  for  the  time  at  least. 
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INDICATIONS  FOR  AND  TECHNIQUE  OF  DUODENO-JEJUNOSTOMY** 

JOHN  E.  SUMMERS,  M.  D., 

Omaha.  Nebr. 


The  indication  for  the  procedure  of  duodeno- 
jejunostomy is  to  restore  the  function  of  the  duo- 
denum which  has  become  more  or  less  obstructed 
below  the  entrance  of  the  common  bile  and  pan- 
creatic ducts. 

The  obstruction  is  always  of  the  chronic,  in- 
complete type,  except  when  it  is  evidenced  as  a 
cause  of  and  an  accompaniment  of  an  acute  dila- 
tation of  the  stomach ; it  is  then  complete ; at 
least  temporarily  so.  In  very  rare  instances  the 
obstruction  may  be  complete  when  it  is  caused  by 
an  angulation  of  a gastro-jej unostomy  anastomo- 
sis or  a still  rarer  accident,  the  herniation  of  a 
gastrojejunostomy  anastomosis  into  the  stomach. 
In  the  first  instance  the  obstruction  is  apt  to  be 
incomplete.  In  the  second  instance  the  obstruc- 
tion is  complete  and  of  early,  ominous  conse- 
quences. Congenital  malformations  or  non-fixa- 
tion of  the  infantile  mesentery  may  result  in  ob- 
structions from  local  inflammations. 

Congenital  adhesions  analogous  to  those  of  a 
Jackson’s  veil  or  Lane's  bands  causing  kinks,  may 
deform  the  duodenum,  usually  involving  only  the 
first  and  second  portions  and  not  interfering  with 
the  discharge  of  the  biliary  and  pancreatic  secre- 
tions. Inflammatorv  adhesions  resulting  from 
gallbladder  infection  or  duodenal  ulcer,  not  in- 
frequently deform  the  first  or  second  portions 
of  the  duodenum,  but  none  of  these  is  apt  to  pro- 
duce interference  with  duodenal  function  except 
occasionally,  when  temporarily  so  much  angula- 
tion is  produced  as  to  cause  more  or  less  obstruc- 
tion which  is  reflected  in  stomach  retention. 
These  attachments  are  supramesocolic-  and  are  in 
evidence  symptomatically,  causing  discomfort  or 
pain  while  the  stomach  is  emptying  itself  after  a 
meal.  Most  of  the  dilatations  of  the  duodenum, 
however,  have  their  origin  from  sub-mesocolic 
obstructions.  Aside  from  the  occasional  congeni- 
tal hands  which  may  compress  the  duodenum  at 
its  third  portion  causing  more  or  less  dilatation 
above,  practically  all  third-portion  dilatations  are 
caused  by  the  third  portion  being  pressed  against 
the  third  lumbar  vertebra,  where  it  is  crossed  by 
the  mesentery  and  its  contained  blood-vessels. 

♦♦Presented  before  the  annual  meeting.  Nebraska  State  Medical  Associa- 
tion, Omaha,  May  14,  1929. 


An  ascending  colon  which  after  rotation  de- 
scends well  down  and  is  loosely  fixed  to  the 
parietal  peritoneum — even  having  a mesocolon — 
does,  with  the  lower  ileum,  cause  traction  upon 
the  mesentery.  This  traction  results  in  pressure 
upon  the  third  portion  of  the  duodenum.  It  is 
exaggerated  when  the  caecum  is  mobile  and  it 
with  the  lower  ascending  colon  is  filled  with  in- 
testinal contents.  Sometimes  the  accumulating 
effects  of  a general  visceroptosis  may  be  the  de- 
termining cause  of  the  production  of  damming- 
back  symptoms  referable  to  the  duodenum. 

Personally,  I believe  with  Duval  that  a series 
of  x-ray  studies  is  the  only  reliable  means  of 
making  a diagnosis  of  a dilated  duodenum. 

The  symptomatology'  of  incomplete  obstruc- 
tion of  the  duodenum  as  I have  met  with  it  is  not 
definite,  and  positive,  but  increasingly  suspicious 
as  my  opportunities  for  study  have  advanced.  One 
of  the  greate.st  difficulties  encountered  is  to  dif- 
ferentiate the  affection  from  gallbladder  infec- 
tion or  gastric  and  duodenal  ulcer. 

There  is  a something  about  sufferers  from 
chronic  dilatation  of  the  duodenum  which  to  my 
mind  is  almost  characteristic. 

I have  as  yet  not  seen  one  of  these  individuals 
who  was  of  a phlegmatic  temperament.  They 
have  all  been  more  or  less  of  a nervous  kind, 
several  were  neurasthenics.  This  condition  is 
brought  about  by'  a chronic  toxemia,  resulting 
from  absorption  of  the  blocked  duodenal  con- 
tents. There  is  lassitude,  more  or  less  constant 
headache,  often  diagnosed  as  migraine,  attacks 
of  vomiting.  And  this  vomiting  is  quite  con- 
stand  in  kind,  it  is  of  large  amount,  bile-stained, 
and  when  examined  both  bile  and  pancreatic  se- 
cretions are  found.  There  may  be  intervals  of 
weeks,  or  onlv  days  between  attacks.  In  three  of 
my'  patients  the  fluoroscope  showed  a reverse 
peristalsis — the  barium  could  be  seen  passing 
from  the  stomach  well  down  into  the  duodenum 
and  then  regurgitating  back  into  the  stomach. 
In  cases  I have  seen  there  has  been  loss  of  weight 
and  in  several  this  was  extreme.  In  one  of  my 
recent  cases  the  sy'mptomatology'  was  so  clear  to 
me  that  I made  the  diagnosis  in  my  office  from 
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I the  history  and  a visualization  of  the  patient,  and 
I sent  the  woman  to  a radiologist  for  confirmation. 

I The  x-ray  findings  were  positive  even  the  reverse 
I peristalsis.  This  woman  had  had  her  gallbladder 
and  appendix  removed.  She  had  also  had  the 
roimtine  six  weeks’  diet  and  hot  stomach-pack 
hospitalization.  The  opinion  of  the  Mayo  Clinic, 
usually  none  better,  was  that  she  was  suffering 
“largely  from  chronic  nervous  exhaustion,  etc.” 
She  had  had  there  and  here,  an  extensive  x-ray, 
laboratory  and  physical  study,  with  negative  find- 
ings. She  had  had  in  addition  special  study  by  a 
well-known  internist  who  recommended  consul- 
tation by  two  neurologists,  one  of  whom  psycho- 
analyzed the  patient.  I cite  this  case  to  illustrate 
what  I have  emphasized  in  former  papers  on  the 
Dilated  Duodenum*,  that  physicians  in  general 
have  given  too  little  attention  to  this  important 
subject.  Text-books  on  internal  medicine  should 
no  longer  neglect  it.  Papers  on  the  obstructed 
duodenum,  written  by  surgeons,  are  to  be  found 
in  the  literature.  Our  own  physicians  and  sur- 
geons in  this  locality  seemingly  have  overlooked 
this  pathology  with  its  striking  symptomatology. 

If  the  pyloric  sphincter  is  intact,  an  acute  dila- 
tation of  the  duodenum  will  not  be  accompanied 
by  an  acute  dilatation  of  the  stomach,  except  only 
in  a reflex  way.  However,  acute  dilatation  of 
the  stomach  is  nearly  always  a post-operative  af- 
fection and  when  fatal  as  is  most  common,  it  is 
found  post-mortem,  complicated  by  an  acute  dila- 
tation of  the  duodenum.  This  indicates  that  the 
pylorus  was  in  a considerable  degree  at  least,  in- 
competent before  the  attack,  which  was  brought 
about  by  an  acute  block  of  the  duodenum  from  a 
definite  mesenteric  traction — a chronic  condition 
becoming  acute  following  operation.  For  the 
report  of  an  acute  dilatation  of  the  duodenum 
secondary  to  a herniation  of  a gastro-jejunostomy 
anastomosis  into  the  stomach,  I will  have  to  refer 
to  a forthcoming  paper  of  mine  in  the  Archives 
of  Surgery.  The  patient’s  life  was  saved  by 
operation,  a degastro-jej unostomy. 

I wish  to  emphasize  the  fact  that  when  study- 
ing symptoms  referable  to  the  upper  abdomen, 
that  not  very  infrequently  pathology  affecting  the 
duodenum  may  be  at  fault. 

TECHNIC  OF  A DUODENO-JEJUNOSTOMY 

The  anastomosis  of  the  duodenum  to  the  je- 
junum may  be  carried  out  either  above  or  below 
the  mesocolon.  When  made  above  the  mesocolon 
the  object  is  to  overcome  an  obstruction  in  the 
lower  second  portion  of  the  duodenum  ( Fig.  1 ) . 
The  hepatic  flexure  of  the  colon  with  its  attached 

•Nebraska  State  Medical  Journal.  Vol.  13.  No.  2,  page  46.  February. 
1928;  Annals  of  Surgery.  September.  1928.  page  576. 


al  anastomosis.  The  obstruction  may  be  due  to 
a band ; occasionally  it  is  caused  by  a drag  of  the 
hepatic  flexure  of  the  colon,  which  with  its  as- 
cending colon  has  failed  to  agglutinate  after  ro- 
tation. it,  in  this  instance,  compresses  more  or 


omentum  is  disi)laced  to  the  left  after  freeing  its 
border  attachment  to  the  duodenum.  The 
jejunum  is  then  brought  up  and  anastomosed  to 
the  duodenum  above  the  obstruction.  It  may  be 


Pig.  I.  Supra-mesooolic  dilated  duodenum  due  to  adherent  mesenteric 
gland.  Lines  showing  parts  to  be  anastomosed.  (After  Kellogg). 

wise  to  make  an  entero-anastomosis  between  the 
two  jejunal  loops  if  there  is  evidence  of  a ])os- 
sible  obstructing  angulation  at  the  duodeno-jejun- 


Fig.  II.  Bulging  dilated  duodenum  sub-mesocolic.  Division  of  the 
double  fold  of  peritoneum  of  the  metocoloii — upi>er  jejunum. 
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Fig.  III.  Dilated  duodenum  approximated  to  the  jejunum  read>'  for 
the  aDa^mosis. 

out  the  use  of  rubber  covered  forceps  (Fig.  Ill), 
be  anastomosed  to  the  jejunum  at  about  the  same 
distance  from  its  upper  end  as  we  do  when  car- 
rying out  a gastro-jej unostomy.  The  technic  is 
the  same  (Fig.  I\  ).  Again  it  must  be  remem- 
bered that  the  duodenum  is  not  always  situated  as 
described  in  our  anatomies.  The  loop  may  be 
found  at  the  second  lumbar  vertebra,  sometimes 
at  the  fifth,  and  its  position  will  influence  its  mo- 
tility and  the  ease  with  which  it  can  be  manipu- 
lated. However,  the  doing  of  a duodeno-jejun- 
ostomy  is  never  as  easy  of  accomplishment  as 
that  of  a gastro-jejunostomy.  The  duodenum  is 


Fig.  IV.  Anastomosis  of  jejunum  to  duodenum  completed — duodeno- 
jejunostomy. 

such  instances  it  is  difficult  to  use  clamps  and  if 
used  they  must  be  curved.  I have,  as  have  oth- 
ers, successfully  overcome  the  drag  of  the  lower 
ileum,  caecum  and  rather  mobile  ascending  colon 
causing  dilatation  of  the  third  portion  of  the 
duodenum  by  suturing  intra-peritoneally  the 
caecum  and  lower  ascending  colon  to  the  right 
abdominal  wall.  Bloodgood  has  practised  resec- 
tion in  such  instances — this  seems  too  radical  a 
procedure — a duodeno-jej unostomy  would  pro- 
duce the  same  result  and  be  much  safer. 

Unquestionably  many  sufferers  from  an  ob- 
structed duodenum  are  being  treated  for  gall- 
bladder disease,  or  have  had  the  viscus  removed. 
The  appendix  usually  has  been  taken  out,  and 
in  some  instances  unfortunate  operations  upon 
the  pelvic  organs  of  women  have  been  undertak- 
en— all  from  false  premises.  Is  it  to  be  won- 
dered at  that  frequently  such  individuals  may  be 
classed  as  neurasthenics,  and  form  an  unappreci- 
ated part  of  the  clientele  of  internists,  particularly 
those  specializing  in  hepatico-gastro-intestinal 
diseases  and  in  neurology. 

The  general  physician  should  give  the  subject 
of  the  obstructed  duodenum  closer  attention,  in- 
sisting that  when  the  radiologist  is  studying  his 
cases  presenting  symptoms  referable  to  the  gall- 


less of  the  right  part  of  the  third  portion  of  the 
duodenum.  The  most  common  compression  of 
the  duodenum  with  resultant  dilatation  occurs 
below  the  mesocolon  from  a drag  of  the  mesent- 
ery with  its  contained  superior  mesenteric  artery. 
The  dilatation  is  in  evidence  as  the  omentum  and 
transverse  colon  are  lifted  upward  by  a bulging 
forward  of  the  duodenum,  which  is  covered  by 
the  double  fold  of  peritoneum,  "the  two  ascend- 
ing or  posterior  layers  of  the  great  omentum." 

In  order  to  make  the  anastomosis  (Fig.  II), 
the  double  fold  of  peritoneum  is  divided  so  as 
to  avoid  the  blood  vessels  supplying  the  trans- 
verse colon ; this  fold,  lightly  attached  to  the  duo- 
denum covered  by  its  own  peritoneum,  is  freed 
by  gauze  stripping  so  as  to  expose  the  dilated 
duodenum  sufficiently  that  it  may,  with  or  with- 


not so  mobile  as  the  stomach,  hence  the  anastomo- 
sis in  some  instances  must  be  done  with  the  parts 
not  outside  of  the  abdomen  but  partly  within.  In 
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bladder  or  to  a gastro-duodenal  ulcer,  that  he 
should  be  mindful  of  the  possibility  of  a chronic 
obstruction  of  the  duodenum  causing  the  symp- 
toms of  which  the  patient  complains.  Only  one  of 
the  patients  I have  operated  on  has  been  referred 
to  me  by  a physician,  the  dilated  duodenum  recog- 
nized. Several  had  had  irrelevant  operations 
performed  upon  them.  My  surgical  colleagues 
will  become  interested  when  internists  more  often 
diagnose  the  condition  and  appreciate  how  valu- 
able surgical  efforts  are  when  diet,  laxatives. 


mechanical  apparatus  and  therapeutic  calisthenics 
fail. 

To  sum  up — 

What  of  the  results  of  operation  done  for  the 
obstructed  duodenum  ? In  my  experience  they 
are  most  gratifying.  My  patients  have  all  been 
improved,  several  restored  to  complete  health. 
The  operation  of  duodeno-jej  unostomy  is  more 
difficult  than  the  routine  gastro-jejunostomy,  but 
if  deliberation  and  technical  care  are  exercised 
offers  no  special  difficulties. 


THE  KETOGENIC  DIET  IN  THE  TREATMENT  OE  EPILEPSY* 

LUCTEN  STARK,  M.  D., 

Norfolk,  Nebr. 


The  problem  of  the  epileptic  has  been  with  us 
for  some  centuries  and,  except  in  those  cases  of 
a distinctly  traumatic  origin,  is  still  with  us.  All 
kinds  of  measures  have  been  advocated  for  the 
relief  of  this  distressing  condition  and,  while 
some  of  them  have  for  a time  seemed  to  be  of 
value,  practically  all  of  them  have  eventually 
failed  and  have  been  thrown  into  the  discard. 
For  years  the  massive  doses  of  bromides  were 
used  to  control  the  seizures  and,  while  they  ac- 
complished their  purpose,  after  a fashion,  they 
so  depressed  the  mentality  of  the  patient  as  to 
almost  make  the  remedy  worse  than  the  disease. 
The  injection  of  rattle  snake  venom  was  one  of 
the  methods  advocated  some  years  ago  and  one 
of  our  large  pharmaceutical  houses  first  came 
into  prominence  by  raising  diamond  backed  rat- 
tlesnakes for  the  production  of  the  venom  to  be 
used  in  the  treatment  of  epilepsy.  As  we  no 
longer  hear  of  it,  I assume  that  it,  too,  has  gone 
the  way  of  many  million  other  epileptic  remedies 
and  is  only  remembered  through  the  fact  that  it 
was  once  used  in  this  connection. 

There  have  been  many  operative  measures  ad- 
vocated for  the  relief  of  this  condition  and  they 
range  all  the  way  from  simple  circumcision  to 
removal  of  the  transverse  colon.  For  a brief 
time,  colonic  removal  was  heralded  as  a discovery 
until  it  was  observed  that  most  epileptics  have  a 
cessation  of  their  seizures  after  almost  any  major 
operation.  So  it,  too,  went  into  the  discard. 

In  recent  years,  the  “als”,  luminal,  veronal, 
amytal,  allonal  and  so  on  through  the  list  have 
shown  about  the  best  drug  control  over  the  con- 
vulsions and  are  now  in  general  use.  It  might  be 
well  to  call  your  attention  to  the  fact  that  all  of 
these  drugs  are  ureide  derivatives  and  that  they 

•Read  before  the  annual  meeting  Nebraska  State  Medical  Association, 
Omaha,  May  14,  1929. 


all  contain  the  C^H^  radical,  as  that  fact  will  have 
a distinct  bearing  on  the  progress  of  this  paper. 

Of  all  the  recent  procedures,  the  ketogenic  diet 
seems  to  me  to  be  as  rational  as  any  and  while  it 
is  yet  young,  it  bids  fair  to  become  one  method 
whereby  we  can  expect  some  degree  of  permanent 
improvement  with  the  possibility  of  a cure.  It 
has  been  criticized  extensively,  both  favorably 
and  unfavorably,  but  personally,  I am  inclined  to 
the  view  that  its  harshest  critics  have  not  given 
it  the  consideration  that  it  deserves  in  the  type 
of  case  to  which  it  is  applicable.  When  one  looks 
at  the  unfortunates  who  are  classed  as  epileptics, 
and  who,  up  until  now,  have  had  little  or  nothing 
offered  them  in  the  way  of  either  relief,  modifica- 
tion or  cure,  it  is  certainly  Well  worth  the  effort 
to  try  and  do  something  outside  the  beaten  path 
than  to  sit  idly  by  and  offer  nothing  save  pallia- 
tion. 

There  are  a few  general  principles  in  the  use 
of  the  ketogenic  diet  that  must  be  considered  be- 
fore a ketosis  is  adopted  as  a method  of  treat- 
ment. There  are  those  epileptics  who  have  as  a 
demonstrable  causative  factor,  skull  injuries,  eith- 
er at  birth  or  at  some  subsequent  time,  either 
with  or  without  a depressed  fragment  of  bone. 
Such  a case  is  a distinctly  operative  case  and  if 
there  has  been  a depressed  fragment  and  it  has 
been  present  for  any  length  of  time,  there  would 
probably  be  enough  actual  brain  tissue  degenera- 
tion for  the  continuance  of  the  epilepsy  and  such 
a case  is  in  no  way  suited  to  the  ketogenic  diet. 
There  will  be  found  others  that  show  other  ana- 
tomical and  pathological  defects  and,  until  those 
defects  are  remedied,  there  can  be  nothing  in 
the  way  of  a dietary  or  medical  regime  that  will 
be  of  the  slightest  assistance.  We  had  one  case 
in  which  there  was  an  active  infection  of  the 
ethmoid  cells  and  upon  the  curettage  of  the  cells 
and  the  cleaning  up  of  the  infection,  the  convul- 
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sions  disappeared  so  that  there  was  in  no  way 
any  necessity  for  a ketogenic  diet.  The  cases  to 
which  the  ketogenic  diet  is  applicable  must  be 
those  of  the  strictly  idiopathic  type  or  ’one  in 
which  there  is  no  anatomical  or  pathological  de- 
fect demonstrable.  I believe  that  a frontal  sinus 
of  moderate  severity  and  long  standing  can  be 
the  foundation  for  an  epilepsy  and  I also  believe 
that  old  antrum  and  mastoid  infections  can  do 
the  same  thing  so  all  conditions  of  that  nature 
must  be  eliminated  before  placing  the  patient 
upon  a ketogenic  diet. 

Presuming  that  we  have  such  a case  and  espe- 
cially of  the  grand  mal  type,  as  in  my  hands  the 
ketogenic  diet  has  been  more  effective  in  grand 
mal  than  in  petit  mal,  how  will  we  go  to  work  to 
produce  a ketosis? 

First  the  basal  caloric  requirement  of  the  pa- 
tient must  be  determined.  It  can  be  reckoned  by 
the  Wilder  method,  the  Boothby  and  Sandiford, 
the  DuBois  or  any  other  standard  method.  When 
that  requirement  is  found  then  comes  the  build- 
ing of  your  dietary  schedule.  Always  figure 
your  requirements  as  for  an  active  person.  Not 
one  at  rest  nor  partially  at  rest  but  one  who  is 
active.  There  can  be  no  benefit  derived  from  a 
ketosis  by  merely  ingesting  enormous  amounts 
of  fats  into  the  individual  and  in  no  way  pro- 
viding for  all  the  utilization  possible.  The  pro- 
duction of  a ketosis  is  based  upon  the  imperfect 
combustion  of  these  fats  to  the  point  that  di- 
acetic  acid  appears  in  the  urine.  The  patient  is 
not  ketosed  when  he  shows  acetone.  He  must 
show  di-acetic  acid. 

The  Mayo  Clinic  lays  down  five  requirements 
for  the  construction  of  a ketogenic  diet  and  as 
they  are  sensible  and  sane,  I will  quote  them : 
First : It  must  contain  sufficient  calories  to  keep 
the  weight  normal  and  allow  for  growth.  Sec- 
ond : It  must  provide  sufficient  protein  to  build 
new  tissue  and  to  replace  the  broken  down  cells. 
Third ; It  must  provide  minerals  and  vitamines 
to  meet  the  requirements  of  the  body.  Fourth : 
It  mu.st  furnish  sufficient  bulk  to  provide  for  a 
daily  bowel  movement.  Fifth : It  must  provide 
for  a sufficient  amount  of  water. 

With  these  rather  simple  requirements  before 
you,  you  can  construct  your  diet  to  meet  them. 
You  can  build  it  up  in  the  usual  way,  allowing 
four  calories  for  each  gram  of  protein  and  carbo- 
hydrate and  nine  calories  for  each  gram  of  fat. 
A table  of  food  values  such  as  the  Bryant  and 
Atwater  tables  can  be  procured  from  the  Super- 
intendent of  Documents,  Washington,  D.  C.,  giv- 
ing the  chemical  composition  of  practically  all  of 


our  American  foods  and  they  are  authentic  and 
correct.  If  one  has  nothing  else,  he  can  use  the 
tables  giving  the  protein,  fat  and  carbo-hydrate 
content  of  foods  that  are  used  in  the  construc- 
tion of  a diet  for  a diabetic  insofar  as  their  limi- 
tations will  permit. 

As  a general  rule  it  is  necessary  to  keep  the 
patient  under  close  observation  for  three  or  four 
weeks.  Hospitalize  if  necessary,  and  where  the 
patient  is  a child,  the  person  who  is  to  cook  and 
prepare  the  food,  calculate  the  diet  and  supervise 
its  use,  should  be  present  all  of  the  time  in  order 
that  she  may  learn  exactly  how  it  is  to  be  done. 
In  this,  it  differs  but  little  from  the  ordinary 
method  of  handling  a diabetic  that  is  being  sent 
home  on  a calculated  diet. 

With  some  of  the  cases,  it  is  necessary  to  put 
them  on  a starvation  period,  giving  only  orange 
juice  or  black  coffee  until  the  di-acetic  acid  ap- 
pears in  the  urine.  With  others,  one  can  try  out 
the  prescribed  diet  at  once  and  if  the  ketosis  ap- 
pears and  stays,  the  starvation  period  will  not  be 
necessary.  As  a concrete  example,  let  us  assume 
that  we  have  a patient,  a child,  whom  we  wish 
to  ketose  and  whose  requirement  is  two  thousand 
calories  per  day.  We  will  also  assume  that  the 
patient  weighs  seventy  pounds  or  thirty-one  kilo- 
grams. We  wish  to  give  one  gram  of  protein 
for  every  kilogram  of  body  weight  so  our  protein 
requirement  would  be  thirty-one  grams  which 
would  produce  one  hundred  twenty-four  calories 
per  day.  By  subtracting  124  from  2,000  it  would 
leave  us  1,876  calories  to  be  made  up  from  fats 
and  carbohydrates  and,  in  my  experience,  they 
should  run  about  ten  fats  to  one  carbo-hydrate. 
In  this  instance  that  would  amount  to  20  carbo- 
hydrates and  200  fats  per  day.  When  worked 
out,  this  would  bring  the  total  calories  to  2004 
which  is  close  enough  for  all  practical  purposes. 
In  the  event  that  the  patient  becomes  a bit  nause- 
ated by  the  diet,  you  may  have  to  put  him  to  bed 
and  feed  a little  orange  juice  until  that  period  has 
passed. 

A quick  way  to  estimate  the  calories  required 
is  to  multiply  the  weight  in  pounds  by  25  for 
children  and  by  16  for  adults.  In  the  instance 
mentioned  above,  the  basal  requirement  would  be 
somewhat  under  the  one  given  as  it  would  amount 
to  25x70  or  1,750  calories.  I rather  like  the 
larger  figure,  especially  in  dealing  with  children 
as  when  you  deprive  the  average  youngster  of 
any  type  of  food,  it  must  be  made  up  in  quantity 
along  some  other  line.  It  is  always  of  value  to 
keep  the  patient  active  and  if  it  can  be  done,  he 
should  begin  to  show  di-acetic  acid  in  the  urine 
within  a two  or  three  day  period.  When  the  di- 
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acetic  reaction  is  good  and  shows  plainly,  the  pa- 
tient should  be  taught  to  run  his  own  urine  and 
insist  that  he  do  it  every  day.  He  will  then  get 
an  interest  in  the  case  that  could  be  obtained  in 
no  other  way.  Gerhardt’s  test  is  simple,  can  be 
done  by  anyone,  and  all  that  is  required  is  a test 
tube  and  some  ten  per  cent  ferric  chloride.  Have 
the  patient  put  five  or  six  cc  of  urine  in  the  tube 
and  then  add  the  chloride  drop  by  drop.  The 
clouding  due  to  the  precipitation  of  the  phos- 
phates with  the  first  few  drops  should  be  shown 
and  explained  and  he  should  easily  learn  to  iden- 
tify the  bordeaux  red  color  that  appears  in  the 
tube,  beginning  at  the  bottom  and  coming  to  the 
top.  This  color  will  disappear  on  boiling  and  it 
is  a wise  thing  to  boil  the  urine  occasionally  as 
there  are  other  things  than  can  produce  this 
color  but  they  will  remain  after  boiling  while  the 
di-acetic  will  not. 

After  the  ketosis  is  established  and  while  the 
patient  is  still  with  you,  it  is  a good  plan  to  ex- 
periment a bit  and  see  just  how  low  a ratio  of 
fats  to  carbo-hydrates  will  keep  the  patient  show- 
ing di-acetic  acid.  It  allows  for  more  latitude  in 
the  diet  and  if  one  wishes  to  intensify  the  ke- 
tosis, he  knows  just  where  to  start.  The  conduct 
of  the  diet  will  require  considerable  planning  on 
the  mother’s  part  or  whoever  is  to  supervise  it, 
but  it  is  not  nearly  so  formidable  as  it  sounds. 
The  meals  must  be  as  near  alike  in  their  fat, 
protein  carbo-hydrate  ratio  as  it  is  possible  to 
have  them.  It  would  never  do  to  have  the  pa- 
tient eat  all  of  his  carbo-hydrate  allowance  at  one 
meal  and  have  none  with  the  other  two.  One  of 
my  patients  who  was  on  a daily  allowance  of  24 
carbo-hydrates,  32  protein  and  280  fats  began 
to  appear  out  of  ketosis.  His  mother  assured  me 
that  he  was  getting  his  exact  daily  allowance  as 
it  had  been  figured  and  nothing  more.  I had 
her  bring  down  a week’s  meals  and  found  that 
the  patient  was  getting  18  of  his  carbo-hydrates 
for  breakfast  and  the  other  six  for  dinner  and 
supper.  As  a result,  his  breakfast  threw  him  out 
of  his  ketosis  every  day.  We  changed  his  meal 
ration  to  read,  breakfast  8-10-90,  dinner  8-11-100, 
supper  8-11-90,  and  the  ketosis  returned  and  has 
remained  without  difficulty.  Too  many  people 
figure  the  daily  allowance  of  each  type  of  food 
and  distribute  it  through  the  day  as  pleases  their 
fancy  rather  than  as  the  condition  requires.  Any 
competent  dietitian  should  be  able  to  instruct  the 
average  mother  or  nurse  within  the  three  weeks 
period  to  carry  on  the  diet  without  difficulty.  I 
have  a little  lady  who  never  completed  the  eighth 
grade  at  school  and  her  ten  year  old  son  is  one 
of  my  ketosed  patients  at  this  time.  Give  her  a 
Bryant  and  Atwater  and  your  fat  protein  and 


carbo-hydrate  allowance  and  she  will  figure  you 
a perfect  day’s  meals  with  no  mentionable  vari- 
ance in  the  ratio  and  will  not  miss  her  total  calor- 
ic requirement  ten  calories  either  way.  So  any 
person  of  average  intelligence  should  be  able  to 
carry  on  the  diet  without  difficulty  after  they 
have  left  the  supervision  of  the  physician. 

If  the  patient  has  had  seizures  over  a long 
period  of  time,  it  will  probably  be  necessary  to 
keep  him  on  small  doses  of  luminal  or  luminal- 
sodium  for  two  or  three  months  in  order  to  com- 
pletely control  the  convulsions.  Personally,  I 
greatly  prefer  the  luminal-sodium  as  it  does  not 
hit  the  patient  so  hard  and  they  awaken  with  a 
much  clearer  head  than  when  the  plain  luminal 
is  used.  The  dose  is  best  given  at  night  and 
when  the  sodium  salt  is  used  the  difference  is 
marked  in  the  time  required  for  them  to  clear  up. 

Apparently  there  are  many  things  that  will 
throw  a patient  out  of  ketosis  aside  from  the  di- 
etary error  mentioned  before.  One  of  my  pa- 
tients was  in  and  out  with  no  palpable  reason. 
We  checked  everything  that  w'e  could  imagine 
might  be  the  cause  and  one  day  found  him  chew- 
ing gum.  Upon  his  ceasing  his  gum  chewing 
activities,  the  ketosis  remained  and  we  had  no 
more  difficulty.  Another  used  a brand  of  tooth 
paste  that  was  too  highly  sweetened  and  upon  his 
changing  his  brand,  his  ketosis  was  permanent. 
These  patients  must  be  kept  in  a state  of  ketosis 
or  you  are  wasting  both  your  time  and  theirs. 
The  diet  is  a bit  laxative  but  you  may  have  to 
guard  against  constipation  and  if  your  patient 
does  become  constipated,  sugar  free-agar-agar, 
mineral  oil,  epsom  salts  or  anv  cathartic  of  that 
kind  will  do.  Most  of  the  ordinary  laxative  pills 
contain  altogether  too  much  sugar  to  be  given 
to  a ketosed  patient. 

The  patient  must  be  made  to  understand  that 
this  diet  is  not  for  a month,  but  that  it  is  apt  to 
run  for  eighteen  months  or  two  years  or  even 
longer.  They  will  need  considerable  moral  cour- 
age to  withstand  many  of  the  inconveniences 
connected  with  it  and  the  disappointment  at  hav- 
ing an  unexpected  convulsion.  They  may  get 
discouraged  and  want  to  stop  and  call  it  a failure 
but  when  they  get  to  the  point  where  they  can 
actually  see  that  the  attacks  are  becoming  fewer 
and  fewer  and  that  they  are  not  losing  conscious- 
ness during  them,  they  will  stay  with  it.  One 
of  my  patients,  a boy  of  ten,  who  had  been  ac- 
customed to  having  two  or  three  attacks  a week 
before  we  ketosed  him  slipped  along  for  nearly 
three  months  without  an  attack.  One  morning 
he  had  one.  He  felt  mighty  bad  about  it  but  when 
we  talked  it  over  with  him,  he  told  me  that  he 
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knew  he  was  better  or  he  would  have  lost  con- 
sciousness during  the  attack  and  so  was  going  to 
continue  to  carry  on. 

After  the  patient  has  been  convulsion  free  for 
four  to  six  months,  it  is  advisable  to  add  five 
grams  to  his  daily  carbo-hydrate  allowance  and 
keep  it  there  for  a month.  If  at  the  end  of  that 
period,  he  is  still  convulsion  free,  add  five  grams 
more  and  as  time  goes  on  and  he  still  remains 
without  seizures,  add  five  grams  every  month 
until  he  has  a ratio  of  1 to  5 or  1 to  six.  When 
you  have  arrived  at  that  point,  you  are  about  out 
of  the  woods  as  your  patient’s  meals  will  not  dif- 
fer greatly  from  the  meals  of  those  about  him. 

One  of  the  agreeable  surprises  will  be  the  way 
that  children  will  take  to  the  dietary  restrictions 
when  they  once  learn  what  is  expected  of  them 
and  what  the  diet  is  expected  to  do  for  them. 
As  I mentioned  before,  I try  and  get  them  to 
take  a personal  interest  in  their  affairs  by  having 
them  run  their  own  urine,  calculate  their  own 
diet  and  at  times  make  the  effort  to  prepare  their 
own  food.  The  child  that  is  poorly  disciplined 
or  is  accustomed  to  having  its  own  way  about 
everything  will  not  do  well  except  away  from  its 
parents  and  away  from  home.  I have  had  one  of 
that  type  and  finally  told  his  parents  that  if  they 
would  leave  the  child  for  si.x  months  and  stay 
away  from  him  during  that  time,  we  might  be 
willing  to  try  and  do  something  for  him  but  under 
other  circumstances,  we  would  rather  not  make 
the  effort.  They  took  him  away  with  them  and  I 
have  seen  or  heard  nothing  concerning  him  since 
he  left.  It  is  absolutely  useless  to  try  and  do  for 
that  type.  It  is  equally  true  with  those  that  are 
mentally  deficient.  In  my  own  experience.  I 
have  had  no  very  good  results  with  adults.  Dr. 
C.  J.  Barborka  of  Rochester,  IMinnesota,  in  an  ar- 
ticle in  the  Journal  of  the  American  Medical 
Association,  the  issue  of  July  14,  1928,  presents 
some  very  interesting  figures  on  a series  of  adult 
cases  which  he  treated  with  the  ketogenic  diet. 
In  thirty-two  cases  of  idiopathic  epilepsy  in 
adults,  the  diet  controlled  the  attacks  in  seven, 
definitely  improved  them  in  twelve  and  did  little 
or  nothing  for  the  other  thirteen.  It  is  but  fair 
to  say  that  the  thirteen  did  not  all  adhere  rigidly 
to  their  diet  and  their  ketosis  was  a sort  of  hit 
and  miss  affair.  Even  that  shows  a better  per- 
centage of  results  than  has  been  attained  with 
any  other  system  so  it  is  worthy  of  consideration 
from  that  angle  if  from  no  other.  In  my  own 
experience,  the  adult  cases  that  could  be  helped 
just  did  not  seem  to  come  my  way. 

I have  placed  seven  children  and  two  adults 
on  the  ketogenic  diet.  The  adults  were  a disap- 


pointment but  we  did  note  that  the  dosage  of 
luminal  required  to  control  the  convulsions  was 
markedly  diminished  during  the  period  of  their 
ketosis.  One  of  these  cases  presented  a very  in- 
teresting syndrome  which  may  mean  something 
and  again,  it  may  not.  While  she  was  ketosed, 
her  epilepsy  definitely  improved  and  her  dosage 
of  luminal  was  cut  down.  After  she  had  been 
ketosed  for  five  days  she  showed  the  most  beau- 
tiful urticaria  that  one  could  ever  see.  Upon  re- 
versing her  diet,  the  urticaria  disappeared  but  her 
luminal  had  to  be  increased  to  control  her 
seizures.  I have  heard  it  intimated  that  when 
the  last  chapter  on  some  of  the  metabolic  dis- 
orders is  written,  there  is  a possibility  that  it  will 
show  a distinct  relationship  between  the  urti- 
carias, anaphlaxes  and  things  that  are  now  re- 
garded as  sensitizations,  to  epilepsies  and  other 
kindred  disorders. 

Now  as  to  the  “why”  of  the  whole  thing.  Wild- 
er’s original  opinion  was  that  while  in  the  keto- 
genic state,  the  di-acetic  acid  acted  as  an  anes- 
thetic and  the  convulsions  were  controlled  in  that 
manner.  I believe  it,  but  I do  not  think  that  he 
went  quite  far  enough.  To  me  personally,  I be- 
lieve that  we  try  to  so  modify  the  metabolism  of 
the  individual  cell  as  to  cause  it  to  produce  and 
to  continue  to  produce  an  anticonvulsion  principle, 
whatever  that  may  be.  That  may  be  a reason  why 
the  diet  seems  so  much  more  effective  in  children 
than  in  adults.  The  child  is  still  producing  cells 
to  add  to  his  physical  bulk  as  well  as  replacing 
the  worn  out  ones.  The  adult,  whose  physical 
bulk  has  b’een  attained,  is  not  making  any  more 
cells  but  is  merely  trying  to  replace  those  that 
are  worn  out  or  have  been  destroyed.  To  put  it 
another  wa\%  in  the  child  the  metabolic  habit  of 
his  cells  has  not  yet  been  established  and  in  the 
adult  it  has.  In  following  out  this  idea,  let  us 
take  the  drug  armamentarium  now  in  general 
use  in  controlling  the  convulsions.  The  most 
successful  ones  are  those  of  the  “al”  group  of 
which  luminal  is  a representative.  All  of  these 
drugs  are  from  the  ureide  group  and  they  all 
contain  the  ethyl  or  radical.  For  centuries 

we  have  known  of  the  affinity  of  the  ethyl  radi- 
cal for  nervous  tissue  and  we  can  almost  say  that 
any  drug  containing  that  radical  will  have  its 
effect  upon  the  nervous  tissue  of  the  individual. 
As  nervous  tissue  is  mostly  made  up  of  fats  and 
fat  like  substances  with  water,  it  should  follow 
that  any  hypnotic  should  be  soluble  in  both  fats 
and  water  to  attain  its  greatest  efficiency.  The 
results  of  research  in  synthetic  chemistry  show 
that  an  hypnotic  has  an  efficiency  directly  pro- 
portional to  its  solubility  in  fats  and  water.  So 
then  our  ideal  hypnotic  is  something  soluble  in 
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both  fats  and  water  and  containing  the  ethyl 
radical  for  not  only  its  use  as  a vehicle  but  for 
its  synergistic  action  upon  nervous  tissue.  We 
all  know  that  a sudden  drop  in  the  blood  choles- 
trol  of  an  epileptic  patient  is  certain  to  be  follow- 
ed in  a very  short  time  by  a convulsion.  The 
principal  habitat  of  cholestrol  is  in  the  white  sub- 
stance or  the  medullary  substance  of  nerve  tissue 
so,  could  it  not  be  possible  that  when  the  drop 
in  blood  cholestrol  takes  place,  the  cholestrol  in 
the  nerve  tissue  is  drawn  upon  and  that  our  hyp- 
notic which  must  be  fat  soluble  has  nothing  to 
take  up  the  drug  and  a convulsion  ensues?  As 
I mentioned  before,  the  “als”,  which  are  repre- 
sentative of  the  drug  control  of  the  seizures  are 
all  ureide  derivatives  and  the  ketogenic  diet  is 
one  which  would  naturally  increase  the  urea  in 
the  individual  and  we  all  know  that  with  the 
imperfect  fat  combustion  within  the  individual 
we  get  large  amounts  of  the  ethyl  radical,  is  it 
not  possible  that  our  effort  is  directed  to  making 
the  individual  cell  produce  its  ethyl  radical,  and 
its  ureide  by  influencing  the  metabolic  processes 
through  the  type  of  food  furnished  it? 

If  we  take  the  physiology  of  fat  metabolism 
and  take  the  stearic  acid  group  as  an  example,  we 
will  find  that  it  is  deprived  of  its  carbon  atoms 
by  oxidation  and  that  with  the  excessive  intake 
of  fats,  and  the  consequent  acidosis  of  the  indi- 
vidual, the  carbon  atoms  that  should  ordinarily 
combine  with  oxygen  and  produce  CO^  are  com- 
pelled to  take  up  with  the  excessive  number  of 
hydrogen  atoms  and  in  that  way  produce  our 
which  is  utilized  both  as  a nerve  depres- 
sant and  as  a vehicle  for  the  ureide  derivative 
whose  menstrum  must  be  both  fat  and  water 
soluble.  This  looks  all  the  more  reasonable  as 
all  of  our  drugs  controlling  the  convulsions  con- 
tain the  radical  and  some  urea  derivative 

so  even  if  we  fail  to  control  the  convulsions  by 
the  ketosis,  we  markedly  cut  down  the  amount 
of  drug  necessary  to  control  them.  From  that 
basis  we  can  figure  that  our  ketosis  does  not 
produce  quite  enough  of  the  anti-convulsion 
principle  and  that  all  that  is  needed  is  a bit  of 
help  from  the  outside  which  we  give  as  a drug 
and  which  drug  is  essentially  of  the  same  chemi- 
cal composition  as  the  natural  product  of  the  in- 
dividual cell  in  a ketosed  person. 

I believe  that  the  individual  cell  can  by  the 
.training,  brought  about  by  the  change  in  the 
metabolic  chemistry  of  the  individual,  be  made 
to  respond  to  changes  in  the  diet  of  the  patient. 
The  cell  adapts  itself  to  its  environment.  If  that 
were  not  true,  the  Eskimos  would  be  in  a state  of 
ketosis  all  of  the  time  as  their  diet  is  one  of  the 
best  ketogenic  diets  known.  We  know,  however. 


that  that  is  not  true.  One  of  our  own  men  from 
Omaha  lived  among  them  for  more  than  a year 
and  could  report  no  such  effect.  Lieb  and  Tol- 
stoi lived  upon  an  Eskimo  diet  for  more  than  two 
months  and  at  the  end  of  that  time  were  normal 
in  weight  and  what  was  even  more  impressive, 
neither  their  bloods  nor  urines  showed  the  path- 
ology that  one  would  expect  to  find  in  a person 
unused  to  such  a diet  for  any  great  length  of 
time. 

I wish  to  mention,  briefly,  three  cases  from 
my  own  group  and  they  will  be  those  which  have 
been  on  the  diet  the  longest  and  which  have 
shown  the  best  results  : 

The  first  is  a lad  of  ten  who  had  had  the  nocturnal 
type  of  epilepsy  for  approximately  a year  and  a half 
before  coming  under  my  care.  He  had  been  in  the 
habit  of  having  three  or  more  attacks  per  week. 
They  usually  came  after  one  o’clock  at  night  and 
were  typical.  The  cry  preceding  the  convulsion  could 
not  be  mistaken.  We  were  able  to  find  no  anatomical 
nor  pathological  defects  during  his  physical  examina- 
tion so  we  selected  him  for  a ketogenic  diet.  He 
ketosed  easily  and  by  September  15th,  was  excreting 
diacetic  acid.  As  a precautionary  measure,  we  gave 
him  one  grain  of  luminal  sodium  at  night.  Prior  to 
this  time  he  had  been  taking  some  sort  of  nostrum 
which  contained  about  twenty  grains  of  bromides  to 
the  dram.  He  was  taking  six  drams  per  day.  On 
September  17  he  had  a typical  attack.  He  had  no 
more  until  December  17th  when  he  had  one  in  w'hich 
he  did  not  lose  consciousness.  He  had  no  more  until 
March  31st  when  he  had  another  in  which  he  did  not 
lose  consciousness.  I now  think  that  this  attack  w'as 
due  to  the  fact  that  I took  him  off  his  luminal  sodium 
March  1st  and  that  he  was  not  quite  ready  for  it.  He 
has  had  no  more  up  to  this  time.  May  1st,  1929,  but 
is  taking  one-half  grain  of  luminal  sodium  at  night 
as  a precautionary  measure.  His  mother  is  the  lady 
referred  to  in  the  first  part  of  this  paper  and  as  she 
handles  his  diet  without  difficulty  and  maintains  a 
close  watch  over  the  lad,  I think  that  I can  see  a 
recovery  for  him  and  that  in  the  not  too  far  distant 
future. 

Another  is  a girl  of  thirteen.  Her  habit  was  to 
have  about  six  convulsions  per  month.  At  the  time 
that  I saw  her  she  was  but  twelve  and  had  never 
menstruated.  We  ketosed  her  and  she  was  passing 
diacetic  acid  about  the  first  of  June,  1928.  On  June 
9th,  she  had  a convulsion,  and  again  on  August  thir- 
ty-first. In  both  of  these  she  was  unconscious  but 
the  one  on  August  thirty-first  was  her  last  one.  She 
began  menstruating  in  January  of  this  year  and  has 
had  no  seizures  since  the  one  in  August.  Prom  Oc- 
tober, 1928,  she  has  had  no  luminal  nor  other  drug 
to  control  the  convulsions.  The  establishment  of  her 
menstrual  function  may  have  had  something  to  do 
with  the  cessation  of  the  seizures  but  the  fact  re- 
mains that  she  dropped  from  approximately  six  per 
month  to  two  in  six  months  before  this  function  was 
established. 

The  third  one  is  a boy  of  fourteen.  He  had  been 
having  both  grand  and  petit  mal  attacks  for  six 
years.  He  had  had  about  everything  done  to  him 
except  colonic  removal,  and  all  for  the  treatment  of 
his  epilepsy.  He  was  also  on  this  bromide  prepara- 
tion and  was  taking  six  drams  per  day.  We  ketosed 
him  and  gave  him  one  and  one-half  grains  of  luminal 
sodium  at  night.  He  has  had  no  more  grand  mal 
attacks  but  still  has  two  or  three  attacks  of  petit  mal 
during  the  day.  They  are,  however,  very  fleeting, 
not  amounting  to  more  than  a momentary  confusion 
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and  that  only  lasts  in  the  neighborhood  of  two  or 
three  seconds.  He  has  been  on  the  diet  for  five 
months  and  I cannot  help  but  think  he  will  be  mark- 
edly benefitted  thereby.  He  now  rides  his  bicycle 
on  errands  for  his  mother,  goes  to  school  and  acts  in 
most  ways  as  other  boys  except  that  he  must  eat  at 
home. 

In  all  of  these  cases  one  thing  has  come  to  my 
attention  and  that  is  the  distinct  improvement  in 
the  school  grades  of  these  patients.  The  boy 
first  mentioned  was  getting  along  with  81,  84,  ?9 
and  grades  of  that  sort  and  now  he  has  none  be- 
low ninety.  The  others  have  shown  the  same 
thing  but  in  not  quite  so  marked  a degree. 

As  a kind  of  a summary,  I want  to  say ; 

That  my  own  e.xperience  with  the  ketogenic 
diet  in  the  treatment  of  idiopothic  epilepsy  has 
been  very  favorable  and  I am  inclined  to  the 
view  that  as  it  comes  into  greater  use  in  properly 
selected  cases  its  usefulness  will  he  recognized 
and  greatly  extended. 

Even  if  the  patient  has  to  continue  to  use  some 
drugs  for  the  control  of  the  seizures,  it  is  still 
better  than  anything  that  we  now  have  and  it 
should  be  tried  in  the  type  of  cases  to  which  it  is 
adapted. 

The  diet  is  simply  and  easily  calculated  and  can 
he  carried  on  by  anyone  of  average  intelligence 
after  a brief  training  period. 

The  patient  must  never  be  out  of  a ketosis, 
once  it  is  established. 

The  patient  must  be  active  as  there  is  nothing 
to  be  accomplished  by  merely  stuffing  enormous 
amounts  of  fats  into  him  and  not  burn  them  to 
any  degree  as  the  production  of  the  ureide  and 
your  ethyl  radical  depend  on  the  imperfect  com- 
bustion of  fats  and  their  subsequent  reduction  in- 
to the  anti-convulsive  principle. 

I believe  that  the  “why”  of  the  diet  lies  in  the 
chemistry  of  metabolism  in  the  individual  cell  and 
in  the  modification  of  the  metabolic  habit  of  the 
individual  cell  so  that  the  anti-convulsion  prin- 
ciple will  be  produced  within  the  body  of  the  pa- 
tient. 

DISCUSSION 

RODNEY  BLISS,  M.  D.  (Omaha):  I am  sure  we 
should  feel  indebted  to  Dr.  Stark  for  giving  us  his 
experience  of  seven  cases  in  ketogenic  diet.  We  know 
epilepsy  has  been  a bugbear  for  generations.  We 
know  w^e  never  arrived  anywhere  until  about  the 
time  the  barbital  preparations  came  on  the  market. 
We  know  many  individuals,  both  youngsters  and 
grown-ups,  obtained  great  relief  from  barbital  radi- 
cals. 

The  ketogenic  diet  is  apparently  another  way  of 
furnishing  a barbital  radical  and  another  way  of 
furnishing  ether-like  substances  which  produce  the 
necessary  depression  of  the  central  nervous  system 
which  decreases  or  leads  to  the  cessation  of  these 
convulsions.  * Until  we  know  something  better,  or 


until  this  ketogenic  diet  is  tried  out  in  a large  series 
of  cases  than  it  has  been  in  the  last  three  or  four 
years,  we  will  not  drop  the  use  of  barbital  derivatives. 
Of  course.  Dr.  Stark  does  not  suggest  we  should  drop 
them. 

We  need  a chemist  to  discuss  Dr.  Stark’s  paper. 
I am  not  competent  to  tell  him  whether  the  C2H5 
radical  is  the  substance  which  produces  depression 
of  the  central  nervous  system.  I do  not  know.  We 
see  in  literature  that  it  is  generally  thought  that  this 
acid  radical — the  ketogenic  radicals — do  produce  this 
effect.  Whether  acting  upon  the  individual  cell  as 
the  doctor  says,  of  course,  nothing  but  time  and 
further  work  will  tell  us. 

A pediatrician  should  discuss  this  paper,  because 
the  ketogenic  diet  does  so  much  more  good  in  young- 
sters than  in  adults.  The  results  in  adult  petit  mals 
are  very  unsatisfactory.  It  seems  to  me  all  of  us  run 
across  cases  of  petit  mal  and  are  very  much  dis- 
couraged by  attempt  to  relieve  them  with  anything 
except  a moderate  amount  of  barbital  derivatives.  I 
think  we  should  try  this  out.  I would  agree  with 
Dr.  Stark  these  people  should  be  under  close  observa- 
tion and  hospitalized  just  as  is  our  diabetic,  and  I 
see  no  reason  why  they  cannot  be  taught  to  work 
a ketogenic  diet  just  as  we  work  out  the  diet  of  the 
diabetic.  So  that  I think  this  paper  should  carry  the 
impetus  to  all  of  us  to  try  out  the  ketogenic  diet 
In  cases  of  this  sort.  Personally  I feel  grateful  to 
the  doctor  for  his  excellent  paper  and  the  excellent 
results  of  his  cases. 

FLOYD  CLARKE,  M.  D.  (Omaha) : I certainly  think 
Dr.  Stark  has  given  us  enlightenment  on  this  diet. 
My  principal  difficulty  with  children  has  been  to  get 
them  to  stick  to  it.  They  get  tired  of  it.  If  they  go 
to  school,  the  children  offer  them  candy,  and  sooner 
or  later  they  are  off.  Dr.  Stark  has  given  one  or 
two  points  I think  I can  work  out.  One  is  to  let 
them  examine  their  own  urine. 

I have  had  interesting  experiences  with  the  keto- 
genic diet.  I think  Dr.  Peterman  of  Rochester — the 
pediatrician — was  the  first  man  who  started  it.  He 
is  an  excellent  man.  Dr.  Stark  said  it  is  easy  to 
reckon.  I am  not  a good  mathematician,  but  my 
wife  is  a pretty  bright  sort  of  woman.  She  reckoned 
this  ketogenic  diet.  We  spent  two  or  three  weeks  in 
finding  out  how  to  get  this  diet.  Finally  we  got  a 
little  child  started  on  it.  It  took  a good  deal  of  brain 
matter  on  my  part.  Finally  I wrote  Dr.  Peterman. 
He  had  just  such  a patient  as  this  woman  who  got 
out  a diet  along  this  line.  He  sent  me  the  original 
copy.  I gave  it  to  a fellow  in  Council  Bluffs  who  had 
convulsions  with  epilepsy.  He  had  his  stenographer 
write  it  off.  Now  I can  start  off  by  telling  how  many 
grams  I wish  of  each.  It  works  out  well  and  is 
quite  satisfactory. 

My  experience  has  been  much  the  same  as  Dr. 
Stark’s.  It  is  of  value  in  grand  mal.  As  to  complete 
cure,  I question  it.  They  call  me  up  and  tell  they 
have  had  convulsions.  In  petit  mal  it  is  of  some 
value.  They  can  go  to  school  and  resume  the  same 
sort  of  life  as  the  normal  individual.  If  they  fall  off 
the  diet,  they  have  more  convulsions.  I can  de- 
pend upon  the  test  of  the  urine  as  to  whether  or  not 
that  youngster  has  taken  any  food  he  should  not 
take.  If  it  comes  up  with  nonketosis,  I am  positive 
something  has  happened — that  the  youngster  has  had 
some  candy. 

I think  the  boys  and  girls  who  have  it  should  re- 
ceive lots  of  encouragement  and  attention.  I agree 
about  the  improvement  in  the  mental  condition — 
whether  grand  mal  or  petit  mal.  It  improves  more 
under  diet  than  without  it.  As  to  whether  a complete 
cure  is  effected,  I am  wondering. 

Dr.  Stark,  (closing):  I had  hoped  to  stir  up  more 
discussion,  especially  on  the  chemistry  of  the  thing. 
I believe  in  working  out  this  sort  of  thing  you  will 
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come  back  to  a strictly  chemical  proposition  of  cell 
metabolism  and  the  metabolic  habits  in  children.  The 
mental  condition  improves. 

I am  glad  the  doctor  spoke  about  Mrs.  Clarke,  be- 
cause my  wife  knows  more  about  working  these  diets 
than  I do.  She  can  figure  a diet  in  five  minutes 
than  would  take  me  all  day.  Candy  and  gum  and  all 
such  things  with  no  carbohydrate  content  can  be  pur- 
chased for  these  children.  I have  eaten  some  of  the 
candy.  It  is  not  anything  to  get  “steamed  up  over”,  but 
it  is  candy.  I have  chewed  some  of  the  gum.  The 
same  thing  is  true.  If  the  average  kid  can  pick  up 


something  labeled  "candy”,  he  is  like  the  man  from 
Vermont.  If  you  cut  a piece  of  bread  three-cornered 
and  label  it  “pie”,  it  is  all  right  with  him. 

Don’t  put  a child  with  an  old  mastoid  or  frontal 
sinus  or  infected  tonsils  on  a diet  until  you  correct 
the  anatomical  defects  in  that  child. 

Dr.  Barborka  has  records  on  141  children  who  went 
through  Rochester.  In  85,  their  convulsions  had  been 
definitely  controlled  by  placing  them  in  ketosis  and 
keeping  them  there.  I hope  our  people  in  Nebraska 
will  try  it  out  and  work  with  it,  because  you  do  get 
results. 


HEART  DISEASE  IN  CHILDREN 

E.  S.  WEGNER,  M.  D., 

Lincoln,  Nebr. 


Ill  presenting  this  subject  it  is  not  my  jiurpose 
to  outline,  or  classify  and  describe  the  various 
cardiac  abnormalities  which  we  all  meet  in  prac- 
tice ; nor  do  I wish  to  call  attention  to  rare  con- 
ditions. Much  less  is  it  my  purpose  to  attempt  to 
give  instruction  concerning  the  treatment  of  heart 
disease. 

I wish  to  direct  attention  for  the  moment  to 
heart  disease  in  general,  but  to  point  out  special 
features  as  they  concern  us  in  dealing  with  heart 
disease  in  children.  I wish  to  emphasize  the  im- 
portance of  some  of  the  problems  connected  with 
its  control ; to  point  to  some  of  the  things  which 
have  been  accomplished,  and  to  glean  therefrom 
both  fact  and  theory  to  stimulate  our  interest  and 
to  fire  our  enthusiasm,  so  that  we  may  be  en- 
couraged to  carry  on  in  the  crusade  for  health. 

I shall  take  the  liberty  to  quote  freely  from 
subject  matter  in  books,  magazines  and  pamph- 
lets ; for  in  them  I have  found  most  of  what  I 
wish  to  say. 

The  American  Heart  Association  is  rendering 
a real  service.  This  organization,  through  its 
department  of  research,  has  gathered  statistics 
and  facts,  and  has  then  disseminated  information 
which  should  be  studied  by  physicians  and  by  the 
laity  as  well ; so  that  all  might  have  a better  un- 
derstanding concerning  the  present  situation  as 
regards  heart  disease. 

Following  are  a few  statements  of  facts  which 
should  be  generally  known  : 

“Heart  Disease  is  responsible  for  more  than 
175,000  deaths  annually  in  the  United  States. 

“It  kills  more  men  and  women  than  tubercu- 
losis, pneumonia,  or  cancer. 

“One  out  of  every  seven  deaths  is  due  to  heart 
disease. 

“It  is  estimated  that  in  the  United  States  two 
out  of  every  hundred  persons  have  heart  disease. 


“120,000  of  the  men  drafted  for  service  in  the 
World  war  were  rejected  because  of  heart  dis- 
ease. 

“If  present  conditions  continue — one  in  every 
five  of  population  living  at  age  10  will  die  of 
heart  disease.” 

Dr.  Borden  S.  Veeder  writes:  “Statistics  show 
that  cardiac  disease  is  frequent  among  children 
and  it  is  estimated  that  the  total  number  of  cases 
in  the  United  States  is  nearly  a million.” 

Rather  a dark  picture  results  when  these  facts 
are  brought  together. 

Those  of  us  who  are  especially  interested  in 
children,  take  comfort  in  the  knowledge  shown 
by  statistical  facts,  that  whereas  between  the 
years  1914  to  1924  the  percentage  changes  in 
heart  disea.se  death  rate  shows  an  increase  for  all 
ages  of  12%  ; there  is  a decrease  of  almost  25% 
in  those  ages  between  birth  and  15  years. 

In  general,  heart  disease  deaths  are  on  the 
increase.  Why  this  increase?  In  other  words, 
what  are  the  causes?  Numerous  causes  come  to 
mind.  The  comple.x  and  to  some  extent  abnor- 
mal living  conditions  of  our  time,  with  all  that 
those  words  imply,  must  be  considered.  Social 
and  economic  problems  connected  with  the  pres- 
ent day  activities  subject  the  whole  organism  to 
stress  and  strain  for  which  evolutionary  change 
has  not  compensated.  The  circulatory  system, 
because  of  the  variety  of  external  influences  op- 
erating upon  it,  has  perhaps  failed  to  a greater 
degree  than  has,  say  for  instance,  the  nervous 
system. 

Habits  of  intemperance  and  improper  modes 
of  living  predispose  the  heart  to  damage.  Ex- 
cessive use  of  coffee,  tobacco  and  alcohol,  or  too 
violent  exercise  at  irregular  periods ; insufficient 
rest,  overeating,  etc,  are  contributory  factors.  In 
children  malnutrition  must  be  mentioned. 
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But  when  all  is  said  and  done,  infections  still 
play  the  most  important  role  as  causes  of  heart 
disease.  Particularly  is  this  true  in  children. 

From  statistics  examined  it  would  appear  that 
the  prevalence  of  heart  disease  in  school  children 
is  silghtly  less  than  is  the  prevalence  among  the 
population  in  general.  However,  when  we  con- 
sider the  children  who  are  suffering  from  cardiac 
damage  which  is  too  great  to  permit  their  at- 
tendance at  school,  the  prevalence  is  probably  as 
great  or  even  greater  among  all  children  of  school 
age,  and  younger. 

The  problem  of  heart  disease  in  children  dif- 
fers from  that  of  heart  disease  in  adults.  This  is 
true  even  when  we  exclude  from  consideration 
congenital  heart  disease  or  those  specific  definite 
entities  which  are  peculiar  to  the  child  only.  It 
is  true  when  we  consider  lesions  which  are  ana- 
tomically identical  with  those  found  in  the  adult. 

The  reasons  for  this  difference  are  numerous, 
but  for  the  most  part  they  may  be  included  1st 
in  characteristics  peculiar  to  the  heart  in  child- 
hood, and  2nd.  conditions  influencing  children 
generally. 

Children  are  more  susceptible  to  infections  than 
are  adults.  Their  protective  mechanism  from  the 
standpoint  of  immunity  reaction  is  not  so  well  de- 
veloped. Children’s  hearts  are  more  susceptible 
to  damage  by  infections  than  are  hearts  at  any 
other  age. 

Periapical  dental  infections  are  frequent  focci 
in  adults.  The  child’s  heart  is  rarely  deranged  by 
infection  from  this  source. 

Nutritional  deficiencies  need  rarely  be  consid- 
ered as  influencing  the  heart  in  adults,  whereas 
in  children  they  may  play  an  important  part. 

Of  interest  in  this  connection  is  some  of  the 
work  which  has  been  reported  by  foreign  writers. 

Agduhr^^C  for  instance,  carried  on  a series  of 
experiments  and  illustrated  the  supposed  deleter- 
ious effect  of  cod  liver  oil  on  the  heart.  He  was 
inclined  to  believe  that  prolonged  dosage  of  in- 
fants with  cod  liver  oil  may  favor  the  develop- 
ment of  cardiac  disease  in  later  life. 

Later  Hojer^^)  checked  up  on  these  experi- 
ments and  concluded  that  Agduhr’s  diets  were 
deficient  in  other  vitamins,  and  that  overdosage 
of  cod  liver  oil  was  necessary  to  cau.se  changes. 
Out  of  this  work  came  the  theory  that  an  excess 
of  vitamin  A may  react  with  and  inactivate  some 
of  the  vitamin  P>  present. 

At  the  recent  meeting  of  the  American  College 


of  Physicians  held  in  Boston  an  evening  session 
was  devoted  in  large  part  to  a symposium  on  De- 
ficiency Diseases.  Their  importance  is  being 
recognized  more  and  more  and  their  relation  to 
heart  disease  in  children  is  important. 

As  was  stated  before  the  most  frequent  cause 
of  heart  damage  is  infection.  In  children  the 
most  frequent  source  of  this  infection  is  the  up- 
per respiratory  tract  and  more  especially  the  ton- 
sil. 

I am  not  unmindful  of  recent  reports  which 
tend  to  show  that  tonsillectomy  influences  heart 
disease  very  little  if  at  all.  I do  not  advocate 
wholesale  tonsillectomies,  and  yet  there  seems  to 
be  sufficient  evidence  to  justify  the  position  that 
all  infected  tonsils  should  be  removed,  not  only  as 
a prophylactic  measure,  but  especially  where  heart 
damage  already  exists,  in  order  that  that  particu- 
lar heart  may  be  protected  from  further  damage. 

What  is  said  of  tonsils  should  also  be  said  of 
other  demonstrable  foci  of  infection. 

Rheumatism  in  a child  may  be  very  difficult 
to  recognize.  Its  prevalence  is  probably  greater 
than  we  realize. 

J.  F.  Halls  Dally^^L  writing  in  the  British 
Journal  of  Diseases  of  Children  states  that  on 
examination  of  a large  number  of  children  in 
Wigan  District.  Lancashire,  29%  showed  evi- 
dences of  rheumatism. 

Rheumatism  should  be  in  our  minds  constantly 
when  we  are  confronted  by  such  manifestations 
as  growing  pains  or  joint  pains,  sore  throat, 
polyarthritis,  chorea  or  subcutaneous  nodules  ; and 
we  should  not  forget  that  the  heart  alone  may  be 
infected ; in  other  words  we  may  have  a carditis 
without  evidence  of  rheumatic  disease  elsewhere 
in  the  body. 

Not  every  case  of  rheumatism  results  in  heart 
disease,  but  carditis  is  frequently  associated  with 
the  initial  attack  of  rheumatism.  In  the  paper  by 
J.  F.  Halls  Dally,  above  referred  to,  I read  the 
following  statement  which  offers  food  for 
thought.  It  deals  with  the  etiology  of  rheuma- 
tism. “On  the  part  of  those  who  are  not  wedded 
to  the  infective  view  as  self  explanatory  there  is 
a consensus  of  opinion  as  to  certain  disposing  and 
evocative  factors  in  rheumatism  such  as  are  com- 
prised in  the  influence  of  environment  in  its 
broadest  applications.” 

Whether  rheumatism  is  caused  by  a germ,  or 
whatever  the  specific  cause  may  be,  we  should 
do  all  in  our  power  to  protect  children  from  it. 
We  should  certainly  protect  them  from  those  in- 
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factions  for  which  the  specific  cause  is  definitely 
known. 

Immunization  against  diphtheria  with  toxin- 
antitoxin  cannot  longer  be  said  to  be  experi- 
mental. As  time  goes  on  other  specific  immuniz- 
ing agents  will  be  perfected  and  we  should  stand 
ready  to  utilize  them. 

The  temptation  to  write  on  treatment  is  great. 
However,  I shall  refrain  except  to  enter  a plea 
for  more  careful  supervision  of  damaged  hearts 
over  longer  periods  of  time,  especially  through 
and  immediately  following  convalescense.  In 
carditis  it  is  so  hard  to  gauge  the  activity  of  the 
inflammatory  process. 

In  children  the  prognosis  in  heart  disease  is 
apt  to  be  different  than  in  the  adult.  Repeatedly 
we  see  decompensated  hearts  in  juvenile  patients 
and  are  tempted  to  give  a bad  prognosis.  In  an 
adult  the  same  degree  of  decompensation  would 
probably  demand  a bad  prognosis,  but  the  child’s 
heart  seems  to  be  capable  of  exerting  much  great- 
er reserve  power  and  we  have  records  of  such 
patients  who,  after  eighteen  months  or  two  years, 
are  able  to  pass  the  most  exacting  physical  tests. 

In  the  battle  against  heart  disease  much  has 
been  accomplished.  I have  time  to  mention  little. 
One  outstanding  bit  of  work  among  the  multi- 
tude of  accomplishments  by  individuals  and  or- 
ganizations is  the  little  volume  by  a committee 
appointed  by  the  Heart  Committee  of  the  New 
York  Tuberculosis  and  Health  Association.  The 
title  of  this  book  is  “Criteria  for  Classification 
and  Diagnosis  of  Heart  Disease”.  Its  purpose, 
as  stated  in  the  preface,  is  the  effort  to  make  the 
study  of  heart  disease  more  effective  bv  estab- 
lishing, 1st,  uniformity  of  nomenclature  and,  2nd, 
uniform  criteria  for  using  the  nomenclature.  As 
physicians  interested  in  the  subject  we  have  in 
this  booklet  a very  helpful  guide  even  in  arriving 
at  a definite  diagnosis  in  a given  case. 

Much  has  been  done  in  interesting  depart- 
ments of  health,  boards  of  education  and  other 
similar  organizations  in  the  subject  of  heart  dis- 
ease control.  I wish  I could  take  time  to  call 
the  roll  of  individuals  who  have  worked  so  faith- 
fully on  problems  connected  therewith. 

ATuch  still  remains  to  be  done.  Perhaps  the 
greatest  problems  aside  from  those  which  are 
purely  scientific,  are  problems  which  concern  the 
organization  and  education  of  physicians  and 
laity. 

Such  organization  and  education  will  help  to 
bring  about  better  control  of  etiological  factors, 
will  lessen  the  number  of  damaged  hearts,  will 


help  to  shield  those  already  damaged,  and  will 
bring  about  conditions  whereby  suitable  occupa- 
tion may  be  provided  for  individuals  who  are 
partially  incapacitated  by  cardiac  damage.  It  will 
save  individual  suffering,  prolong  lives  and  les- 
sen the  financial  burden  of  the  community  caused 
by  indigence. 

Surely  this  is  a worth-while  program. 
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DISCUSSION 

C.  SWANSON,  M.  D.  (Hastings):  We  know  heart 
disease  is  a serious  condition  in  any  individual,  and 
more  especially,  I think,  in  a child,  because  besides 
the  immediate  danger  of  the  acute  condition,  if  the 
child  recovers  from  that  it  places  a functional  handi- 
cap on  that  child  the  rest  of  his  life.  Because  of  the 
inactivity  and  handicap  of  physical  development  they 
are  under,  it  places  an  added  hazard  to  any  subse- 
quent infections  they  may  get  in  after  life  and  in 
acute  illnesses  of  other  things  later  on,  especially  of 
respiratory  diseases. 

Dr.  Wegner  has  brought  out  these  statistics  showing 
the  prevalence  of  heart  disease  and  the  mortality  rate. 
I think  a summing  up  of  these  statistics  has  a tend- 
ency to  give  us  a broader  viewpoint  and  keener 
realization  of  the  extent  of  the  condition.  As  the 
Doctor  pointed  out,  children  are  more  susceptible  to 
cardiac  lesions  because  their  protective  mechanism 
is  not  so  well  developed,  and  also  because  of  the  fri- 
ablity  of  the  tissues. 

In  the  last  number  of  the  Journal  of  the  American 
Medical  Association  there  is  an  article  by  Dr.  Kane 
of  Philadelphia,  who  has  done  considerable  work  with 
school  children.  He  has  a series  of  ten  thousand 
cardiac  cases  in  the  Philadelphia  schools.  He  says 
in  the  United  States  during  1924  more  deaths  between 
the  ages  of  ten  and  fourteen  were  due  to  heart  dis- 
ease than  any  other  cause.  One  reason  might  be 
because  of  the  anatomical  nature  of  the  heart.  Its 
relative  size  in  the  infant  is  greater  than  in  later  life, 
and  about  the  smallest  the  seventh  year.  It  is  rapid 
during  the  first  three  years,  and  slower  from  the 
third  to  the  tenth  year,  and  most  rapid  from  the 
eleventh  to  the  fifteenth  year.  In  this  period  of  rapid 
growth,  it  is  more  susceptible  to  the  onslaught  of  in- 
fections, and  more  damage  may  be  done  for  this 
reason.  There  are  other  reasons  to  be  taken  into 
consideration.  All  of  them  must  be  thought  of. 

H.  B.  HAMILTON,  M.  D.  (Omaha) : I am  sorry  there 
was  not  more  time  to  hear  this  paper  and  consider 
the  importance  of  heart  disease.  Dr.  Wegner  stated 
26  per  cent  recovered  without  any  damage  to  health. 
That  leaves  74  per  cent  in  which  there  is  either  mor- 
bidity or  mortality.  It  is  astounding  when  we  con- 
sider the  prevalence  and  seriousness  of  the  heart 
question.  Dr.  Wegner  stated  infections  are  the  most 
important  things.  That  must  be  a true  statement  of 
fact.  Among  them,  rheumatism  must  head  the  list. 
I am  glad  he  mentioned  unusual  indications  of  rheu- 
matism in  children.  We  have  been  thinking  we  may 
expect  to  find  a red,  swollen,  tender  joint  in  rheuma- 
tism. Such  is  true  in  adults,  but  not  necessarily  in 
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children.  Growing  pains  and  muscle  cramps  are 
signs  of  rheumatism  in  the  child.  Children  may  have 
rheumatism  with  much  fewer  manifestations  than 
adults,  and  they  are  of  great  importance.  I think  all 
children  with  evidences  of  rheumatism  should  iiave 
their  tonsils  and  adenoids  removed,  despite  the  fact 
apparently  the  repetition  of  rheumatic  attacks  is  in 
some  statistics  shown  to  be  not  very  much  less  fre- 
quent. Tonsils  and  adenoids  are  not  the  only  tissues 
in  which  infection  may  originate.  We  must  also  con- 
sider the  sinuses  about  the  nose  and  throat. 

Another  important  thing  is  the  directing  of  these 
children  into  activities  which  will  not  throw  unneces- 
sary burdens  on  the  heart.  This  has  been  one  of  the 
most  valuable  things  the  cardiac  society  is  doing. 

In  the  treatment  of  ordinary  attacks  of  rheumatism, 
even  though  its  manifestations  are  minor,  I am  of  the 
opinion  salicylates  are  not  given  in  sufficient  doses. 
One  school  believes  they  relieve  the  pain,  and  the 
other  believes  they  are  specific.  I am  inclined  to 
lean  toward  the  latter  view.  They  are  stomach  dis- 
turbers, and  when  we  give  a proper  dose  we  get  stom- 
ach disturbance.  It  is  overcome  by  giving  such  doses 
as  are  well  borne  by  the  stomach  and  giving  the  re- 
mainder by  rectum.  I have  given  forty  grains  of 
salicylates  by  rectum  in  four  ounces  of  starch  solu- 
tion. If  ringing  of  the  ears  takes  place,  it  is  during 
sleep.  You  can  give  any  reasonable  doses  in  that 
manner.  I do  not  believe  soda  is  necessary.  I have 
never  yet  seen  a case  of  acidosis  develop  from  the  use 
of  salicylates.  I think  the  doses  are  ordinarily  too 
small.  If  we  give  them  in  that  manner,  we  will  do 
more  for  these  patients. 

FLOYD  CLARKE,  M.  D.  (Omaha):  I was  glad,  as 
Dr.  Hamilton  was,  to  hear  Dr.  Wegner  talk  about 
rheumatism.  We  should  bear  in  mind  Dr.  Small's 
serum.  Under  his  supeiwision  some  of  the  pharma- 
ceutical houses  have  marketed  a serum  for  use  in 
acute  articular  rheumatism.  I think  possibly  with 
some  benefit.  Small's  statistics  speak  for  it. 

Regarding  the  use  of  cod  liver  oil,  I think  it  is  a 
point  well  chosen.  I question  whether  it  would  cause 
rheumatism.  Sometimes  I think  the  manufacturers, 
because  of  their  constant  advertising,  are  impressing 
us,  and  we  are  giving  too  much  cod  liver  oil.  I do 
not  believe  every  child  who  comes  in  should  have  cod 
liver  oil. 

I have  had  two  cases  of  bacterial  endocarditis.  The 
youngsters  develop  temperature,  with  a high  pulse 
rate,  and  are  quite  sick.  The  prognosis  is  fatal. 

Another  point  is  whether  or  not  to  tell  the  patient 
he  has  heart  disease.  If  you  tell  these  little  girls 
twelve  to  fourteen  they  have  heart  disease,  it  makes 
quite  an  impression.  With  an  ordinary  murmur, 
whether  definite  in  type  or  not,  it  is  questionable 
whether  or  not  we  should  tell  these  patients  they 
have  heart  disease.  I came  from  a patient  yesterday 
who  was  told  he  had  heart  disease.  He  awakened 
from  a sound  sleep,  troubled  about  this  condition.  I 
question  the  advisability  of  always  telling  the  patient. 

H.  B.  LEIMERE,  M.  D.  (Omaha):  One  manifesta- 
tion Dr.  Wegner  mentioned  that  seems  to  me  fails 
to  respond  to  the  removal  of  tonsils  and  adenoids  is 
polyarthritis.  They  are  cases  which  originate  usually 
from  infection  from  the  nasal  sinuses.  The  pessi- 
mistic feeling  in  regard  to  treatment  of  the  nasal 
sinus  in  children  is  so  great  that  nothing  is  done  for 
these  cases  except  instilling  a few  drops  of  argyrol 
into  the  nose,  which  merely  tends  to  sterilize  the  dis- 
charges of  the  sinus.  The  damage  from  nasal  sinus 
comes  not  from  the  nasal  sinus,  but  from  the  in- 
fected discharge  into  the  pharynx  itself  so  it  does 
some  good.  But  this  pessimistic  attitude  in  regard 
to  the  treatment  of  the  sinus  I do  not  think  should 
exist.  Much  can  be  done  for  these  youngsters  by  way 
of  treatment. 


As  far  as  I can  make  out,  the  treatment  I advocated 
years  ago  is  still  most  effectual.  Such  treatments 
consist  of  contracting  the  nasal  mucous  membranes 
to  a certain  extent.  It  is  of  no  benefit  if  no  attempt 
is  made  to  clear  the  nose  and  establish  open  drainage, 
because  contraction  does  not  necessarily  mean  better 
drainage  of  the  sinus.  In  addition  to  this,  one  must 
have  flushing  of  the  nose  to  expel  the  thick  mucous 
which  will  otherwise  lie  dormant  in  the  nose.  One 
must  also  instruct  these  patients  in  nasal  hygiene 
so  that  they  can  learn  to  expell  this  mucous  and  it 
does  not  reach  the  nasal  pharjTix.  These  processes 
are  slow,  and  patience  and  persistence  are  necessary; 
but  where  the  parents  have  persisted,  I have  seen 
good  results  by  attention  to  proper  nasal  sinus  con- 
dition. I feel  one  should  not  be  pessimistic  in  regard 
to  it.  and  not  merely  instill  a few  drops  in  the  nose 
and  expect  results.  An  attempt  should  be  made  to 
instruct  the  children  and  parents  in  proper  hygiene 
as  to  the  proper  cleansing  of  the  nose. 

DR.  WEGNER  (closing) : I am  grateful  to  the  men 
who  discussed  this  paper  and  for  the  additions  which 
they  made  to  the  subject  matter.  Dr.  Swanson’s  ad- 
ditional statistics  were  of  great  interest  to  me.  Dr. 
Hamilton’s  statements  as  to  treatment  are  important. 
The  question  seems  to  have  come  up  in  regard  to 
cod  liver  oil.  Of  course,  this  work  was  done  on  test 
animals.  I did  not  mean  to  convey  the  impression  it 
caused  rheumatism.  If  that  impression  was  conveyed, 
I am  at  fault.  There  seems  to  be  a condition  in  chil- 
dren wherein  the  excessive  doses  of  cod  liver  oil 
caused  fatty  deposits. 

I do  not  agree  with  Dr.  Clarke  as  to  keeping  heart 
disease  secret.  I believe  we  will  get  better  co-opera- 
tion from  children,  as  a rule,  if  we  tell  them  the 
truth  in  every  instance.  I realize  there  are  a great 
many  different  ways  in  which  to  convey  this  truth, 
depending  upon  the  condition,  and  particularly  upon 
the  individual  child.  I agree  there  has  been  a great 
deal  of  harm  done  by  merely  saying  to  the  child,  “You 
have  heart  disease.”  But  if,  together  with  this  state- 
ment, we  will  convey  to  the  individual  child  the 
knowledge  that  by  proper  treatment  and  care  this 
heart  disease  may  be  overcome,  or  if  not  entirely 
overcome,  it  does  not  condemn  that  child  to  a life 
of  invalidism,  I believe  we  are  doing  better  by  simply 
laying  the  cards  on  the  table  and  trusting  the  child 
to  make  the  best  of  it. 

I am  glad  for  Dr.  Lemere’s  remarks  concerning  the 
sinuses  and  the  inadequacy  of  our  treatment  in  many 
instances.  We  feel  by  far  the  largest  majority  of 
sinuses  we  see  in  children  clear  up  almost  spontane- 
ously after  removal  of  tonsils  and  adenoids.  Where 
they  do  not,  there  is  another  large  per  cent  that  will 
with  proper  treatment,  including  in  some  instances  in- 
ternasal irrigation. 


LINES  TO  A SECRETARY 
By  Martha  Hawkins 

There’s  someone  whose  smile  is  unchangingly  sweet. 
Whose  graciousness  warms  me  whenever  we  meet. 
She’s  clever  at  figures  and  keeping  accounts. 

And  her  skill  at  collecting  almost  amounts 
To  a species  of  genius.  So  tactful  is  she. 

That  my  debtors  are,  strangely,  still  friendly  with  me. 

Her  voice  is  as  calm  as  the  zephrys  of  May. 

A comforting  smoothness  when  nerves  want  to  fray. 
Her  patience  is  endless  with  ladies  who  sigh. 

And  men  who  are  cross,  and  babies  who  cry. 

She  deals  with  them  all  in  the  gentlest  way. 

And  thinks  of  exactly  the  right  thing  to  say. 

She  keeps  the  necessities  close  by  my  hand. 

She  schedules  the  day,  she’s  everjlhing  planned. 
l\Iy  calls  are  in  order,  my  records  the  same — 

And  now  have  you  guessed  at  this  paragon’s  name? 
Well,  she’s  my  secretary! 

— From  Medical  Economics. 


THE  VALUE  OF  X-RAY  FOR  THE  RELIEF  OF  PAIN* 


ROY  W.  FOUTS,  M.  D., 
Omaha,  Nebr. 


No  doubt  every  one  doing  x-ray  diagnosis  of 
the  gastro-intestinal  tract  has  noted  the  frequen- 
cy in  which  patients  returning  for  the  twenty- 
four  hour  examination,  have  remarked  that  “they 
feel  better  since  yesterday  than  for  some  time”, 
or  some  similar  statement. 

For  some  time  I was  given  to  explain  this  on 
the  basis  that  we  were  perhaps  dealing  with  a 
hyper  acid  stomach  and  the  barium  being  slight- 
ly antacid,  the  acidity  of  the  stomach  had  been 
neutralized  to  a degree,  thereby  allaying  the  ir- 
ritation and  relieving  the  pylorospasm,  which  is 
the  cause  of  the  pain  in  this  class  of  cases. 

One  frequently  hears  the  remark,  that  they 
do  not  feel  quite  as  tender  or  sore,  in  the  epigas- 
trium, as  on  previous  examination. 

A follow-up  on  a few  of  these  cases  has  led 
me  to  believe  that  some  definite  relief  is  experi- 
enced for  a time  following  this  procedure.  This 
is  particularly  true  in  those  cases  where  there  is 
epigastric  tenderness,  or  marked  pylorospasm  ob- 
served, at  the  time  of  the  stomach  examination, 
whether  or  not  there  is  gastric  retention  beyond 
the  six  hour  period. 

Having  had  a little  “inside  information”  in 
the  way  of  personal  experience,  I am  con- 
vinced that  most  of  the  pain  associated 
with  gastric  or  duodenal  ulcer,  particularly  the 
latter,  is  due  to  pylorospasm.  Also  that  many 
cases  of  epigastric  distress  and  pain  are  the  re- 
sult of  pylorospasm,  the  primary  cause  of  which 
may  be  wholly  extra-gastric.  In  other  words 
the  pylorospasm  is  simply  an  incident  and  is 
caused  by  the  irritation  of  the  gastric  hyperacid- 
ity. The  hyperacidity  in  turn  being  the  result  of 
a deranged  secretory  innervation  of  the  stom- 
ach which  may  receive  its  stimulation  from  some 
point,  fairly  remote. 

That  the  relief  obtained  in  these  cases  is  not 
due  to  any  neutralizing  of  the  hyper-acid  gastric 
juice  is  proven  by  the  fact  that  it  continues  for 
some  time  after  the  stomach  has  emptied.  That 
it  is  not  due  to  any  astringent  action  of  the  bar- 
ium may  well  be  assumed,  as  barium  sulphate 
is  practically  inert.  That  the  psychological  ele- 
ment, that  is  so  often  argued,  does  not  enter  into 
the  case  may  likewise  be  accepted,  as  the  patient 
does  not  have  the  idea  that  he  is  coming  for  treat- 
ment, but  only  for  diagnosis.  The  only  other 
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factor  for  consideration  is  the  biologic  action  of 
the  x-rays. 

That  x-rays  have  an  antispasmotic  and  anal- 
gesic action  is  no  longer  a question  for  debate 
among  those  who  have  had  opportunity  to  ob- 
serve along  this  line.  Their  action  toward  the 
abatement  of  the  paroxysms  of  pertussis  is  well 
known.  Likewise  some  chronic  asthmatic  exper- 
iences temporary  relief  from  its  application.  Re- 
lief from  tic  douloureux  is  many  times  most  grat- 
ifying. By  this  same  action,  I believe,  the  pain- 
ful pylorospasm,  previously  referred  to,  is  re- 
lieved for  a time. 

At  first  thought  one  may  be  inclined  to  think 
that  the  dose  delivered  during  an  examination  is 
relatively  small  and  not  sufficient  to  produce  any 
therapeutic  effect.  Our  experience  in  treating 
other  conditions  is  that  only  a small  dose  is  re- 
quired, and  when  the  sum  total  of  x-rays  ad- 
ministered during  a gastro-intestinal  examination 
is  obtained,  it  will  be  found  to  closely  approxi- 
mate that  necessary  for  an  analgesic  dose  for 
other  conditions. 

There  is  another  factor  to  be  considered,  the 
value  of  which,  if  any,  I do  not  know,  but  I be- 
lieve is  worthy  of  thought.  It  may  have  some 
application  in  radiation  therapy  elsewhere  in  the 
body.  It  is  this : When  x-rays  pass  through  a 
substance  with  an  atonic  weight  of  forty  or  more, 
secondary  rays  are  generated  in  addition  to  the 
primary  rays. 

While  secondary  rays  have  less  penetrating 
power,  they  are  present  in  a larger  quantity  and 
markedly  enhance  the  local  biologic  reaction  of 
the  ray.  Just  how  much  these  may  enter  into 
the  case  we  do  not  know,  but  certainly  to  some 
extent.  Whether  this  biologic  effect  is  an  in- 
hibitory action  on  the  secretory  mechanism  of 
the  stomach,  thereby  lessening  the  hypersecretion, 
or  whether  it  is  solely  the  antispasmodic  action 
of  the  pars  pylortca,  is  a question  that  might  be 
worked  out  by  those  who  have  access  to  the  in- 
digent patients  of  our  charity  institutions,  where 
the  stomach  tube  may  be  employed  ad  libitum. 
Suffice  it  is  to  say  that  temporary  relief  has 
many  times  been  observed  in  this  class  of  cases. 

While  it  has  never  been  proven  that  x-rays 
have  a specific  action  on  nerve  tissue,  the  relief 
from  pain  observed  in  some  cases  that  are  re- 
garded solely  as  sensory  nerve  disturbance, 
causes  one  to  wonder  if  there  may  not  be  some 
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selective  action  upon  the  nerve  root,  or  upon  the 
nerve  itself. 

Relief  from  sciatica,  tic  douloureux,  neuritis 
and  neuralgia  in  any  location,  occurs  sufficiently 
frequent  as  to  commend  the  x-ray  as  a choice  of 
treatment,  rather  than  the  usual  stock  hypnotics 
and  anodynes. 

Those  nerves  situated  in  bony  canals  or  hav- 
ing to  pass  through  bony  foramen,  that  they  may 
be  compressed  by  an  inflammatory  swelling,  more 
frequently  yield  promptly  to  treatment.  Treat- 
ment should  be  directed  at  these  points  as  well 
as  along  the  course  of  the  nerve. 

In  sciatica  and  intercostal  neuralgia,  the  nerve 
roots  should  receive  attention  first,  and  then 
along  the  course  of  the  nerve  if  it  is  tender  and 
painful  on  pressure. 

The  pain  of  spondylitis  and  likewise  hypertro- 
phic arthritis,  is  lessened  in  most  cases  and  many 
times  relieved  if  treatment  is  persisted  on  for  a 
few  weeks. 

The  pain  of  herpes  zoster  is  sometimes  relieved 
within  the  day  of  treatment.  Both  the  lesions 
and  the  spinal  cord  should  be  radiated. 

More  cases  of  pruritus,  when  not  due  to  dia- 
betes, hemorrhoids,  constipation  or  some  other 
lower  bowel  patholog)-,  will  yield  to  x-ray  than 
all  other  forms  of  therapy  combined.  In  this 
most  distressing  condition  due  to  a hypersensi- 
tiveness of  the  skin,  relief  is  usually  prompt  and 
in  the  majority  of  cases  fairly  permanent. 

Corns  and  callosities  of  the  feet  treated  by 
x-ray  are  sometimes  rendered  painless  in  twelve 
to  twenty-four  hours. 

While  the  pain  of  most  of  the  above  mentioned 
types  of  cases  is  caused  by  ner\-e  root  irritation, 
or  the  nerv'e  itself,  there  is  another  class  of 
cases  where  the  pain  is  more  the  result  of  pres- 
sure or  irritation  of  the  nerve  endings.  I refer 
to  furuncles  and  carbuncles.  Here  the  pain  is 
caused  by  the  pressure,  due  to  the  lymphocytic 
infiltration  incident  to  the  inflammation.  If  x- 
rays  have  a specific  action  for  any  type  of  cell 
it  is  the  lymphocyte.  It  is  well  known  that  lym- 
phocytes are  extremely  sensitive  to  radiation  and 
are  destroyed  quite  rapidly  by  exposure  to  the 
rays.  It  is,  therefore,  not  surprising  that  many 
inflammatory  processes  are  rapidly  and  marked- 
ly influenced  by  irradiation.  The  relief  from 
the  pressure  of  these  hyperplastic  cells  affords 
prompt  relief  from  the  pain. 

One  might  think  that  this  lymphocytic  infil- 
tration is  nature’s  “coffer  damming’’  of  the  in- 
fection and  that  any  procedure  that  tended  to  de- 


stroy and  lessen  the  number  of  white  blood  cells, 
was  irrational  and  unscientific,  and  perhaps  a 
dangerous  thing  to  do,  as  it  might  lead  to  a furth- 
er spread  of  the  infection. 

Such  is  not  the  case.  I have  never  seen  an 
unfavorable  progress  of  a single  case  irradiated 
during  this  stage.  Relief  from  pain  may  be  con- 
fidently expected  and  it  is  usually  rapid  and  al- 
most complete  analgesia.  I have  seen  cases  re- 
quiring three  or  four  hypos  of  morphine  in  twen- 
ty-four hours  previous  to  irradiation,  never  take 
one  following  treatment.  I believe  that  more 
than  50%  of  boils  and  carbuncles  may  be  aborted 
if  treated  early,  and  decided  benefit  derived  if 
treated  before  complete  necrosis  has  occurred. 

It  is  in  the  following  class  of  cases  that  x-ray 
first  definitely  proved  its  value  as  a pain  reliev- 
ing agent.  That  of  tumors,  benign  and  malig- 
nant. The  diminution  or  almost  complete  aboli- 
tion of  pain  is  often  times  noted  before  any 
change  in  the  size  of  the  tumor  is  demonstrable. 

This  would  again  suggest  that  there  may  be 
a more  or  less  selective  action  on  the  nerve  end- 
ings, and  that  the  pain  may  not  be  caused  alto- 
gether from  the  pressure  of  the  tumor.  As  a 
rule  the  relief  is  rather  prompt,  usually  following 
the  first  application  of  the  ray  which  is  generally 
an  hour  in  this  class  of  cases.  Unfortunately  the 
ray  is  not  100%  successful  as  a pain  eradicator, 
but  it  is  successful  in  a sufficient  per  cent  of 
cases,  as  to  constitute  an  indication  for  its  use, 
not  only  for  its  inhibitory'  action  on  the  tumor, 
or  to  cause  its  complete  regression,  but  also  in 
advanced  cases  where  the  relief  from  pain  is  the 
only  object  of  the  treatment. 

There  is  no  known  method  that  cures  any 
very  large  per  cent  of  malignancies,  but  I believe 
it  may  properly'  be  said  of  the  x-ray  that  single 
handed,  it  is  capable  of  doing  more  toward  the 
complete  eradication  of  a malignant  growth,  or 
failing  in  this,  it  may  inhibit  for  a time  the 
progress  of  the  malady,  and  in  the  end  bring  the 
unfortunate  victim  down  to  a more  peaceful  and 
less  painful  death,  than  all  other  agencies  com- 
bined. 

This  is  not  to  be  understood  as  advocating 
x-ray  to  the  exclusion  of  surgery',  radium,  or  elec- 
tro-coagulation, or  any  combination  of  the  four 
that  might  be  indicated  in  any'  particular  case. 
But  x-ray',  on  account  of  its  pain  relieving  quali- 
ties has  served  well,  in  this  capacity,  many  a poor 
suffering  mortal  after  other  known  methods  have 
been  exhausted. 

The  condition  of  many  patients  is  such  that 
nothing  more  can  be  accomplished.  Relief  from 
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pain  is  one  of  the  chief  duties  of  the  physician 
and  many  otherwise  hopeless  cases  can  be  given 
such  relief  by  radiotherapy. 

DISCUSSION 

E.  W.  ROWE,  M.  D.  (Lincoln):  I should  like  to 
say  a few  words  about  Dr.  Fouts’  paper,  because  I 
have  been  interested  in  the  analgesic  effects  of  roent- 
gen rays  for  a long  time.  Conservative  workers  have 
been  slow  to  report  their  observations  for  fear  of  a 
lack  of  evidence  to  explain  the  phenomenon,  but  now 
abundant  evidence  of  a scientific  character  from  many 
workers  confirms  the  beneficial  analgesic  effects  of 
x-ray  in  many  conditions.  Dr.  Richards  and  Dr. 
Carter  of  Canada,  Drs.  Des  Jardines  and  Ford  of  the 
Mayo  Clinic  and  other  workers  in  America,  France, 
Germany,  and  England  have  gone  very  extensively 
into  the  fuller  explanation  of  the  beneficial  effects  of 
the  roentgen  rays  for  producing  analgesia. 

I have  observed, the  same  things  mentioned  by  Dr. 
Fouts.  Almost  daily  my  patients  who  are  in  for  pro- 
longed gastro-intestinal  study  speak  of  the  relief 
they  have  experienced  during  the  examination.  I am 
not  sure  of  the  explanation. 

For  malignant  growths  and  metastasis  there  is  am- 
ple clinical  and  pathological  proof  of  the  destruction 
of  the  cancer  cells  and  the  cessation  of  invasion. 
That  there  is  some  action  on  the  nerves  and  nervo 
roots  is  gradually  being  accepted.  Uterine,  breast, 
and  prostatic  cancers  are  prone  to  metastasize  to  the 
spine  and  joints.  JIany  patients  can  be  kept  in  com- 
parativ'e  comfort  through  the  terminal  months  of 
their  existence. 

Aside  from  malignancies  there  is  quite  a list 
of  lesions  in  which  greater  relief  may  be  ex- 
perienced when  other  measures  fail.  Furuncles  and 
carbuncles,  neuritis,  herpes  zoster,  diabetic  neuritis. 
Tic  Douloureux,  parasthesi'as  of  nervous  origin, 
osteoarthritis,  chronic  mastitis,  tuberculous  peri- 
tonitis, abdominal  and  pelvic  inflammations — these 
make  up  a list  worthy  of  recognition. 

Patients  are  usually  treated  by  the  roentgen  ray 
for  the  disease  and  secondarily  for  the  relief  of  pain. 
In  many  of  these  conditions  it  may  be  used  primarily 
for  the  relief  of  pain.  Frequently  roentgen  rays  are 
not  applied  because  of  ignorance  of  the  modus  oper- 
andi.  The  action  of  the  rays  is  now  better  under- 
stood by  consulting  roentgenologists.  Patients  should 
not  be  advised  to  have  roentgen  treatment  merely  for 
the  psychic  effect.  No  procedure  brings  the  pro- 
fession into  greater  discredit.  Charlatanism  is  as 
unethical  as  in  other  branches  of  medicine.  Also  in 
referring  a patient  for  the  relief  of  symptoms  it 
might  be  well  to  call  the  • consultant  and  ask  him 
what  he  can  do  for  a patient  with  such  and  such  a 
history. 

In  closing,  I wish  to  emphasize  that  Dr.  Fouts  has 
called  our  attention  to  the  wider  uses  of  the  roentgen 
ray  and  to  the  greater  possibilities  for  the  relief  of 
pain  and  suffering.  He  is  not  pleading  for  the  em- 
perical  use  of  the  roentgen  ray,  but  for  the  rational 
application  of  a physical  modality  in  good  therapy. 

W.  L.  ROSS,  Sr.,  M.  D.  (Omaha) : I enjoyed  Dr. 
Fouts’  paper  very  much  because  in  a clinical,  prac- 
tical way  ft  suggests  the  therapeutic  use  of  x-ray 
in  the  way  of  relieving  pain.  I cannot  better  empha- 
size it  than  to  read  from  an  article  in  the  Nebraska 
State  Medical  Journal  under  date  of  September,  1922. 

“Some  of  the  effects  of  the  x-ray  other  than  to  kill 
cancerous  cells  are: 

1.  To  destroy  lymphoid  cells. 

2.  To  relieve  pain. 

3.  To  relax  spastic  muscular  action. 

The  first  effects,  namely,  the  destruction  of  lym- 
phoid tissue,  have  been  taken  advantage  of  to  a 
large  extent  i'n  the  treatment  of  cervical  adenitis. 


More  recently  the  first  effect  has  come  into  promin- 
ence like  a sky  rocket  in  the  treatment  of  diseased 
tonsils. 

The  first,  second,  and  third  effects  of  the  x-rays 
are  applicable  in  the  treatment  of  appendicitis. 

The  order  in  which  all  three  of  these  effects  are 
the  most  pleasing  and  satisfactory  to  the  patient  are: 

1.  The  relief  of  pain. 

2.  The  relaxation  of  the  spastic  condition  ot  the 
caecal  orifice  of  the  appendix,  which  allows  drainage 
to  take  place  normally. 

3.  The  obliteration  of  the  lumen  of  the  appendix 
by  destruction  of  the  lymphoid  cells,  thus  causing 
atrophy  of  the  appendix.” 

I was  glad  to  hear  Dr.  Fouts  emphasize  where- 
ever  you  have  an  inflammatory  action  of  the  lymphoid 
cells,  it  is  absolutely  safe  to  use  x-rays  to  relieve  pain 
and  diminish  inflammation  by  destroying  lymph  cells. 
He  emphasized  the  fact  on  first  thought  you  might 
think  that  was  a dangerous  thing  to  do.  He  after- 
wards said  there  is  absolutely  no  danger  in  that. 
Hundreds  of  cases  have  amply  proved  there  is  no 
danger  of  producing  infection  by  relieving  the  pain 
and  reducing  acute  inflammation  of  the  lymph  cells. 
You  really  take  away  the  thing  by  which  they  are 
further  propogated  and  multiplied. 

Dr.  Fouts  also  emphasized  you  often  relieve  pyloric 
spasm  by  the  use  of  the  x-rays.  It  will  have  the 
same  effect  in  the  appendix  and  allow  drainage  to 
take  place.  So  you  have  as  an  excuse  for  using  x-ray 
in  appendicitis  the  relief  of  pain  and  also  destruction 
of  the  lymphoid  cell  from  which  the  germs  derive 
their  nourishment. 

I have  read  this  to  show  the  use  of  x-ray  for  the 
relief  of  pain  has  been  in  existence  for  some  time,  and, 
as  Dr.  Rowe  stated,  while  the  effects  have  been  ob- 
servd  for  a long  time,  many  users  were  afraid  to 
mention  the  fact  for  fear  they  could  not  substantiate 
it  on  a scientific  basis.  Lots  of  knowledge  has  been 
derived  from  empirical  experience  and  afterwards 
scientifically  explained. 

In  Dr.  Rowe’s  discussion,  I was  gratified  to  have 
him  mention  the  x-ray  was  being  used  for  the  relief 
of  pain  in  chronic  mastoiditis.  Here  you  have  a bony 
substance  to  penetrate  and  an  abundance  of  second- 
ary rays  produced.  As  Dr.  Fouts  explained,  your 
secondary  rays  are  more  destructive  to  the  lymphoid 
cells  and  have  greater  analgesic  effect  upon  nerve 
endings.  I have  been  using  it  for  some  time  upon 
acute  as  well  as  chronic  mastoiditis  and  know  of 
nothing  that  acts  so  speedily  as  that.  Boils  and  car- 
buncles have  been  treated  for  some  time. 

I want  to  emphasize  the  use  of  x-ray  for  the  relief 
of  pain  in  herpes  zoster.  The  earlier  in  the  attack  it 
is  used,  the  easier  you  wdll  curtail  the  extent  of  the 
eruption  and  also  modify  the  annoying  burning  pain 
that  follows  if  you  do  not  use  it  in  time.  If  you 
commence  after  the  herpes  is  well  established,  then 
your  analgesic  efforts  are  not  so  positive  and  do  not 
prevent  your  suffering  for  months. 

I want  to  emphasize  the  fact  in  any  of  the  acute 
forms  of  infection  that  are  benign  it  has  a wider, 
more  positive  effect  than  in  malignancy.  It  does 
ease  the  pain,  and  as  Dr.  Rowe  had  the  boldness  to 
state,  it  does  kill  the  cancer  cells.  In  all  forms  ct 
sinusitis,  I have  used  it  with  great  success — for  in- 
stance, in  acute  maxillary  sinus  it  relieves  pain 
quicker  than  anything  I know  of. 

L.  W.  RORK,  M.  D.  (Hastings) : Most  x-ray  work- 
ers have  been  conservative  in  broaching  the  relief 
of  pain  with  x-ray.  I am  glad  Dr.  Fouts  in  his  pre- 
sentation was  as  conservative  as  he  was.  This  con- 
dition can  spread  to  a wide  area.  I had  a case  I 
should  like  to  report  in  this  connection  of  a young 
man  who  had  an  amputation  of  the  humerus  in  the 
upper  third,  and  at  the  end  of  about  a year  he  began 
to  suffer  extreme  pain,  complaining  of  the  sensation 
in  his  fingers.  We  naturally  supposed  we  had  the 
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condition  of  a neuroma  which  had  developed  in  the 
stump.  Pressure  on  the  stump  gave  him  no  distress. 
Pressure  in  the  axilla  over  the  plexus  produced  this 
distress  in  his  hand  and  fingers.  It  had  been  neces- 
sary to  keep  him  under  opiates.  The  pain  was  prac- 
tically constant  and  extreme.  Now,  contrary  to  the 
usual  technique,  it  was  necessary  to  use  rather 
heavy  administration  over  the  axilla,  leaving  the 
stump  alone.  I am  very  much  gratified  to  say  that 
the  individual  secured  comfort;  that  it  was  possible 
to  discontinue  all  analgesic  medicinal  agencies,  and 
at  the  end  of  five  months  he  has  had  no  recurrence  of 
any  of  the  distress  connected  with  the  symptoms. 

DR.  POUTS,  (closing);  I appreciate  the  fact,  gen- 
erally speaking,  that  physicians,  and  particularly 
surgeons  and  some  of  the  fellows  higher  up  in  the 
profession,  are  not  given  to  look  with  much  favor 
upon  a presentation  of  this  kind.  Such  has  been 
the  case  in  times  past.  I have  attempted  to  be  very 
conservative,  and  in  deciding  my  opinions  in  connec- 
tion with  the  cases  I have  seen,  to  be  quite  sure  re- 
lief was  positive  and  the  result  of  my  x-ray  treat- 
ment. You  can  never  say  when  you  treat  a case  in 
one  particular  way  it  might  not  have  gotten  well 
anyhow.  You  do  not  know  that  an  individual  who 


is  treated  with  one  treatment  for  pneumonia  might 
not  have  recovered  with  another  form.  When  you 
see  a patient  with  a carbuncle  under  morphine,  re- 
quiring it  four  times  a day  to  get  relief,  and  see 
him  take  no  morphine  after  exposure  to  the  x-ray, 
and  see  it  repeated  a number  of  times  in  a number 
of  different  cases,  you  begin  to  think  there  is  some- 
thing to  it.  It  is  simple  experiences  of  that  kind 
that  have  led  me  to  make  those  assertions.  I am 
convinced  more  than  50  per  cent  of  boils  may  be 
aborted  if  x-ray  is  given  early.  I believe  infections 
generally  may  be  improved  if  exposed  to  the  x-ray. 

You  ask  me  why.  I do  not  know.  A certain  teach- 
er had  taught  her  class  this  poem; 

“How  doth  the  little  busy  bee 
Improve  each  shining  hour. 

And  gather  honey  all  the  day 
Fi'om  every  opening  hour.” 

The  next  day  she  said  to  Johnny,  “Do  you  know  how 
doth  the  little  busy  bee?” 

Johnny  said,  “I  don’t  know.  I only  know  he  doth  it.” 
That  is  my  position  in  connection  with  the  relief 
obtained  by  the  application  of  x-ray  in  the  type  of 
cases  we  have  mentioned. 


THE  MEANING  AND  SCOPE  OF  ORTHOPEDIC  SURGERY* 
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Department  of  Orthopedic  Surgery,  Creighton  College  of  Medicine, 

Omaha.  Nebr. 


I am  often  asked  the  question,  “What  is  ortho- 
pedic surgery?”;  and  not  infrequently  people  express 
surprise  when  they  learn  that  orthopedic  surgery  is 
not  confined  to  treatment  of  the  feet.  Orthopedic 
surgery  deals  with  the  diseases,  deformities,  and  in- 
juries of  the  bones  and  joints,  and  their  associated 
structures,  namely  the  muscles  which  move  the  joints, 
and  the  nerves  which  carry  the  impulses  or  messages 
from  the  brain  and  spinal  cord  to  the  muscles.  In 
Italy  this  branch  of  surgery  is  called  the  surgery  of 
the  disorders  of  the  organs  of  locomotion;  and  the 
term,  though  not  complete,  is  perhaps  clearer  than 
the  word  “orthopedic.”  Because  this  is  a subdivision 
of  general  surgery,  the  orthopedic  surgeon  is  first 
trained  in  general  medicine  and  surgery;  and  he  be- 
comes a specialist  only  after  he  has  supplemented 
his  general  training  with  further  years  of  study  and 
experience  in  this  particular  field. 

In  the  earlier  days  of  this  specialty  almost  the  en- 
tire attention  of  the  orthopedic  surgeon  was  given  to 
the  care  of  the  crippled  child,  but  through  a natural 
development  the  orthopedic  surgeon’s  work  has  been 
widened  to  include  the  treatment  of  all  diseases  and 
injuries  of  bone  and  joint  and  associated  structures 
regardless  of  the  age  of  the  patient.  The  rapidly 
expanding  growth  of  our  manufacturing  and  mechani- 
cal industries,  the  ever-increasing  employment  of 
heavy  machinery  on  the  farm,  and  the  universal  use 
or  mls-use  of  the  automobile  are  all  factors  which 
produce  an  appalling  number  of  serious  injuries  to 
bone  and  muscle,  and  place  additional  and  urgent 
demands  on  the  services  of  the  orthopedic  surgeon, 
whose  training  has  especially  fitted  him  for  the 
treatment  of  such  injuries.  It  is  convenient,  there- 
fore, in  this  discussion  of  the  scope  of  orthopedic 
surgery  to  divide  the  topic  arbitrarily  into,  first,  the 
orthopedic  surgery  of  children,  and  second,  the  or- 
thopedic surgery  of  adults. 

In  the  case  of  children  orthopedic  surgery  deals 
primarily  with  the  correction  of  deformities  present 
at  birth  or  due  to  crippling  disease  after  birth.  Some 
common  examples  of  congenital  or  birth  deformities 

•Radio  broadcast  over  Station  WOW,  March  9.  1929,  on  the  Creighton 
Dniyersity  Educational  Program. 


are  club  foot,  dislocation  of  the  hip,  and  the  twisted 
or  wry  neck.  All  of  these  deformities  can  be  com- 
pletely cured  provided  treatment  is  given  early 
enough;  and  in  many  cases  no  open  or  cutting  oper- 
ation is  necessary,  correction  being  obtained  by  so- 
called  “bloodless”  or  manipulative  operations.  The 
most  common  crippling  disease  occurring  after  birth 
is  infantile  paralysis  or,  to  use  the  longer  medical 
term,  anterior  poliomyelitis.  Lay  people  often  con- 
fuse this  disease  with  spinal  meningitis,  which  is  an 
entirely  different  disease  and  one  which  very  rarely 
is  followed  by  disabiities  demanding  orthopedic 
treatment.  Infantile  paralysis  appears  from  time  to 
time  in  epidemic  form  attacking  large  numbers  of 
children  in  one  locality,  though  more  frequently,  in- 
deed almost  every  year,  the  dread  disease  presents 
itself  in  less  numerous,  often  widely  separated,  in- 
stances. Most  cases  occur  in  the  late  summer  and 
early  autumn  months.  Though  the  disease  has  been 
positively  proven  to  be  infectious,  the  particular 
germ  or  micro-organism  which  causes  the  disease 
has  not  yet  been  identified.  Gradually  some  progress 
toward  the  control  of  the  disease  is  being  made,  the 
most  recent  advance  being  the  use  of  serum  taken 
from  a patient  who  has  recovered  from  the  disease. 
However,  orthopedic  treatment  still  remains  indis- 
pensable, and  orthopedic  treatment  must  be  instituted 
in  the  very  beginning  of  the  disease  if  the  best  pos- 
sible results  are  to  be  obtained. 

Chronic  joint  disease,  particularly  tuberculosis,  is 
another  example  of  crippling  disease  developing  after 
birth.  The  most  common  sites  of  bone  tuberculosis 
are  the  spine,  the  hip,  and  the  knee,  though  any  joint 
may  be  involved.  Here  again  orthopedic  treatment 
affords  a cure  or  at  least  a very  gratifying  amount 
of  improvement  provided  treatment  is  given  early 
enough  and  is  faithfully  followed  for  a sufficiently 
long  time.  No  one  has  any  magical  medicine  to  rub 
on;  there  is  no  mysterious  electrical  treatment,  nor 
any  skillful  replacing  of  a displaced  vertebra  that 
will  bring  about  a cure  over  night.  But  if  the  ra- 
tional treatment  is  perseveringly  and  faithfully  car- 
ried out  a good  result  will  be  obtained  in  the  majority 
of  cases. 
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Families  having  insufficient  financial  means  to 
defray  the  expense  of  long-continued  private  treat- 
ment should  not  hesitate  to  bring  their  cripiiled  child 
to  the  orthopedic  clinics  which  are  maintained  in 
most  of  the  large  cities  by  the  medical  schools  and 
teaching  hospitals.  People  living  in  and  about  Omaha 
are  fortunate  to  have  here  two  such  free  orthopedic 
clinics,  one  at  Creighton  University  College  of  Medi- 
cine, and  another  at  Nebraska  University  College  of 
Medicine.  And  supplementing  the  advantages  of  these 
clinics  Omaha  possesses  the  Hattie  B.  Munroe  Home 
for  Convalescing  Crippled  Children  which  is  strength- 
ening the  hand  of  the  orthopedic  surgeon  by  afford- 
ing a congenial  place  for  nursing  the  crippled  child 
back  to  health  and  strength  after  the  initial  period  of 
surgical  treatment,  which  may  be  called  the  acute 
hospital  phase,  has  been  passed.  And  in  Lincoln 
the  state  of  Nebraska  likewise  provides  a special 
hospital  for  the  exclusive  care  of  orthopedic  cases 
admission  being  obtained  by  application  to  the  super- 
intendent through  the  family  physician. 

Adults  are  not  immune  from  crippling  diseases: 
and  the  care  of  such  diseases,  particularly  certain 
types  of  paralysis  and  chronic  bone  and  joint  dis- 
ease will  always  constitute  a very  important  part  of 
the  work  of  the  orthopedic  surgeon.  But,  as  men- 
tioned earlier,  orthopedic  surgery  in  the  adult  has 
grown  simply  on  account  of  circumstances  to  concern 
itself  in  an  especial  manner  with  the  care  of  acci- 
dental injuries,  because  in  the  majority  of  instances 
such  injuries  involve  the  bones  and  their  overlying 
structures  or  parts. 

The  introduction  of  the  x-ray  has  given  the  surgeon 
a means  of  exact  diagnosis  in  bone  injury,  and  has 
enabled  him  to  check  his  setting  of  broken  bones 
more  accurately  than  was  formerly  possible.  Furth- 


ermore, the  development  of  the  aseptic  or  clean  meth- 
od of  surgery  has  made  direct  open  operation  on 
bone  a safe  procedure  in  the  hands  of  experienced 
men.  And  the  result  of  these  innovations  has  been 
the  raising  of  the  standard  of  fracture  treatment 
above  that  which  satisfied  our  predecessors  of  two 
generations  ago.  The  general  enactment  of  employ- 
ers’ liability  and  workmen’s  compensation  laws  has 
similarly  influenced  the  technic  of  treatment  by  di- 
recting new  attention  to  the  economic  seriousness  of 
bone  and  joint  and  muscle  and  nerve  injuries.  Be- 
sides being  good  surgery,  it  is  good  business  from 
the  standpoint  of  the  employer  and  the  insurance 
carrier  to  treat  a patient,  let  us  say  with  a broken 
thigh  bone,  so  that  he  will  return  to  work  in  the 
shortest  possible  time  and  will  have  the  smallest 
amount  of  permanent  impairment  of  use  of  the  leg 
after  treatment  has  been  completed.  Though  this 
consideration  may  quite  properly  be  regarded  as  com- 
mercial and  not  at  all  humanitarian,  nevertheless  it 
must  be  clear  to  everyone  that  it  works  to  the  ad- 
vantage of  the  injured  man. 

To  sum  up,  then,  orthopedic  surgery  is  simply  a 
subdivision  of  general  surgery.  It  deals  with  crippling 
diseases  and  serious  injuries  involving  bone  and  joint 
and  their  related  structures  both  in  children  and 
adults.  It  is  a branch  of  surgery  which  has  made 
tremendous  progress  and  is  certain  to  make  further 
advances.  It  is  a kind  of  surgery  which  will  always 
be  dear  to  the  hearts  of  those  who  love  children  be- 
cause it  does  so  much  to  smooth  the  way  of  the  un- 
fortunate crippled  youngster.  It  is  a branch  of  sur- 
gery which  will  always  appeal  to  society  in  general 
because  it  concerns  itself  with  the  reconstruction  and 
rehabilitation  of  the  seriously  injured  who  would  oth- 
erwise become  dependent  burdens  on  society. 


MINUTES  NEBRASKA  STATE  MEDICAL  ASSOCIATION,  ANNUAL  MEETING, 

OMxAIIA,  MAY  14-1()  (Concluded) 


REPORT  OE  THE  LEGISLATIVE 
COMMITTEE 

Hon.  House  of  Delegates  of  the 
Nebraska  State  Medical  Association. 

Gentlemen: 

The  following  is  a report  of  the  legislative  matters 
in  which  the  Nebraska  State  Medical  Association  was 
interested  during  the  last  session  of  the  legislature: 

House  Roll  15  was  a bill  relating  to  the  public 
health,  convenience  and  welfare;  providing  for  camp 
ground  sanitation;  providing  penalties  for  violation 
of  the  several  sections  thereof.  So  far  as  it  was  of 
interest  to  the  medical  profession,  the  bill  required 
that  a water  supply  of  sanitary  quality  should  be 
provided  in  ample  quantity  to  meet  all  requirements 
of  the  maximum  number  of  persons  using  the  camp 
grounds.  Also  that  any  water  considered  unsafe  for 
human  consumption  in  the  vicinity  of  the  camp 
grounds  to  which  the  campers  might  have  access 
should  be  either  eliminated  or  purified.  The  bill  also 
specified  a method  of  disposing  of  sewage,  etc.  This 
bill  was  referred  to  the  Committee  on  Public  Welfare 
and  indefinitely  postponed  in  the  Committee  of  the 
Whole  of  the  House  on  February  7.  In  this  bill  there 
was  really  nothing  in  which  the  medical  profession 
was  particularly  interested,  except  the  matter  of  sani- 
tation. The  bill  had  the  appearance  of  being  a matter 
of  contest  between  different  parties  extending  enter- 
tainment to  tourists. 

House  Roll  16  was  a bill  to  amend  section  5440  of 
the  Compiled  Statutes  of  Nebraska  for  1922  as  pre- 
viously amended  by  Chapter  160  of  the  Laws  of  1923, 
and  related  to  railroads.  The  bill  provided  that  free 
transportation  might  be  given  to  physicians  and  sur- 


geons actually  employed  by  railroad  companies  to 
render  medical  services  in  behalf  of  railroad  com- 
panies and  the  dependent  members  of  the  employees’ 
families  regardless  of  whether  or  not  the  physician 
and  surgeon  devoted  a major  portion  of  his  time  to 
the  service  of  the  company.  This  bill  passed  both 
Houses,  but  was  vetoed  by  the  governor.  To  us  the 
bill  seemed  only  fair  for  railway  physicians  but  was 
vetoed  upon  the  general  basis  that  free  transportation 
should  not  be  encouraged  on  any  railroad. 

House  Roll  44  was  a bill  for  an  act  to  amend  Sec- 
tion 15,  Chapter  167,  Laws  of  Nebraska  for  1927,  and 
related  to  public  health,  convenience  and  welfare; 
provided  that  membership  on  the  staff  of  instruction 
of  an  institution  where  professions  are  taught  and 
regulated  by  the  chapter  before  mentioned  should 
not  disqualify  any  person  to  be  a member  of  the 
Board  of  Examiners  in  Nursing.  The  purpose  of 
this  bill  was  to  permit  instructors  in  institutions 
where  professions  are  taught  to  serve  as  members 
of  the  Board  of  Examiners  in  Nursing.  This  bill 
passed  the  House  but  failed  to  pass  the  Senate.  An 
effort  was  made  to  raise  the  bill,  but  upon  its  coming 
before  the  Senate  the  second  time,  it  failed  to  pass. 

House  Roll  186  was  a bill  giving  to  the  Board  of 
Control  the  power  to  fix  the  compensation  of  the 
Superintendent  of  the  Nebraska  Hospital  for  the  In- 
sane and  Warden  of  the  Nebraska  State  Penitentiary. 
Under  the  law  as  it  is,  the  salaries  of  the  Superin- 
tendent of  the  Nebraska  Hospital  for  Insane  and  the 
Warden  of  the  State  Penitentiary  are  fixed  by  law, 
and  the  bill  introduced  would  have  given  to  the  Board 
of  Control  power  to  raise  or  lower  the  salaries  paid. 
This  bill  was  indefinitely  po.stponed  on  April  6.  It 
did  seem  to  your  committee  that  the  salaries  of  the 
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superintendents  of  the  hospitals  for  the  insane  in  this 
state  are  lamentably  low  and  future  legislatures 
should  give  their  attention  to  correcting  this  injustice. 

House  Roll  252  was  a bill  for  an  act  relating  to 
the  practice  of  medicine  and  prescribing  requirements 
governing  prescriptions  for  the  administration  of 
drugs.  Had  this  bill  become  a law.  it  would  have  re- 
quired that  every  prescription  for  the  administration 
of  drugs  and  every  prescription  calling  for  the  com- 
pounding of  drugs  should  be  written  solely  and  en- 
tirely in  the  English  language  without  the  use  of  any 
words  or  phrases  from  any  foreign,  dead  or  defunct 
language.  It  would  have  also  required  that  all  pre- 
scriptions should  be  written  in  triplicate,  one  copy  to 
be  kept  by  the  person  writing  the  prescription,  and 
one  given  to  the  patient,  his  parents,  legal  guardian  or 
his  estate.  This  bill  was  opposed  by  your  legislative 
committee  and  was  killed  in  the  committee. 

House  Roll  253  was  a bill  for  an  act  relating  to 
public  health  and  provided  in  substance  that  all  health 
boards,  state,  county,  and  municipal,  should  be  com- 
prised of  not  more  than  two  doctors,  one  from  a drug- 
less school  of  healing;  one  competent  business  man; 
and  four  or  more  sanitary  engineers  qualified  by 
technical  knowledge  and  training  to  discharge  the 
duties  required.  In  the  event  that  the  trained  en- 
gineers were  not  available  the  proposed  law  would 
have  empowered  the  board  to  appoint  men  having 
practical  experience  in  sanitation  such  as  expert  or 
master  plumbers.  This  bill  was  opposed  by  the  Ne- 
braska State  Medical  Association  and  failed  to  pass. 

House  Roll  322  was  a bill  for  an  act  to  give  equal 
rights  and  privileges  to  all  physicians  and  surgeons 
licensed  to  practice  in  the  state  as  physicians  and 
surgeons,  in  all  hospitals  and  similar  institutions,  sup- 
ported in  whole  or  in  part,  directly  or  indirectly,  from 
public  revenue,  municipal,  county  or  state.  Had  this 
bill  become  a law,  it  would  have  permitted  osteopaths 
and  chiropractois  to  practice  their  respective  profes- 
sions in  hospitals  and  similar  institutions  supported 
in  whole  or  in  part  from  public  revenue.  This  bill 
was  vigorously  opposed  by  the  Nebraska  State  Medi- 
cal Association  and  was  killed  in  committee. 

House  Roll  394  was  a bill  for  an  act  relating  to  the 
appointment  of  commission  of  doctors  in  personal  in- 
jury cases  in  the  courts  of  the  state  of  Nebraska,  and 
this  bill,  had  it  become  a law,  would  have  required 
the  court  to  appoint  a commission  of  doctors  whose 
duty  would  be  to  acsertain  the  person  claimed  to 
have  been  injured  and  report  in  writing  to  the  court. 
The  bill  was  supported  by  the  Nebraska  State  Medical 
Association  and  opposed  by  the  Legislative  Commit- 
tee of  the  Nebraska  State  Bar  Association.  It  w'as 
indefinitely  postponed  upon  the  report  of  the  Judiciary 
Committee  of  the  House. 

House  Roll  527  was  a bill  for  an  act  to  promote  the 
science  of  anatomy  by  the  creation  of  a State  Ana- 
tomical Board,  and  to  provide  through  the  said  board 
for  the  distribution  and  use  of  certain  dead  human 
bodies  for  educational  purposes.  The  purpose  of  the 
bill  was  also  to  prevent  the  unauthorized  use  and  dis- 
tribution of  such  bodies  and  to  provide  penalties  for 
the  violation  of  the  act.  The  bill  provides  in  sub- 
stance that  the  heads  of  the  anatomy  departments  of 
the  medical  and  dental  schools  and  colleges  of  the 
state  shall  be  appointed  as  the  State  Anatomical 
Board  for  the  distribution,  delivery  and  use  of  certain 
dead  human  bodies  among  the  schools,  colleges  and 
persons  entitled  thereto  under  the  act.  Under  the 
act  the  head  of  the  anatomy  department  of  the  Uni- 
versity of  Nebraska,  College  of  Medicine,  is  required 
to  call  a meeting  of  the  board  for  organization  at  a 
time  and  place  to  be  fixed  by  him  within  thirty  days 
after  the  act  becomes  effective.  The  board  is  to  have 
power  to  establish  rules  and  regulations  for  its  gov- 
ernment and  for  the  collection,  storage  and  distribu- 


tion of  dead  human  bodies  for  anatomical  purposes. 
The  bill  also  provides  that  all  public  officers  and  the 
person  in  charge  of  every  almshouse,  prison,  morgue, 
hospital  or  other  institution  having  charge  or  control 
of  any  dead  human  body  whose  burial  must  or  may 
be  a public  expense  shall  be  required  to  immediately 
notify  the  chairman  of  this  board,  or  such  agent, 
school,  college  or  institution  that  may  from  time  to 
time  be  designated  by  the  board  whenever  such  dead 
body  or  bodies  come  into  his,  her,  its  or  their  pos- 
session, charge  or  control.  It  also  requires  that  the 
bodj'  shall  be  delivered  without  fee  or  reward.  The 
bill  provides  that  dead  bodies  shall  be  held  for  a 
period  of  thirty  days  from  the  date  of  death  before 
distribution.  The  distribution  of  the  bodies  among 
the  medical  and  dental  schools  and  colleges,  physi- 
cians and  surgeons,  etc.,  is  to  be  made  in  accordance 
with  rules  adopted  by  the  board.  Certain  provisions 
are  embraced  with  reference  to  the  distribution  which 
are  somewhat  in  detail  and  have  to  do  with  distribu- 
tion to  colleges  and  schools  in  proportion  to  the  num- 
ber of  students  matriculated  in  the  first  year  work. 
This  bill  was  supported  by  your  legislative  commit- 
tee and  passed  both  the  House  and  Senate  and  was 
signed  by  the  governor. 

House  Roll  543  was  a bill  for  an  act  to  amend  sec- 
tion 8272,  Compiled  Statutes  of  Nebraska  for  1922, 
and  relates  to  the  Department  of  Public  Welfare.  The 
bill  as  it  was  originally  drawn  would  have  required 
the  Department  of  Public  Welfare  to  inquire  into  the 
whole  system  of  public  and  private  charities  and 
methods  of  the  practices  in  the  public  and  private 
charitable  and  correctional  institutions  of  the  state 
to  ascertain  the  condition  thereof,  etc.  The  bill  as 
passed  had,  through  the  influence  of  the  Medical 
Association,  stricken  out  the  underlined  portions 
above,  thus  eliminating  the  necessity  of  inquiring  into 
private  charities  and  private  charitable  institutions. 
The  bill  as  originally  drawn  also  made  it  the  duty  of 
the  Department  of  Public  Welfare  to  inquire  into 
private  hospitals,  etc.  The  bill  as  passed  eliminated 
the  word  "private”  preceding  the  word  "hospitals”  and 
substituted  therefor  the  following:  "Whenever  com- 
plaint in  writing  shall  be  made  against  a private 
charity,  hospital — alleging  that  said  institution  is 
conducted  in  an  unsanitary  or  unlawful  manner,  the 
Department  of  Public  Welfare  shall  inspect  said  in- 
stitution and  shall  cause  civil  or  criminal  procedings 
against  said  institution  if  found  to  be  violating  any 
law”. 

Senate  File  83  was  a companion  bill  to  House  Roll 
IG,  which  related  to  free  transportation  upon  railroads. 
This  bill  suffered  the  same  fate  as  House  Roll  16.  It 
was  not  passed. 

Senate  File  152  related  to  witnesses  in  civil  cases 
and  required  that  witnesses  respond  to  subpoena  is- 
sued by  the  District  Court  any  place  in  the  state.  It 
provided  for  the  payment  of  fees  and  mileage  of  wit- 
nesses and  that  the  fees  and  mileage  should  be  taxed 
as  costs.  This  bill  woud  have  required  a doctor  living 
in  Omaha  to  respond  to  a subpoena  issued  out  of  the 
District  Court  of  Lancaster  County,  his  compensation 
to  be  only  that  which  the  law  provides  as  witness 
fees  and  mileage,  unless,  of  course,  an  agreement 
with  reference  to  professional  witness  fees  had  been 
entered  into.  This  bill  was  opposed  by  your  com- 
mittee and  failed  of  passage. 

Senate  File  153  was  a bill  for  an  act  to  amend  sec- 
tions 3060  and  3065,  Compiled  Statutes  of  Nebraska 
for  1922  and  relates  to  the  liability  of  an  employer 
for  compensation  to  an  employee  for  injuries  received 
in  the  course  of  employment.  It  provides  to  what 
District  Court  appeals  are  to  be  taken.  It  provides 
to  what  court  appeals  shall  be  taken  when  accidents 
occur  outside  of  the  state  and  prescribe  that  the  peti- 
tion on  appeal  for  notice  shall  be  filed  within  fourteen 
days.  It  also  prescribes  the  cases  in  which  applica- 
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tions  to  modify  orders,  awards  and  judgments  shall 
be  made  to  the  District  Court,  The  only  objection 
which  the  medical  profession  had  to  this  bill  were 
technical  and  were  eliminated  prior  to  the  passage  of 
the  bill. 

Senate  File  154  was  the  bill  providing  that  all  com- 
pensation cases,  except  applications  for  lump  sum  set- 
tlements, should  be  heard  in  the  first  instance  by  a 
deputy  of  the  Compensation  Commissioner,  and  that 
appeals  from  the  awards  from  such  deputy  should  be 
heard  by  the  Compensation  Commissioner,  and  that 
appeals  from  his  decisions  should  be  taken  to  the 
Supreme  Court,  etc.  Had  this  bill  become  a law,  it 
would  have  amended  sections  3060,  3062,  3075,  3076  and 
3080,  Compiled  Statutes  of  Nebraska  for  1922. 
The  only  objection  that  the  Nebraska  State  Medical 
Association,  as  represented  by  the  Legislative  Com- 
mittee, had  to  this  bill  was  a technical  one  to  which 
the  committee  having  the  bill  in  charge  would  have 
acceded,  but  in  view  of  the  fact  that  the  bill  failed  of 
passage,  it  is  not  necessary  to  go  into  detail  with 
reference  to  the  matter. 

Senate  File  155  was  a bill  for  an  act  regulating  the 
rendering  of  medical,  surgical  and  hospital  services  in 
compensation  cases  and  the  fixing  of  charges  there- 
for. In  this  bill  the  medical  profession  was  very  much 
interested,  and  although  the  report  of  the  committee 
to  which  this  bill  was  referred  was  fairly  satisfac- 
tory to  the  members  of  the  Legislative  Committee  of 
the  Nebraska  State  Medical  Association,  the  bill  failed 
of  passage,  and  did  not  become  a law.  Had  the  bill 
passed,  it  would  have  given  to  the  Compensation 
Commissioner  specific  power  and  authority  to  estab- 
lish and  maintain  a schedule  of  medical,  surgical  and 
hospital  fees  and  would  have  given  to  the  Compensa- 
tion Commissioner  certain  specific  powers  and  au- 
thority over  the  treatment  of  injured  workmen  that 
is  not,  under  the  law,  at  the  present  time  vested  in 
him. 

Senate  File  162,  which  provided  for  the  acceptance 
of  certificates  of  those  passing  the  National  Board  of 
Dental  Eamxiners  in  lieu  of  an  examination  before 
the  Nebraska  State  Board  of  Dental  Examiners,  was 
a bill  sponsored  by  the  dental  profession  having  for 
its  purpose  the  correction  of  an  error  in  the  law  of 
the  state  relating  to  the  practice  of  dentistry.  This 
bill  was  passed  and  became  a law. 

We  believe  no  bill  which  was  introduced  in  the  last 
several  legislatures  which  was  opposed  by  the  Ne- 
braska State  Medical  Association  became  a law.  The 
only  bill  which  failed  of  passage  in  which  your  com- 
mittee was  particularly  interested  was  the  bill  relat- 
ing to  nurses.  House  Roll  44.  In  some  cases  we 
maintained  an  attitude  of  watchful  waiting,  guarding 
against  possible  amendments  that  might  affect  medi- 
cal profession  of  the  state. 

Your  committee  was  able  to  aid  by  advising  in  the 
reorganizing  of  the  Department  of  Public  Welfare. 
Every  courtesy  and  respect  was  shown  to  the  medical 
profession  by  the  governor  and  Dr.  Bartholomew  was 
appointed  as  director  of  Public  Health.  Mr,  Pollard, 
who  was  made  secretary  of  the  department,  recog- 
nized it  was  new  work  for  him,  has  been  judicial  in 
his  trend,  is  studying  every  matter  thoroughly  and 
has  in  mind  certain  changes  in  regard  to  the  func- 
tioning of  the  compensation  department  as  well  as  of 
others  which  we  are  not  at  liberty  to  report  at  this 
time  but  which  we  are  sure  will  bring  to  the  medical 
profession  and  the  people  of  the  state  the  greatest  of 
satisfaction  both  in  economy  and  efficiency  of  ad- 
ministration. 

Secretary  Pollard  has  shown  a most  decidedly  ju- 
dicial, conscientious  temperament.  He  has  manifest- 
ed every  respect  for  the  advice  and  rights  of  the 
medical  profession  in  all  matters  pertaining  to  their 
work  within  the  state.  We  are  very  free  to  say  that 
we  feel  that  we  have  never  had  a legislature  in  which 


our  work  has  been  more  satisfactory  to  the  committee 
and  in  which  we  felt  more  has  been  accomplished  for 
improved  conditions  and  with  the  outlook  for  future 
changes  promising  still  further  ideals  for  which 
we  are  striving. 

I wish  in  connection  with  our  work  to  express  the 
highest  appreciation  of  the  cooperation  and  splendid 
work  of  Dr.  Hohlen,  chairman  of  the  campaign  com- 
mittee. H has  never  failed  us  and  has  been  untiring 
in  his  assistance  and  in  the  functioning  of  his  de- 
partment. 

Respectfully  submitted, 

Benj.  F.  Bailey, 

Chairman  Legislative  Committee 
Nebraska  State  Medical  Assn. 


DEFECTIVENESS  AND  DISABILITY 

Of  the  condition  of  children  alive  and  in  school 
much  that  is  said  to  be  “shocking”  has  been  re- 
lated in  the  last  quarter  of  a century. 

Looking  them  in  the  mouth  we  know,  without 
tergiversation,  that  90  per  cent  are  plagued  with 
dental  disease.  We  know  the  cause  of  this  dis- 
ease to  such  an  extent  as  to  be  able,  by  putting 
that  knowledge  into  practice,  to  prevent  decay  and 
loss  of  teeth  appreciably.  But  taking  them  as 
they  are  at  school  age,  we  also  know  that  with  a 
comparatively  small  expense  90  or  95  per  cent 
can  leave  school  with  a complement  of  the  full 
number  of  teeth  in  good  repair  and,  with  a little 
attention  thereafter,  good  for  the  rest  of  life. 

Leaving  aside  these  stomatic  testimonials  to 
our  ignorance  of  the  first  principles  of  hygiene, 
30  out  of  a hundred  children,  or  about  8,000,000 
of  those  of  school  age  present  sundry  sources  of 
disability  in  various  organs  other  than  the  teeth. 
Some  of  the  defects  can  be  done  away  with 
while  most  of  the  remainder  can  be  improved  or 
compensated  for  to  a considerable  extent.  No 
one  has  interested  himself  in  the  handicaps  of 

3.000. 000  of  these  8,000,000  children,  and  ade- 
quate treatment  has  not  been  received  by  2,000,- 
000  more  of  them.  In  all,  four  or  five  millions 
of  human  machines  each  valued  at  $20,000  are 
running  with  missing  cylinders  and  flat  tires, 
their  capacity  for  work  and  enjoyment  of  life 
being  often  still  further  reduced  by  bad  feeding, 
lack  of  sleep,  and  lack  of  opportunity  for  nor- 
mal animal  activity  in  the  open. 

This  dismal  story  of  defectiveness,  disease,  and 
death  is  an  old  one,  but  if  its  repetition  here  re- 
sults in  stimulation  of  some  school  to  such  action 
as  will  reduce  the  deaths  per  annum  from  50,000 
to  49,999,  the  loss  of  years  of  schooling  from 

1.000. 000  to  999,999  or  if  one  defective  or  de- 
pressed child  in  100,000  is  rendered  fit  for  his 
schooling  and  for  enjoying  life  to  the  full,  the 
cost  of  this  circular  will  be  returned  a thousand 
fold. — Bureau  of  Education. 
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HISTORIC  SKETCH  OF  ECLECTICISM  IN 
MEDICAL  PRACTICE 

The  Eclectic  system  of  medical  practice  had  its 
inspiration  from  Thompsonionisni  which  preceded 
it  by  nearly  half  a century.  Benjamin  Thomp- 
son Avas  born  in  New  Hampshire  in  1709.  He 
developed  a crude  philosophy  that  vegetables  give 
life  and  minerals  death  and  began  to  prescribe 
for  the  sick  in  his  community  in  1792.  His 
knowledge  of  botany  was  very  limited.  His  list 
of  remedies  consisted  of  lobelia,  cayenne  pepper 
and  a strong  tincture  of  pungent  herbs  knoAvn 
as  “No.  0",  and  steam.  In  1837  Dr.  Alva  Curtis 
of  Ohio  came  to  the  fore  as  a leader  in  a systejn 
of  cure  known  as  Botanico-Medical.  He  had 
more  knowledge  of  botany  and  introduced  a 
large  number  of  vegetable  remedies,  commenced 
the  publication  of  a journal  devoted  to  his  cult 
and  established  a medical  college  in  Cincinnati. 

Dr.  Wooster  Beach,  an  Ohio  man  by  adoption, 
born  in  Connecticut  in  1794,  died  18-11,  led  a 
movement  in  the  direction  of  simple  Eclecticism 
and  established  a medical  school  at  Worthington, 
Ohio. 

In  1845  a much  more  successful  school  was 
established  at  Cincinnati  called  the  Eclectic  Medi- 
cal Institute,  Dr.  John  AI.  Scudder  and  Dr.  John 
King  being  the  leading  figures.  Dr.  Scudder 
later  originated  the  system  of  “specific  medica- 
tion.’’ An  American  Eclectic  Practice  was  pub- 
lished in  1857  bv  Jones  and  Sherwood  and  a work 
on  Chronic  Diseases  by  King  in  18G7,  and  an 
American  Dispensatory  in  1874. 

William  S.  Merrell,  after  whom  a great  phar- 
maceutical house  founded  by  him  is  named.  Avas 
a chemist  and  apothecary  and  to  him  and  to  Dr. 
John  M.  Scudder  and  Dr.  J.  K.  Scudder  belongs 
the  credit  of  having  made  most  important  re- 
searches in  vegetable  remedies. 

Eclecticism  gave  a great  impetus  to  the  study 
of  vegetable  remedies  and  has  contributed  mucii 
to  modern  medicine. 

During  the  first  2U  years  of  its  existence  The 
Eclectic  Medical  Institute  graduated  1800  stu- 
dents. Other  Eclectic  medical  colleges  were 
established  in  many  of  the  larger  cities  and  Ec- 
lectic medical  societies  were  organized  in  most  of 
the  states  prior  to  1880.  Legal  recognition  for 
Eclecticism  Avas  obtained  from  all  the  states  but 
not  without  opposition.  Eclecticism  had  made  a 
place  for  itself.  Since  1880  schools  and  journals 
established  have  gradually  been  discontinued  for 
lack  of  support.  The  general  acceptance  of  the 
germ  theory  of  disease,  the  development  of  ra- 
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tional  medicine  and  the  modern  trend  toward  a 
modified  medical  nihilism,  has  dominated  medical 
scientific  thought  for  now  nearly  fifty  years  with 
the  inevitable  result  to  a system  based  on  a spe- 
cific theory. 

For  several  years  but  one  Eclectic  medical 
college  remained  open  for  teaching  purpose  and 
it  is  now  announced  that  no  students  will  be  ma- 
triculated for  the  coming  year. 


THE  RECENT  PORTLAND  MEETING  (>:' 
THE  A.  M.  A. 

Three  thousand  physicians  journeyed  to  Port- 
land to  attend  the  meeting  of  the  American  Medi- 
cal Association  early  last  month.  The  meeting 
in  all  its  varied  interests  was  one  of  the  most 
successful  ever  held.  Portland  is  a good  con- 
vention city  and  the  surroundings  have  many 
attractions  on  rivers  and  mountains.  President 
W.  S.  Thayer,  in  his  address,  stirred  up  a good 
sized  hornet’s  nest  by  objecting  to  too  much  gov- 
ernmental regulation,  having  particular  reference, 
no  doubt,  to  the  limit  placed  on  the  amount  of 
liquor  a physician  may  prescribe  for  his  patient, 
which  was  at  once  seized  upon  by  prohibitionists 
as  propaganda  looking  toward  the  repeal  of  the 
18th  Amendment  and  heralded  by  the  so-called 
wets  as  favoring  the  cause  they  espouse.  Presi- 
dent-elect M.  L.  Harris  advocated  county  medical 
societies  organizing,  equipping  and  conducting 
medical  centers  for  the  diagnosis  and  treatment 
of  ambulatory  cases,  the  organization  being  in  a 
sense  a pay  clinic  owned  and  controlled  by  the 
profession.  Doctor  Harris'  entire  active  career 
has  been  in  a metropolitan  city  and  he  has  the 
viewpoint  of  the  metropolitan.  If  he  lived  in  a 
rural  community  such  as  Nebraska  he  might  see 
the  need  of  community  hospital  districts  and 
community  hospitals  to  care  for  the  people  who 
at  present  are  not  within  easy  reach  of  hospitals. 

The  many  problems  before  the  profession,  like 
cancer,  tuberculosis  and  the  more  recent  undulant 
fever,  came  in  for  much  discussion. 

The  usual  number  of  scientific  and  commercial 
exhibits  were  displayed. 

Comment  on  the  work  of  the  House  of  Dele- 
gates is  reserved  for  a future  date. 

Dr.  William  Gerry  Morgan,  Washington,  D. 
C.,  was  elected  President-elect  and  Detroit  was 
chosen  for  the  place  of  meeting  in  1930. 

Nebraskans  on  the  program  were  Drs.  D.  T. 
Quigley,  J.  B.  Patton,  B.  M.  Kully,  Omaha.  Dele- 
gate Roy  Fonts  was  placed  on  a reference  com- 
mittee. 


The  number  of  Nebraska  physicians  attend- 
ing the  meeting  was  35.  Their  names  are  given 
on  another  page. 


UNION  PACIFIC  SURGEONS’  ASSOCIA 
TION 

The  Union  Pacific  Association  of  Railroad 
Surgeons  was  organized  in  Omaha,  June  29, 
about  one  hundred  surgeons  being  present  from 
points  on  the  lines  as  far  west  at  Ogden  and  as 
far  south  as  Kansas  City.  Preliminary  to  the  or- 
ganization dry  and  wet  clinics  were  given  at  ,St. 
Joseph’s  Hospital,  foremost  being  the  presenta- 
tion by  the  chief  surgeon  of  perhaps  100  fracture 
cases.  Luncheon  was  served  in  the  basement  of 
the  hospital.  The  afternoon  session  was  held  at 
Union  Pacific  headquarters.  A constitution  was 
adopted  and  Dr.  John  R.  Nillson,  chief  surgeon, 
was  elected  president;  Dr.  Hugh  Taylor,  division 
surgeon,  Denver,  president-elect,  and  Mr.  E.  M. 
Southard,  assistant  in  charge  of  the  Hospital  De- 
partment, Omaha,  secretary-treasurer. 

Scientific  papers  were  given  by  three  of  the 
members  of  the  chief  surgeon’s  local  staff  and  a 
number  of  talks  were  given  by  officials  of  the 
Union  Pacific,  including  an  address  by  President 
Carl  Gray  who  welcomed  the  surgeons  to  Omaha 
and  commended  the  organization. 

A banquet  was  tendered  in  the  evening  to  the 
surgeons  and  their  ladies  by  the  Union  Pacific 
at  the  New  Paxton  Hotel. 

The  next  annual  meeting  will  be  held  at  Den- 
ver. the  last  Saturday  in  June,  1930. 


CONTAGIOUS  ABORTION  AND  UNDU- 
LANT FEVER 

A recent  editorial,  in  The  Nebraska  State 
Medical  Journal,  a portion  of  which  reads  as  fol- 
lows, has  been  called  to  my  attention. 

“Since  we  know  now  that  the  contagious  abor- 
tion of  cattle  is  produced  by  the  same  germ  as 
undulant  fever,  it  must  be  true  that  we  have 
many  unsuspected  cases  of  undulant  fever  in 
this  state,  derived  from  milk  and  butter  of  affect- 
ed cows.  If,  as  suggested,  our  state  laboratory 
is  not  equipped  to  discover  the  germ  in  material 
sent  to  the  laboratory  for  examination,  then  it  is 
high  time  that  those  in  charge  rise  to  the  occa- 
sion.” 

The  best  evidence  we  have  been  able  to  secure 
supports  the  idea  that  the  germ  commonly  pro- 
ducing contagious  abortion  in  cattle  is  closely  re- 
lated to  but  not  identical  with  the  germ  commonly 
producing  undulant  fever.  It  seems  much  more 
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probable  that  the  porcine  strain  of  Br.  melitensis 
is  the  one  chiefly  involved  in  human  cases  rather 
than  the  strain  common  in  contagious  abortion 
in  cattle.  Epidemiological  evidence  also  seems  to 
support  this  point  of  view,  which,  if  correct,  ab- 
solves butter  and  milk  from  blame  and  indicates 
that  prevention  depends  on  individual  sanitation 
and  the  prevention  of  contagious  abortion  in  hogs. 
It  is  improbable  that  any  important  relationship 
exists  between  contagious  abortion  in  cattle  and 
undulant  fever. 

Laboratory  examinations  pertaining  to  undu- 
lant fever  have  been  made  at  this  laboratory  since 
the  spring  of  1928.  So  few  of  the  tests  made 
since  that  time  have  been  positive  that  we  strong- 
ly suspect  that  undulant  fever  is  not  a public 
health  problem  of  any  great  magnitude  in  this 
state.  The  occurrence  of  a positive  reaction  in 
blood  from  cases  not  clinically  undulant  fever  has 
convinced  us  that  the  diagnostic  value  of  a posi- 
tive agglutination  test  for  undulant  fever  has  im- 
portant limitations. 

At  the  present  time  undulant  fever  seems  to 
be  more  a matter  for  investigation  and  research 
than  for  extensive  practical  work  in  disease  pre- 
vention. Good  investigational  work  is  being  done 
by  others,  the  state  laboratory,  however,  must 
confine  its  efforts  largely  to  the  application  of 
procedures  and  methods  of  proven  value.  Cer- 
tainly we  do  not  wish  to  give  the  subject  an 
amount  of  attention  and  publicity  out  of  propor- 
tion to  its  importance  nor  to  contribute  to  a state 
of  melitensiphobia. 

L.  O.  Vose,  Bacteriologist, 
Public  Health  Laboratory,  Lincoln. 


KEEPING  HISTORY  STRAIGHT 

Dr.  F.  S.  Owen,  in  his  presidential  address  be- 
fore the  Nebraska  State  ^ledical  Association,  as 
reported  by  the  Journal,  falls  into  an  error  when 
he  states  that  a Pope  once  prohibited  the  prac- 
tice of  surgery.  This  is  untrue.  Pope  Boniface 
VHI,  in  the  year  1300,  issued  the  famous  “De 
Sepulturis”  Bull.  This  was  little  more  than  a 
hygienic  rule,  concerning  itself  with  the  dismem- 
berment of  bodies  and  shipping  of  anatomical 
parts  from  one  region  to  another,  in  those  cru- 
sading and  foreign  war  times.  It  is  likely  that 
wars  in  those  days,  as  in  our  own,  were  frequent- 
ly accompanied  by  dreadful  epidemics.  Scholars 
admit,  and  the  correct  and  complete  translation 
of  the  Bull  shows,  that  it  had  no  more  to  do  with 
scientific  dissection  and  surgery  than  our  present 
state  law  concerning  the  disposal  of  diphtheria 
dead  bodies.  Yet  this  Bull  ignorantly  misunder- 
stood, or  dishonestly  translated,  furnishes  the  only 


possible  basis  for  the  charge  made  by  several 
otherwise  excellent  histories  of  medicine,  that  a 
Pope  had  at  any  time  hampered  the  dissection  of 
bodies  for  scientific  purposes. 

The  refutation  of  this  false  and  nonsensical 
charge  is  at  the  hand  of  every  student  of  anatomy 
who  is  familiar  with  the  names  of  Mondino,  Guy 
de  Chauliac,  Berenger,  Vesalius,  Sylvius,  Eus- 
tachius,  Fallopius,  and  Steno.  The  times  of  these 
men  might  almost  be  described  as  the  golden  age 
of  anatomy,  yet  corresponded  to  the  time  that  this 
or  any  other  papal  prohibition  might  be  expected 
to  have  its  most  retarding  effect.  These  men 
were  all  physicians  to  the  popes,  papal  or  church 
proteges,  professors  in  universities  presided  over 
by  church  dignitaries,  or  were  as  Dr.  Owen  sug- 
gests, ecclesiastics  themselves. 

As  I take  it  that  The  Nebraska  State  Medical 
Journal  means  to  be  entirely  fair,  and  is  in  no 
way  a purveyor  of  religious  misrepresentation,  I 
hope  that  this  protest  will  find  space  in  its  col- 
umns. 

— J.  P.  Dougherty,  Sioux  City,  la. 


IODINE  SURVEY  OF  NEBRASKA 

Samples  of  food  materials,  water  and  soil  of 
Nebraska  were  analyzed  by  W.  H.  Adolph  and 
F.  J.  Prochaska,  Laboratory  of  Chemistry,  Uni- 
versity of  Nebraska,  Lincoln,  (Journal  A.  M.  A., 
June  29,  1929),  for  their  iodine  content  accord- 
ing to  the  method  of  McClendon.  The  water 
supplies  contain  sufficient  iodine  for  the  main- 
tenance of  thyroid  equilibrium.  Food  materials 
are  not  low  in  iodine  content.  Simple  goiter  is 
not  prevalent  and  Nebraska  can  be  properly 
grouped  as  one  of  the  nongoitrous  states.  Ex- 
amination of  the  soils  failed  to  show  the  presence 
of  iodine  in  significant  amounts  in  Nebraska  soil. 
It  must  not  be  overlooked,  however,  that  the 
iodine  in  soil  may  be  present  in  either  a soluble 
form  or  in  what  is  apparently  an  organic  com- 
bination. In  the  former  case,  it  would  have  been 
leached  out  by  rain  and  surface  water ; and  this 
seems  to  have  happened  in  the  case  of  the  loess 
and  sandy  soils  of  the  state.  Experiments  indi- 
cated that  those  soils  containing  an  appreciable 
amount  of  organic  matter  showed  measurable 
amounts  of  iodine,  while  sandy  soils  did  not  show 
any  iodine.  Organic  iodine  in  the  soil  would  ap- 
pear to  be  a prerequisite  for  iodine-containing 
vegetable  food  material.  On  the  whole,  the  data 
for  the  iodine  content  of  surface  soil  would  not 
appear  to  be  nearly  so  significant  as  those  of  the 
underground  water  supply.  Experiments  indicat- 
ed that  appreciable  quantities  of  iodine  are  not 
lost  in  the  cooking  of  vegetable  food  materials. 


Vol.  xrv,  No.  8 


THE  NEBRASKA  STATE  MEDICAE  JOURNAL 


333 


TEACHING  OF  MODERN  SURGERY 

Dean  Lewis,  Baltimore  {Journal  A.  M.  A., 
May  18,  1929),  asserts  that  surgery  no  longer 
confines  itself  to  the  consideration  of  inflamma- 
tory processes,  amputations,  fractures  and  dis- 
locations, tumors  and  emergencies.  While  the 
field  of  surgery  has  become  more  and  more  ex- 
tensive, the  number  of  hours  devoted  to  it  in 
medical  curriculums  has  been  gradually  reduced, 
so  that  the  surgical  department,  as  far  as  the 
number  of  hours  is  concerned,  has  been  compelled 
to  teach  less  and  less  of  more  and  more.  A sur- 
gical clinic  .should  be  a college  and  a university 
combined.  The  college  training  must  be  more  or 
less  general.  The  student  must  be  taught  the 
principles  of  surgery ; he  should  become  acquaint- 
ed with  diagnostic  procedures ; he  should  see  and 
interpret  the  pathologic  changes  that  interfere 
with  or  destroy  the  function  of  tissues  or  organs, 
and  should  familiarize  himself  with  the  technic 
required  in  the  treatment  of  surgical  emergencies. 
The  university  division  of  the  clinic  must  provide 
opportunities  for  advanced  students  who  in  col- 
lege have  shown  a special  aptitude  for  and  a de- 
sire to  specialize  in  surgery.  These  opportunities 
may  best  be  provided  by  making  those  working 
in  the  university  division  members  of  the  surgical 
teaching  staff,  on  whom  full  responsibility  for 
the  care  of  patients  and  of  teaching  may  be  placed. 
Provision  should  also  be  made  for  a limited  num- 
ber who,  having  been  engaged  in  active  practice, 
wish  to  devote  some  time  to  new  and  advanced 
studies.  Instruction  in  clinical  surgery  must  be 
scientific,  searching  and  academic,  but  it  should 
never  be  forgotten  that  clinical  surgery  is  being 
taught.  In  Lewis’  opinion  there  are  certain  de- 
fects in  medical  teaching  in  general.  He  says  that 
during  the  past  few  years  attempts  have  been 
made  from  time  to  time  to  advance  clinical  in- 
struction to  the  second,  even  to  the  first  year. 
Students  at  this  period  are  usually  unable  to  ap- 
ply clinical  methods  and  are  not  prepared  to  en- 
gage in  clinical  investigation.  Some  propedeutic 
or  preparatory  clinics  have  been  extremely  valu- 
able. Propedeutic  or  preparatory  demonstrations 
would  be  preferable  to  clinics.  The  student  would 
not  be  brought  into  intimate  contact  with  pa- 
tients, but  patients  could  be  used  to  demonstrate 
knowledge  acquired  in  the  preclinical  years. 
Shock,  hemorrhage  and  infections  could  be  dis- 
cussed. The  clinical  picture  of  suppurative 
thrombophlebitis  could  be  demontasterd.  The  ad- 
visability of  adopting  Lexer’s  classification  of  in- 
fections, based  on  a newer  bacteriology,  might 
be  discussed.  The  student  has  just  finished  his 
anatomy,  and  the  relation  of  muscle  action  to  the 
displacement  of  fragments  in  fractures  may  be 


shown.  By  such  demonstrations  the  students’ 
attention  would  be  directed  to  the  api)lication  of 
knowledge  gained  in  preclinical  years  to  clinical 
problems.  The  instructor  has  an  opportunity  to 
give  students  the  latest  accepted  teaching  and  to 
dismiss  the  false  observations  and  statements  that 
have  accumulated  in  textbooks  over  a number  of 
years.  The  instructor  must  act  as  a critic.  iSy 
such  a series  of  demonstrations  the  student  is 
shown  how  the  work  of  the  preclinical  years 
must  be  carried  into  the  clinical  years  and  ap- 
plied to  clinical  problems.  He  is  not  thrown 
early,  when  totally  unprepared,  into  clinical  sur- 
gery, which  has  attractions  for  so  many.  His  at- 
tention is  not  diverted  from  the  fundamentals. 
There  should  be  a certain  methodical  progress  in 
instruction  and  regular  purposeful  steps  by  which 
students  pass  from  the  beginning  of  their  studies 
to  independent  activity  in  the  clinic  where  they 
receive  their  final  preparation.  When  students 
should  enter  the  hospital  has  been  the  subject  of 
considerable  discussion  of  late.  The  outpatie  it 
department  is  of  especial  importance  to  the  sur- 
gical clinic,  for  here  a large  number  of  patients 
that  cannot  be  hospitalized  with  present  facilities 
are  studied.  The  third  year  student  should  Le- 
in the  dispensary.  Concentration  of  teaching 
during  this  period  is  absolutely  essential.  Two 
hours  in  the  morning  may  be  devoted  to  history 
taking  and  the  examination  of  patients.  From 
12  to  1,  some  typical  or  especially  interesting  cases 
should  be  demonstrated  to  the  group  by  the  in- 
structor in  charge.  Teaching  rooms  should  be 
provided.  Small  examining  rooms  add  to  the 
efficiency  of  the  dispensary,  for  the  student’s  at- 
tention should  not  be  diverted  while  e.xamining 
the  patient.  Medical  literature  should  be  cited. 
There  cannot  be  any  argument  about  the  value  of 
bedside  teaching  and  ward  talks.  Bedside  teach- 
ing should  not,  however,  be  carried  on  as  a mat- 
ter of  routine.  The  student  should  be  taught  the 
art  of  history  taking  and  the  methods  of  examin- 
ation under  the  supervision  of  an  instructor.  The 
art  of  history  taking  should  be  cultivated ; not 
enough  attention  is  paid  to  it  now.  The  import- 
ance of  inspection,  palpation,  percussion  and  aus- 
cultation should  be  emphasized,  and  the  diagnosis 
should  be  made  by  the  ordinary  clinical  methods 
before  the  accessory  or  supplementary  methods 
are  employed.  The  clinical,  gross  and  micro- 
scopic pictures  should  be  correlated.  One  of  the 
great  defects  of  our  present  system  of  education 
is  the  wide  separation  of  departments  as  to  both 
space  and  time.  A student  may  study  the  path- 
ology of  tumors  in  his  second  year,  and  he  may 
not  see  such  a tumor  clinically  until  well  on  in 
his  third  or  fourth  year.  If  the  student  examines 
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a tumor  of  the  breast  in  the  dispensary  or  in  the 
ward,  he  should  go  to  the  operating  room  when 
the  patient  is  operated  on ; he  should  be  near 
enough  to  see  what  the  tumor  looks  like  in  situ, 
and  should  then  make  a gross  examination  of 
the  specimen  and  study  the  section  after  they  are 
made.  The  operating  room  thus  serves  as  a labor- 
atory in  which  the  clinical  and  pathologic  pic- 
tures are  correlated,  rather  than  a laboratory 
zi'hcrc  surgical  technic  is  demonstrated.  It  is 
much  better  pedagogically  to  have  a student  see 
the  pathologic  changes  in  acute  appendicitis  at  the 
operating  table  than  to  have  him  see  many  dis- 
eased appendixes  in  the  newest  and  most  beau- 
tiful preservative,  when  it  is  difficult,  almost  im- 
possible, to  correlate  the  clinical  and  pathologic 
pictures.  At  least  two  clinics  a week  are  re- 
quired to  present  the  material  properly,  one  for 
the  third  and  fourth  year  classes,  and  one  for  the 
third.  Unless  such  clinics  are  given,  entire  sub- 
jects, often  of  extreme  importance,  will  be  missed. 
The  teachers  in  charge  of  the  courses  should  see 
that  the  different  fields  of  surgery  are  thorough- 
ly covered.  If  an  instructor  gives  clear,  logical 
lectures,  he  should  not  be  compelled  to  give  a 
clinic.  It  is  unwise  to  attempt  to  fabricate  in- 
structors. Individuality  must  be  encouraged,  dif- 
ferent points  of  view  given.  Pathologic  training 
is  of  prime  importance  in  the  development  of  a 
surgeon.  Every  one  practicing  surgery  should 
have  at  least  a year’s  training  in  pathology  before 
entering  on  the  work.  A student  acquires  a sense 
for  scientific  work  only  in  his  student  days,  and 
the  degree  of  scientific  training  and  interest  im- 
parted to  the  young  man  at  the  medical  school  de- 
termines his  intellectual  level  for  the  rest  of  his 
life.  In  surgery  the  lack  of  technical  skill,  deft- 
ness and  certainty  as  to  methods  of  approach  is 
glaring.  Preparation  of  supplies  with  which  the 
student  should  be  familiar  may  be  taught  in  a 
number  of  ways.  The  properties  of  different  su- 
ture material  should  be  discussed.  The  technic 
of  gastro-enterostomy  and  intestinal  suture  can 
be  satisfactorialy  demonstrated  and  practiced  on 
the  stomach  and  intestine  of  the  pig.  Tendon, 
nerve  and  vascular  sutures  should  be  familiar  to 
the  student.  Operative  surgery  on  the  cadaver  is 
of  doubtful  value  for  the  tissues  differ  in  appear- 
ance from  those  in  the  living  body.  Most  of  the 
operations  can  be  much  more  satisfactorily 
demonstrated  to  small  groups  who  follow  their 
patients  to  the  operating  room  than  in  any  other 
way.  Emergency  operations  should  be  thorough- 
ly known.  It  seems  pedantic  on  the  part  of  the 
instructor  to  give  the  name  of  the  surgeon  who 
described  a new  syndrome  or  the  technic  of  some 
operation.  Unless  the  student  has  some  bent  for 


history,  the  name  will  go  in  one  ear  and  out  of 
the  other ; but  the  mention  of  the  name  may  stim- 
ulate the  student  to  undertake  some  special  his- 
torical reading  which  will  broaden  his  view.  If 
the  outstanding  names  in  surgery  are  repeated 
from  time  to  time,  enough  interest  may  be  arous- 
ed to  influence  the  student  to  delve  into  history. 
The  historical  spirit  should  penneate  the  courses. 
Courses  in  the  history  of  medicine  and  surgery 
have  practically  disappeared.  The  only  oppor- 
tunity to  arouse  some  interest  in  history  is  found 
in  the  clinics  devoted  to  the  teaching  of  clinical 
surgery.  xA.  year’s  internship  in  one  subject  is 
preferable  to  a rotating  service.  If  the  graduate 
takes  a year  in  medicine  or  pathology  before  en- 
tering on  surgery,  it  will  add  to  his  efficiency. 
xAny  student  should  have  an  opportunity  to  ap- 
pear before  a licensing  body  irrespective  of  wheth- 
er he  has  studied  in  an  institution  with  fewer 
hours  devoted  to  a certain  subject  than  the  state 
deems  necessary  or  whether  he  has  served  an  in- 
ternship that  corresponds  to  the  one  it  requires. 
xAny  graduate  should  be  allowed  to  appear.  The 
examiners  should  decide  as  to  the  capabilities  of 
the  student.  The  medical  curriculum  has  become 
crowded  with  new  subjects  and  liberalization  is 
desirable,  for  the  student  must  have  time  to  di- 
gest the  material  given  him — a little  time  for 
contemplation  and  study.  The  elective  system 
works  well.  Students  are  able  to  select  the  in- 
structor and  to  take  work  at  other  institutions. 
Such  a method  widens  the  student’s  point  of  view. 
Some  control  should  be  exercised,  however,  so 
that  the  poor  student  will  not  be  the  one  that  is 
too  anxious  to  escape  from  parental  control.  The 
student  must  also  be  well  advised,  so  that  he  does 
not  specialize  too  early,  for  each  must  still  be 
regarded  as  a part  of  the  whole.  Required 
courses  must  not  conflict  with  elective  courses. 
The  resident  system  is  the  foundation  of  the  uni- 
versity division  of  the  surgical  clinic.  Alen  chos- 
en for  the  resident  positions  should  be  carefully 
selected  and  should  have  special  qualifications. 
Eull  responsibility  for  the  care  of  patients  should 
be  placed  on  residents  as  soon  as  they  develop. 
The  resident  system  should  give  opportunity  for 
the  development  of  a number  of  men.  Residents 
should  take  an  active  part  in  the  operation  of  the 
department  and  should  be  used  in  the  dispensary 
and  in  teaching.  Provision  should  also  be  made 
for  graduates  in  medicine  who  wish  to  carry  on 
advanced  studies  in  surgery.  No  courses  for 
these  should  be  shorter  than  four  months.  It 
would  be  better  if  physicians  taking  such  a course 
could  remain  six  months.  Teachers  must  be  pro- 
vided. Teachers  of  clinical  surgery  are  trained 
gradually  and  at  the  bedside  by  eminent  practic- 
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ing  clinicians.  To  teach  seventy-five  students, 
the  service  should  have  at  least  200  beds.  This 
number  of  beds  will  supply  the  staff  with  cases 
for  study  and  meet  the  teaching  demands.  A 
student  learns  surgery  by  seeing  material.  “Repe- 
tition is  the  parent  of  learning."  Surgery  de- 
mands a careful  objective  examination  of  the 
patient  for  the  establishment  of  an  anatomic  di- 
agnosis, which,  together  with  the  symptomatic 
diagnosis  and  etiology,  creates  a concept  of  a 
progressive  and  variously  modified  disease  pro- 
cess. Only  by  a combination  of  all  the  data  does 
one  arrive  at  a method  of  treatment  that  is  de- 
signed to  attack  not  merely  the  symptoms  but, 
wherever  possible,  the  cause  of  the  process — the 
disease  itself — as  well  as  the  disease  products.  .A. 
student  learns  clinical  surgery  by  observing  care- 
fully and  critically  a large  material  and  verifying 
his  diagnosis  by  autopsy  or  operation.  Great 
clinicians  accumulate  a store  of  knoweldge.  Not 
infrequently  they  seem  to  have  intuitive  diagnos- 
tic power.  At  least  one  hundred  beds  should  be 
free.  Admission  to  such  bods  should  be  under 
the  charge  of  the  surgical  department.  Surgeons 
working  in  the  department  know  what  material 
is  needed  for  teaching  and  the  problems  that 
members  of  the  department  have  under  consider- 
ation. 


EDITORIAL  PARAGRAPHS 

A meter  to  measure  the  intensity  of  ultra- 
violet rays,  the  invention  of  Dr.  Rentchler  of  the 
Westinghouse  Co.,  was  exhibited  recently  in 
New  York. 

Hoffman-Laroche,  Inc.,  one  of  our  advertisers, 
has  moved  into  the  new  laboratory  recently  erect- 
ed at  Nutley,  N.  J.,  which  will  be  the  address  in 
the  future. 

We  had  an  attendance  of  450  at  the  annual 
meeting,  over  which  we  all  feel  proud ; Kansas 
reported  350 ; Oklahoma  put  us  all  to  shame,  for, 
if  the  report  is  accurate,  600  physicians  attended 
the  meeting. 

A manufacturer  of  a dentifrice  has  sued  Dr. 
Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association  for  slander  and 
places  the  damages  at  $500,000.  Poor  Morris — 
and  so  young! 

A contributor  writes — “The  Nebraska  State 
Medical  Journal  must  be  widely  read.  I get  re- 
quests for  reprints  from  all  the  states  in  the  union. 
Just  recently  I have  sent  reprints  of  articles  pub- 
lished in  our  Journal,  to  Georgia,  Oregon  and 
Connecticut.” 

A valued  medical  contributor  said,  in  speak- 
ing of  his  colleagues,  in  his  own  home  town — 


“They  don’t  know  nothing;  they  don’t  take  any 
journals;  they  wouldn’t  read  ’em  if  they  did  take 
’em,  and  damn  ’em,  they  wouldn’t  understand  ’em 
if  they  did  read  them.”  We  wonder! 

Marco  Polo  in  the  thirteenth  century  spoke  of 
goiter  thus : “A  large  proportion  of  them — the 
people  of  Yarkand — have  swollen  legs  and  great 
crops  at  the  throat,  which  arises  from  some  (jual- 
ity  in  their  drinking  water.”  He  also  mentions 
“Kumiz”  as  a favorite  drink. 

The  American  Public  Health  Association  an- 
nounces that  the  first  award  of  the  Sedgwick 
Memorial  Medal  will  be  considered  in  1929.  This 
award  was  established  in  honor  of  the  late  Pro- 
fessor William  Thompson  Sedgwick,  a former 
president  of  the  American  Public  Health  Asso- 
ciation. The  fund  which  provides  the  medal  was 
raised  by  popular  subscription  from  Professor 
Sedgwick’s  former  students  and  friends.  It  is 
to  be  awarded  for  distinguished  service  in  public 
health,  through  nominations,  not  by  direct  ap- 
plication. 

Bloodgood,  in  Campaign  Notes  of  the  Ameri- 
can Association  for  the  Control  of  Cancer,  asserts 
that  cancer  is  a public  health  problem  and  urges 
that  it  be  taken  up  by  the  various  city,  county, 
and  state  departments  of  health  with  the  assist- 
ance of  the  federal  department  of  health.  He 
cites  Massachusetts  as  having  appropriated  $200,- 
000  annually  for  the  cancer  problem  and  men- 
tions several  other  states  making  state  wide  sur- 
vevs  and  doing  educational  work  on  this  subject. 
The  medical  profession  cannot  accomplish  the 
best  results  in  this  educational  effort  without  the 
help  of  county,  state  and  city  departments  of 
health. 

NEBRASKA  PHYSICIANS  AT  THE  PORTLAND 
MEETING  A.  M.  A. 

Bald,  Arno  A.,  Platte  Center. 

Bridges,  E.  L.,  Omaha. 

Davis,  J.  Calvin,  Jr.,  Omaha. 

Dunn,  A.  D.,  Omaha. 

Dunn,  P.  Lowell,  Omaha. 

Pouts,  R.  W.,  Omaha. 

Prary,  R.  A.,  Stanton. 

Jenkins.  Harry  J.,  Omaha. 

Kully,  Barney  M.,  Omaha. 

Long,  Rachel  W.,  Holdrege. 

Lovely,  Prank  T.,  (5maha. 

Martin,  James  W.,  Omaha. 

Mitchell,  A.  R.,  Lincoln. 

Nemec,  Charles  J.,  Omaha. 

Nilsson,  John  R.,  Omaha. 

Quigley,  D.  T.,  Omaha. 

Ranee,  William  T.,  Omaha. 

Sachs,  Adolph,  Omaha. 

Tucker,  James  C.,  Beatrice. 

Arnold,  Chas.  H.,  Lincoln. 

Bliss,  Rodney  W.,  Omaha. 

Calbreath,  C.  B.,  Hastings. 

Davis,  Byron  B.,  Omaha. 

Gibson,  L.  V..  Lincoln. 
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Hamilton,  Howard  B.,  Omaha. 
Hellwig,  J.  W.,  Omaha. 

Henske,  J.  A.,  Omaha. 

Johnson,  Henrietta  M.,  Broken  Bow. 
Patton,  Jas.  M.,  Omaha. 

Potts,  John  B.,  Omaha. 

Rowe,  E.  W.,  Lincoln. 

SajTe,  C.  Edward,  Norfolk. 

Brooks,  Earl  B.,  Lincoln. 

MTierry,  W.  P.,  Omaha. 

Total — 35. 


MORBIDITY  SUMMARY— PRINCIPAL  DISEASES 

1929  1928 


June  May 

June 

May 

Chickenpox  

154 

58 

168 

Diphtheria  

29 

61 

24 

33 

Influenza  

0 

4 

24 

68 

Measles  

708 

1281 

123 

306 

Meningitis,  Cerebrospinal  1 

8 

1 

2 

Poliomyelitis  

1 

0 

0 

0 

Scarlet  Fever  

123 

551 

140 

395 

Smallpox  

127 

321 

106 

229 

Tuberculosis  

14 

25 

20 

18 

Typhoid  Fever  

4 

15 

10 

2 

Gonorrhea  

149 

250 

215 

137 

Svphilis  

86 

121 

71 

62 

THE 

SOCIETIES 

The  Lincoln  County 

Medical 

Society 

held 

their 

monthly  meeting  at  the 

Elks  Club, 

North 

Platte, 

June 

13th.  Dr.  C.  A.  Selby  had  charge  of  the  program 

. The 

dentists  of  the  community  were  guests  of  the  society 
and  Dr.  Howard  Y^ost  (dentist)  gave  a very  interest- 
ing lantern  slide  lecture  on  dental  occlusion.  Dr. 
Krause  and  Dr.  Snavely  (dentists)  then  discussed  the 
subject.  At  a future  date  the  dentists  will  be  invited 
and  focal  infection  will  be  the  subject  of  discussion. 

■ — J.  B.  Redfield,  North  Platte. 

The  June  meeting  of  the  Madison  Five  Counties 
Medical  Society  was  held  at  Wausa,  June  20.  Fifty- 
two  doctors  and  their  ladies  partook  of  the  dinner 
which  preceded  the  program. 

Dr.  R.  Q.  Rowse,  Sioux  City,  Iowa,  read  a paper  on 
“Early  Recognition  of  Cancer  of  the  Uterus.”  He 
again  emphasized  the  need  of  thorough  examination; 
advocated  radiation  in  certain  cases  preparatory  to 
operation.  Dr.  J.  F.  Naftzger,  Sioux  City,  gave  a paper 
illustrated  with  slides,  on  “Foreign  Bodies  in  Food 
and  Air  Passages”.  X-ray  shows  metallic  objects  but 
not  vegatable  products  and  in  the  latter  cases  the 
diagnosis  is,  therefore,  made  more  difficult.  Objects 
lodged  in  cul  de  sacs  offer  much  difficulty  in  loca- 
tion and  removal,  the  bronchoscope  is  apt  to  pass 
by  the  object  covered  by  a reflection  of  mucous  mem- 
brane. Dr.  A.  C.  Starry,  Sioux  City,  showed  a series 
of  slides  showing  “Pathology  of  the  Appendix”.  Two 
to  three  per  cent  of  cases  ®f  appendicitis  are  due  to 
intestinal  parasites.  Dr.  W.  R.  Mechtenberg,  Wausa, 
read  a paper  on  “Intermediate  Cervix  Repair”,  which 
called  forth  much  interest,  the  subject  being  new  to 
many. 

The  July  meeting  of  th'e  society  was  held  at  Orchard 
on  the  second  of  the  month.  The  program  was  furnish- 
ed by  the  three  Doctors  Fletcher,  and  follows: 

“Subphrenic  Abscess,  Case  Report”,  Dr.  W.  G. 
Fletcher. 

“The  Acute  Abdomen,  and  the  General  Practition- 
er”, Dr.  D.  L.  Fletcher. 

“Early  Signs  of  Tuberculosis”,  Dr.  A.  G.  Fletcher, 
Taiku,  .Japan. 

Dr.  tv.  G.  has  had  the  quite  unusual  experience  of 
having  had  20  cases  of  subphrenic  abscess.  Dr.  D.  L. 
stresses  the  important  points  in  diagnosis  of  acute 
abdominal  conditions  and  urged  the  general  practi- 
tioner to  greater  effort  in  diagnosis.  Dr.  A.  G..  a 


medical  missionary  in  Korea,  gave  a splendid  paper  on 
early  diagnosis  of  tuberculosis. 

About  fifty  attended  the  dinner  and  program. 


HUMAN  INTEREST  TALES 

Dr.  Olga  Stastny,  Omaha,  has  gone  to  Europe  for  a 
vacation. 

Dr.  K.  E.  Krueger  of  Dodge  visited  in  Wyoming 
during  July. 

Dr.  and  Mrs.  L.  D.  McGuire,  Omaha,  have  gone  to 
Europe  for  travel  and  study. 

Dr.  H.  C.  Kimberlin  has  located  at  Beatrice  to  do 
eye,  ear,  nose  and  throat  work. 

Dr.  Adam  Kerney,  after  six  years  of  practice  at 
Petersburg,  has  moved  to  San  Diego. 

The  Doctor  Eby  hospital  at  Leigh  was  closed  July 
1st,  after  12  years  of  successful  operation. 

Dr.  and  Mrs.  C.  W.  Keith,  Edgar,  have  gone  to 
Ontario  for  a visit  and  also  to  attend  clinics. 

Dr.  C.  D.  Langrall.  after  several  years’  absence,  has 
returned  to  Arcadia  to  engage  in  practice. 

Dr.  G.  F.  Zarbaugh,  Dalton,  and  Dr.  J.  P.  Rigg, 
Hastings,  have  gone  to  Europe  for  a year  of  study. 

Dr.  John  T.  Eagleton,  formerlj^  of  Murray,  has  be- 
come associated  with  Dr.  George  Hoffmeister,  Im- 
perial. 

Dr.  E.  C.  Lynch,  for  several  years  in  practice  at 
Litchfield,  has  gone  elsewhere  and  is  succeeded  by  a 
Doctor  Earle. 

The  marriage  of  Dr.  B.  W.  Pyle  and  Miss  Florence 
Frahtn  of  Blue  Hill  is  announced.  They  will  live  at 
Gothenburg. 

The  marriage  of  Dr.  L.  R.  Markley,  Kimball,  and 
Miss  Winnegred  Lute  of  Denver,  in  the  latter  city, 
July  5,  is  announced 

Dr.  H.  W.  Orr,  Lincoln,  went  to  Geneva,  Switzer- 
land, to  attend  an  international  congress  to  better 
the  condition  of  crippled  children. 

Dr.  J.  P.  Weyrens  and  two  children,  Scottsbluff, 
have  returned  from  a trip  around  the  world  and  a 
visitation  to  some  celebrated  European  clinics. 

Dr.  Marie  Simonson,  the  only  woman  graduate  of 
the  University  College  of  Medicine  this  year,  is  her- 
alded as  an  outstanding  student  against  great  odds. 

The  people  of  the  Dannebrog  community  presented 
Dr.  P.  M.  Pedersen  a gold  watch  and  a fountain  pen, 
in  appreciation  of  his  25  years  of  faithful  service  to 
the  community. 

Dr.  B.  W.  Pyle,  for  the  past  year  associated  with 
Dr.  E.  L.  Hustead  of  Scribner,  has  located  at  Gothen- 
burg, succeeding  Dr.  Wm.  Johnson  who  is  going  to 
locate  in  Hollj'wood,  Calif. 

The  marriage  of  Dr.  John  H.  Calvert,  Detroit,  Mich., 
and  Miss  Alma  Goebel  of  Overton,  was  celebrated  at 
Y’ork,  June  19th.  Dr.  Calvert  is  a native  Nebraskan 
and  a graduate  of  the  University  College  of  Medicine. 

Dr.  J.  M.  Patton,  Omaha,  spoke  before  the  Idaho 
Medical  Society  annual  meeting  at  Lewiston,  July  5, 
on  “Foreign  Proteins  in  the  Treatment  of  Occular  In- 
flammations”, and  on  the  following  day  on  “The 
Management  of  Ocular  Emergencies.” 

Dr.  Edgar  V.  Allen,  a Cozad  boy,  graduate  of  the 
University  of  Nebraska  College  of  Medicine,  after 
completing  a four  year  Fellowship  at  the  Mayo  clinic, 
has  been  awarded  a scholarship  by  the  National  Re- 
search Council  worth  $2,400  for  study  in  Europe. 


NECROLOGY 

William  H.  Pruner,  Omaha;  Creighton  University 
College  of  Medicine,  1907;  well  known  practitioner  in 
Omaha  since  graduation;  member,  Nebraska  State 
Medical  Association;  died  following  a cerebral  hem- 
orrhage, July  3,  1929,  aged  about  fffty-four  years. 

J.  H.  Tyndale,  Lincoln,  (retired);  St.  Louis  College 
of  Medicine  and  Surgery,  1868;  a veteran  of  the 
Pranco-Prussion  and  Civil  wars;  died  June  7,  1929, 
aged  about  eighty-six  years. 
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UNDUL.ANT  FEVER* 

A.  V.  HARDY,  M.  D., 

Acting  Assistant  Surgeon  U.  S.  Public  Health  Service, 
Director  of  State  Hygienic  Laboratories, 

Iowa  City,  Iowa. 


General.  Until  very  recently  undulant  fever 
in  the  United  States  was  a medical  curiosity.  In 
1925,  excluding  Texas,  six  cases  only  were  recog- 
nized and  these  in  four  widely  separated  states. 
In  1928  reports  obtained  chiefly  from  state  de- 
partments of  health  show  that  more  than  five 
hundred  and  fifty  cases  were  recognized  in  forty 
states.  In  the  past  three  years  there  has  been  in 
the  United  States  an  average  annual  increase  of 
over  300  per  cent  in  the  known  incidence  of  this' 
infection.  The  recognition  of  this  probably  old 
and  not  uncommon  disease  has  been  brought 
about  by  an  increasing  awareness  of  its  preva- 
lence and  by  a better  knowledge  on  the  part  of 
the  physicians  of  its  clinical  characteristics.  Lab- 

•Road  before  the  annual  meeting.  Nebra^-ka  State  Medieal  Association, 
Omaha.  May  14,  1929. 


oratories  have  also  contributed  in  a most  import- 
ant way  by  making  readily  available  a reliable 
diagnostic  test.  The  further  spread  of  knowl- 
edge regarding  this  infection  will  undoubtedly 
result  in  the  recognition  of  an  increasing  number 
of  cases.  Your  society  is,  therefore,  to  be  com- 
mended for  devoting  time  to  a discussion  of  un- 
dulant fever.  It  is  my  hope  that  your  county  so- 
cieties will  be  guided  by  its  example  and  in  the 
coming  year  spread  effectively  to  all  physicians 
in  your  state  the  recent  knowledge  of  this  infec- 
tion. 

As  suggested  by  two  frequently  used  names, 
Malta  fever  and  Mediterranean  fever,  it  was  first 
thought  that  this  disease  was  peculiar  to  the  re- 
gion of  the  Mediterranean.  The  discovery,  in 
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1905,  that  goats  were  a common  source  and  raw 
goat's  milk  a common  mode  of  spread,  then  limit- 
ed the  disease  to  goat-raising  districts.  Now  we 
know,  however,  that  any  domestic  animal  may 
be  infected  with  an  organism  closely  related  to,  if 
not  identical  with  the  previously  named  Micro- 
coccus melitciisis.  Such  an  infection  is  wide 
spread  among  cattle,  and  occurs  not  infrequently 
in  hogs.  In  animals  it  is  known  as  contagious 
or  infectious  abortion.  It  ranks  above  tuber- 
culosis as  a cause  of  loss  to  the  livestock  indus- 
try, and  among  cattle  it  is  now  generally  believed 
to  be  more  prevalent  than  tuberculosis.  That 
humans  may  be  infected  from  diseased  animals 
makes  these  conditions  also  of  interest  to  physi- 
cians. 

Etiology.  The  family  or  genus  of  bacteria 
which  causes  undulant  fever  was  first  described 
more  than  forty  years  ago.  For  more  than  twen- 
ty years,  however,  strains  of  the  same  genus, 
though  practically  identical  but  from  different 
sources,  were  considered  as  entirely  distinct  or- 
ganisms. They  were  given  markedly  different 
names,  one  strain  being  classified  as  a coccus  and 
the  other  as  a bacillus.  Colonel  Bruce<^^  in  1887 
described  organisms  observed  in  spleens  removed 
at  postmortem  from  cases  of  undulant  fever. 
These  he  later  succeeded  in  culturing  and  proved 
to  be  the  etiological  agent  in  undulant  fever. 
From  his  description,  this  organism  became 
known  as  the  Micrococcus  melitciisis.  Nine 
years  later,  a Danish  veterinarian.  Dr.  Ilang*^^ 
isolated  another  organism  which  he  proved  to  be 
the  cause  of  contagious  abortion  in  cattle.  In  his 
description  he  pointed  out  that,  though  frequent- 
ly when  seen  in  diseased  tissue  these  appeared  as 
cocci,  still  on  critical  examination  and  particularly 
after  cultivation,  they  assumed  definitely  the  form 
of  short  bacilli  with  rounded  ends.  In  view  of 
this  description  the  name.  Bacillus  abortus  was 
adopted.  The  true  relationship  of  these  bacteria 
was  first  pointed  out  in  1918  by  Miss  Alice 
Evans^^k  Her  findings  have  been  repeatedly 
confirmed  and  it  is  now  agreed  that  morphologi- 
call}',  culturally,  and  biochemically,  these  strains 
are  indistinguishable.  Even  by  ordinary  sero- 
logical tests,  thev  cannot  be  accurately  differen- 
tiated. 

Obviously,  organisms  so  closely  related  should 
be  similarly  named.  The  new  name  was  suggest- 
ed by  Meyer''*).  It  has  been  approved  by  others 
and  adoj)ted  generally.  In  honor  of  Colonel 
Bruce,  the  name  Brucella  was  coined,  and  Bru- 
cella melitensis  is  now  accepted  as  the  name  of 
these  organisms.  Though  there  are  differing 
strains  in  this  genus,  still  they  are  as  closely  or 


more  closely  related  than,  for  example,  the 
strains  of  pneumococci  or  meningococci. 

In  classifying  the  strains  of  Brucella  melitensis 
there  is  no  general  agreement.  We  shall,  there- 
fore, be  content  with  mentioning  three  varieties 
which  do  occur  in  the  Cnited  States.  The  Bru- 
cella melitensis,  variety  melitensis,  frequently  in- 
fects goats  and  accounts  for  cases  of  undulant 
fever  in  the  southern  states.  The  bovine  abortus 
variety  causes  contagious  abortion  in  cattle  and 
probably  the  milder  cases  of  undulant  fever.  The 
third  and  most  recently  recognized  strain  is  the 
porcine  abortus  or  hog  variety.  This  not  un- 
commonly affects  hogs,  has  been  isolated  from 
cattle  with  contagious  abortion,  and  is  likely  to 
cause  the  more  severe  cases  of  undulant  fever. 
Though  these  three  strains  of  organisms  are  in 
general  identical,  still  they  have  some  differen- 
tiating characteristics.  Two  outstanding  differ- 
ences we  may  observe. 

The  bovine  abortus  is  strikingly  different  from 
the  porcine  abortus  and  melitensis  strains  in  that 
on  first  subcultures  on  solid  media  growth  usually 
fails  to  appear  if  it  is  incubated  in  an  unmodified 
atmo.sphere.  Placed,  however,  in  an  atmosphere 
with  an  increased  carbon  dioxide  tension,  from  2 
to  10  per  cent  by  volume,  growth  takes  place 
quite  readily.  Hnder  the  same  conditions  the 
growth  of  the  other  two  strains  is  somewhat  in- 
hibited. Of  the  bovine  strains  which  we  have 
isolated,  one  only  grew  on  first  subcultures  in 
an  unmodified  atmosphere.  One  must  remember 
then  that  with  but  few  exceptions,  the  ordinary 
technique  of  handling  blood  cultures  even  with 
prolonged  incubation,  usually  fails  to  show  the 
presence  of  Brucella  melitensis,  variety  bovine 
abortus. 

The  second  outstanding  difference  between  these 
strains  lies  in  their  pathogenicity  for  small  labor- 
atory animals,  for  monkeys  and  for  man.  In 
guinea  pigs  the  porcine  strain  causes  much  more 
extensive  pathological  lesions  than  does  the  bo- 
vine strain.  A similar  comparison  of  freshly  iso- 
lated melitensis  and  porcine  strains  has  not  been 
carried  out.  In  monkeys  the  porcine  strain  is 
even  more  pathogenic  than  the  melitensis.  (Hud- 
dleson  It  causes  a fatal  disease.  Using  the 

bovine  abortus  strain,  infection  is  established  with 
difficulty ; the  illness  is  mild  and  results  in  re- 
covery. Apparently  only  the  more  highly  patho- 
genic strain  of  the  bovine  abortus  organisms  are 
ordinarily  pathogenic  for  humans.  Evidence  ac- 
cumulated at  present  indicates  clearly  that  hu- 
mans do  acquire  undulant  fever  from  infected 
cattle,  but  is  equally  apparent  that  there  are  many 
infected  cattle  giving  off  organisms  in  their  milk, 
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whicli  cause  no  infections  in  humans  even  thouj^li 
this  milk  is  used  raw.  \\'hether  this  is  dependent 
upon  an  ac(juired  or  natural  immunity  in  humans 
to  the  hovine  strain,  or  whether  due  actually  to 
tlie  nature  of  the  organisms  has  yet  to  l)e  deter- 
mined. The  mcUfcnsis  strain  is  known  to  readily 
cause  human  disease  and  evidently  the  same  is 
true  of  the  porcine  abortus. 

The  sources  and  modes  of  transmission.  Until 
recently  it  was  generally  conceded  that  goats 
were  the  chief  source  of  undulant  fever  and  that 
goat's  milk  could  be  incriminated  as  the  princi- 
pal carrier  of  the  infection.  This  l^elief  was  sub- 
stantiated by  the  fact  that  the  extensive  occur- 
rence of  the  disease  among  English  soldiers  and 
sailors  in  the  Mediterranean  area  was  prevented 
by  prohibiting  the  use  of  raw  goat’s  milk.  More 
recently,  however,  even  where  goats  were  known 
to  be  the  source  of  the  human  infections,  it  has 
been  repeatedly  pointed  out  that  goat  herders  be- 
came infected  even  though  using  no  goat's  milk 
as  food.  Even  from  goats,  then,  other  modes  of 
transmission  than  by  milk  have  been  seriously 
considered. 

Except  in  a limited  area  and  in  a small  pro- 
portion of  the  cases,  other  animals  must  be  con- 
sidered as  the  source  of  undulant  fever  in  the 
United  States.  In  some  of  the  cases  studied  the 
source  was  found  to  be  hogs.  M’e  have  observed 
a number  of  cases  of  undulant  fever  among 
workers  in  packing  houses  handling  only  hogs. 
Also  in  Iowa  serological  studies  of  stock  on 
farms  where  cases  occurred  has  often  revealed 
infected  hogs,  while  other  animals  were  entirely 
free.  There  have  been,  however,  other  cases  in 
which  the  person  had  no  contact  with  livestock  of 
any  kind  and  almost  invariably  in  these  we  have 
found  that  raw  milk  from  infected  cows  was 
used. 

That  undulant  fever  may  be  transmitted  from 
cattle  through  the  use  of  raw  milk  from  infected 
animals,  is  I believe  an  established  fact.  The 
findings  could  not  be  explained  except  on  this 
basis.  Whether  this  mode  of  transmission  is  the 
common  one,  is,  however,  still  an  open  question. 
In  families  in  which  the  occupation  involved  the 
handling  of  live  stock,  meats  or  dairy  products, 
we  have  found  eight  males  infected  for  each  fe- 
male. Among  those  in  which  the  occupation  did 
not  give  any  contact  with  livestock  the  number  of 
males  and  females  were  almost  equal.  Such 
findings  are  unexplained  on  the  assumption  that 
the  infection  is  commonly  milk-borne.  However, 
experimentally  we  have  been  able  to  show  that  in 
guinea  pigs.  Brucella  melitensis  causes  infection 
more  readily  when  the  organisms  are  rubbed  on 


the  normal  skin  than  when  fed  by  mouth.  From 
these  experiments  and  from  our  findings  it  seems 
evident,  therefore,  that  the  infection  may  be  read- 
ily accphred  in  the  handling  of  livestock,  fresh 
meats,  or  dairy  products.  In  these  instances  the 
organisms  prol)ably  gain  entrance  through  the 
normal  or  abraded  skin. 

In  diagnosing  any  communicable  disease  a 
knowledge  of  exposure  is  a valuable  aid.  Ph}-- 
sicians  should  therefore  be  able  to  intelligently 
inquire  regarding  the  occurrence  of  Brucella  meli- 
tensis infections  in  domestic  animals.  In  cattle 
though  the  condition  is  called  contagious  abor- 
tion, still  this  sign  of  the  disease  is  not  observed 
in  even  a majority  of  infected  animals.  In  the 
cow  the  infection  localizes  either  in  the  uterus  or 
udder.  In  the  pregnant  uterus  it  causes  a chron- 
ic, subacute,  or  acute  inflammatory  process 
which  may  terminate  in  abortion.  In  some  cases 
it  results  only  in  premature  birth  with  the  calf 
dying  within  the  first  few  days  after  birth.  In 
others  with  birth  at  term  the  placenta  does  not 
separate  normally  but  is  retained.  One  can  read- 
ily understand  also  that  such  an  inflammatory 
process  may  result  in  scarring  or  adhesions, 
which  close  the  tubes  or  cervical  canal,  and  it  is 
true  that  sterility  is  a common  sequel  of  this  in- 
fection. Abortions,  retained  placentas,  sterility 
and  calves  dying  shortly  after  birth  are,  there- 
fore the  important  signs  of  contagious  abortion 
in  cattle.  These  signs  are  usually  present  in  in- 
fected herds,  but  it  must  still  be  remembered  that 
the  organisms  may  localize  in  the  udder,  give  no 
sign  of  infection  and  yet  be  a dangerous  source 
for  human  disease.  In  such  animals  the  infec- 
tion can  be  detected  only  by  serological  tests. 
Thus  we  see  that  from  the  history  of  a herd  one 
may  fairly  accurately  determine  the  presence  or 
absence  of  contagious  abortion,  while  for  in- 
dividual animals  serological  evidence  is  essential. 

Among  hogs  the  clinical  signs  of  infection  are 
more  uncertain.  Abortion  when  it  does  take 
place  is  rarely  observed  by  the  farmer  since  the 
foetuses  are  usually  eaten  by  the  hogs.  Sterility 
is  not  a common  sequel.  Dead  foetuses  born  with 
other  living  pigs  is  suggestive,  but  this  does  not 
always  indicate  Brucella  melitensis  infection. 
Without  serological  evidence  one  only  rarely  can 
accurately  diagnose  Brucella  melitensis  infections 
in  these  animals.  Contact  with  apparently  nor- 
mal hogs  may,  therefore,  be  the  accurate  explan- 
ation  of  the  source  of  observed  cases  of  undulant 
fever. 

In  sheep  and  goats,  as  in  cattle,  the  infection 
frequently  causes  abortion.  It  may,  however, 
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localize  in  the  udder  and  .t^ive  rise  to  no  signs  of 
disease. 

Among  domestic  animals  Brucella  incJitoisis 
infections  are  wide-spread.  The  organisms  are 
given  off  in  the  milk,  in  the  vaginal  discharges 
and  in  the  urine.  The  transmission  of  infection 
from  animals  is  sometimes  dependent  on  the  use 
of  raw  milk.  In  an  uncertain  proportion,  how- 
ever, the  disease  is  apparently  acciuired  by  direct 
contact,  with  the  organisms  gaining  entrance 
through  the  skin. 

Clinical  characteristics.  Clinicians  describing 
undulant  fever  agree  that  it  has  a great  variety 
of  manifestations.  This  has  been  repeatedly  em- 
phasized by  writers  from  the  time  of  iNIarston 
who  in  18G1  gave  the  first  description  of  the  dis- 
ease. "So  variable  are  the  symptoms  and  so 
uncertain  is  the  duration  and  course  of  the  fever 
that  it  is  impossible  to  give  a description  to  which 
all  cases  can  be  referred."  ( Hughes  ) — is  the 

apology  stated  or  felt  by  all  who  attempt  to  de- 
scribe this  infection.  I shall  mention,  therefore, 
only  its  common  manifestations  and  the  usual 
physical  and  laboratory  findings.  Detailed  re- 
ports are  readily  available  in  the  literature 
( Kern^®^  Hardy*")  ) as  are  also  many  good  case 
reports,  as  for  example  that  of  Howard  and 
Reeder**). 

We  have  found  in  Iowa  that  the  persons  usu- 
ally infected  are  farmers,  packing  house  workers, 
and  persons  of  varied  occupations  living  in  small 
towns.  Except  for  packing  house  workers,  few 
infections  have  occurred  in  cities  and  these  were 
evidently  related  to  a raw  milk  supply  from  in- 
fected cows.  The  young  and  middle  aged  male 
adults  accounted  for  a majority  of  the  cases. 

The  onset  of  the  disease  is  ordinarily  insidious, 
more  rapid  than  that  of  pulmonary  tuberculosis, 
but  slower  than  typhoid.  Loss  of  energy  or 
strength  is  usually  the  first  symptom,  though 
headache  and  anorexia  mav  he  the  first  noted 
intimation  of  disease.  Feverishness  often  asso- 
ciated with  sensations  of  chilliness  or  rigors  fol- 
lows. and  these  are  the  complaints  which  com- 
monly bring  the  patients  for  consultation. 

During  the  course  of  the  disease  weakness  is 
prominent  and  persistent.  There  is  usually  very 
profuse  sweating,  chiefly  late  at  night.  This 
.sym]itom.  when  present,  is  the  most  striking  fea- 
ture of  the  illness.  With  the  morning  remissions 
in  temperature  the  patients  ordinarily  feel  much 
improved.  With  the  afternoon  or  evening  rise 
the  symptoms  return,  commonly  including  head- 
ache, general  aching,  marked  anorexia  and  sleep- 
lessness. Early  in  the  disease  before  the  patient 


goes  to  bed,  bachache  and  pain  in  the  back  of  I 
the  neck  may  be  severe.  At  any  period  in  the  ' 
illness  abdominal  pain  may  occur  and  be  mis- 
leading. Arthralgia,  particularly  late  in  the  dis-  i 
ease,  is  sometimes  troublesome.  Almost  complete  j 
freedom  from  pain  and  discomfort,  particularly  i 
when  the  patient  is  being  treated  in  bed,  is  not, 
however,  uncommon. 

Anorexia  is  the  rule  and  constipation  may  be 
expected.  A hacking  cough  may  form  a definite 
part  of  the  clinical  picture.  Insomnia,  restless- 
ness, and  irritability  are  the  usual  indications  of 
a damaged  central  nervous  system.  Except  in 
mild  cases,  there  is  a progressive  loss  of  weight. 
Other  symptoms  occasionally  occurring  are  pain- 
ful urination,  palpitation,  and  epistaxis,  while  the 
symptoms  and  signs  of  orchitis,  epididymitis,  mas- 
titis, neuritis  or  arthritis,  may  dominate  the  clin- 
ical picture. 

Frequently  most  perplexing  in  these  cases  is 
the  total  absence  of  any  findings  on  physical  ex- 
amination which  satisfactorily  explains  the  pa- 
tient’s clinical  condition.  Ordinarily  the  patients 
do  not  look  seriously  ill,  and  for  this  reason  may 
not  at  first  be  given  due  attention.  Significant 
physical  findings  are  frequently  noted  on  e.xam- 
ining  the  abdomen.  The  spleen  may  be  palpable 
and  firm.  The  liver  also  may  be  enlarged.  Ab- 
dominal tenderness  either  diffuse  or  localized,  is 
sometimes  noticed.  The  findings  of  a bronchitis 
may  also  be  present  and  misleading.  Muscular 
tenderness  in  the  calf  muscles  is  occasionally 
marked.  Other  physical  findings  are  variable 
and  associated  with  complications. 

The  type  of  temperature  curve  must  not  he 
given  too  much  diagnostic  weight.  It  does  not 
follow  any  constant  and  characteristic  course.  L’^n- 
dulating  (wave-like)  temperature  records  are  un- 
usual. not  the  rule.  Ordinarily  one  sees  daily 
remissions,  frequently  to  normal  in  the  mornings 
and  returning  to  its  peak  between  5 p.  m.  and 
midnight.  In  severe  cases,  the  malignant  type, 
the  temperature  is  high  and  sustained,  whereas  in 
mild  ambulatory  ones  there  is  often  little  fever 
and  this  detected  only  by  a temperature  record 
during  the  afternoon  or  evening.  The  pulse 
curve  commonly  follows  the  temperature  curve. 

The  urine  ordinarily  has  no  findings  of  signifi- 
cance. We  have  seen  a few  cases,  however,  in 
which  many  pus  cells  were  found.  These  pa- 
tients were  treated  at  first  for  cystitis  and  pye- 
litis. The  blood  examination,  however,  often 
gives  evidence  of  much  diagnostic  value.  A mild 
leucopenia  or  normal  white  count  may  be  ex- 
pected, but  a slight  increase  in  the  leucocytes 
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does  not  necessarily  rule  out  undulant  fever.  The 
differential  counts  reveal  a low  polymorphonu- 
clear percentage  with  a definite  increase  in  the 
large  mononuclears.  This  blood  change  may  be 
the  outstanding  feature  found  in  the  examination. 
The  hemoglobin  percentage  and  the  red  blood  cell 
count  are  usually  decreased,  the  degree  depend- 
ing directly  upon  the  severity  and  duration  of  the 
case. 

The  special  laboratory  e.xaminations  indicated 
in  suspected  cases  of  undulant  fever  are  the  ag- 
glutination tests  and  where  possible,  blood  cul- 
tures. A microscopic  agglutination  test  may  be 
performed  on  the  dried  blood,  but  dealing  with 
a small  non-motile  organism  errors  easily  occur. 
At  the  present  time  reliance  should  be  placed  only 
on  the  macroscopic  test  performed  on  the  blood 
serum.  The  agglutination  reaction  though  absent 
at  the  onset  is,  I believe,  usually  present  by  the 
time  the  patient  applies  to  the  physician.  As  in 
typhoid  so  in  undulant  fever,  agglutination  titers 
of  ] :40  and  1 :80  must  be  cautiously  interpreted 
in  the  light  of  the  clinical  history  and  findings. 
Titers  lower  than  this  can  be  given  little,  if  any, 
diagnostic  weight,  whereas  finding  complete  ag- 
glutination in  serum  dilutions  of  1 :160  or  higher 
is  good  laboratory  evidence  of  the  presence  or  re- 
cent occurrence  of  undulant  fever. 

Particularly  to  determine  the  strain  of  these 
organisms  which  cause  human  infections,  blood 
cultures  should  be  taken.  To  successfully  cul- 
ture Brucella  mclitcnsis,  special  media  must  be 
used  and  a proper  procedure  must  be  followed. 
The  incubation  of  48  to  T2  hours  ordinarily  used 
for  blood  cultures  invariably  fails  to  detect  the 
presence  of  these  organisms.  A prolonged  incu- 
bation is  necessary.  The  first  subcultures  may 
be  made  on  the  fifth  to  the  seventh  day.  Growth 
may  even  not  appear  until  ten  days  or  later.  In 
making  the  subcultures  on  solid  media  two  plates 
or  slants  should  be  inoculated,  one  to  be  incubated 
in  an  unmodified  atmosphere,  and  the  other  in 
appropriate  sealed  containers  in  which  there  is 
an  atmosphere  with  an  increased  carbon  dioxide 
tension.  Colonies  usually  appear  in  48  hours,  but 
incubation  should  be  continued  for  twice  this 
period.  Unless  the  above  procedure  is  followed 
the  findings  may  lead  to  erroneous  conclusions. 
A\'e  have  found  it  best  to  supply  physicians  and 
smaller  laboratories  with  the  culture  media  in 
containers  which  may  be  shipped.  We  request 
that  the  culture  be  inoculated  and  incubated  for 
three  to  five  days  and  then  shipped  to  our  labora- 
tory. After  further  incubation,  subcultures  are 
made  at  appropriate  intervals. 

Differential  diagnosis.  P>y  exaggeration  of 
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any  one  symptom  or  set  of  symptoms,  undulant 
fever  may  similate  a variety  of  conditions.  Ab- 
dominal pain  with  localized  abdominal  tenderness 
suggests,  for  exami)le,  the  diagnosis  of  appendi- 
citis or  cholecystitis.  If  the  prominent  feature 
is  headache,  sinusitis  may  be  considered.  The 
fever  with  pus  cells  in  the  urine,  has  led  to  the 
diagnoses  of  cystitis  and  pyelo-nephritis.  A rela- 
tively sudden  onset  with  rigors  and  suggestive 
findings  in  the  lung  gives  the  clinical  impression 
of  pneumonia.  Cases  with  marked  involvement 
of  the  joints  have  passed  for  long  periods  of  time 
with  the  diagnosis  of  hydrarthrosis  or  arthritis. 
In  all  the  above  mentioned  conditions  undulant 
fever  must  be  considered.  A history  carefully 
taken  with  undulant  fever  in  mind,  will  greatly 
reduce  the  errors,  but  unless  the  diagnosis  is  quite 
certain  a wet  blood  specimen  should  be  obtained. 
The  result  of  the  agglutination  test  will  be  of 
great  aid  in  arriving  at  an  accurate  diagnosis. 

There  are,  however,  other  conditions  which 
undulant  fever  closely  stimulates.  Undoubt- 
edly in  the  past  many  cases  of  this  infection 
have  been  diagnosed  as  typhoid  or  paratyphoid 
fever  and  probably  have  often  been  known  by 
such  terms  as  "slow  typhoid”  or  “typhomalaria.” 
INIany  features  aid  in  differentiating  between  un- 
dulant fever  and  these  enteric  infections.  There 
is  an  absence  of  the  dullness  and  drowsiness  so 
characteristic  of  the  latter.  The  patients  with 
undulant  fever  do  not  appear  as  ill  and  the  tem- 
perature is  not  sustained.  The  drenching  sweats 
do  not  suggest  typhoid.  Of  greatest  value,  how- 
ever, in  the  differential  diagnosis  is  the  agglutin- 
ation test.  We  should,  I believe,  adopt  and  strict- 
ly follow  the  rule  that  diagnosis  of  typhoid 
should  not  be  established  without  laboratory  evi- 
dence. Certainly  with  such  a controllable  and 
effectively  controlled  disease,  the  diagnosis  should 
not  be  accejited  without  a consideration  of  undu- 
lant fever.  I have  in  mind  one  case  of  the  lat- 
ter which  was  seen  by  internists  who  carefully 
considered  undulant  fever  but  clinically  diagnosed 
typhoid.  The  agglutination  test,  the  isolation  of 
Brucella  niclitensis  from  the  blood  and  the  later 
course  of  the  infection  established  the  correct  di- 
agnosis. This  indicates  how  essential  is  labora- 
tory aid  in  differentiating  between  these  fevers. 

Particularly  in  cases  with  prolonged  onset,  a 
hacking  cough  and  some  evidence  of  pulmonary 
involvement,  tuberculosis  will  be  considered.  The 
night  sweats,  weakness,  loss  of  weight,  and  blood 
differential  all  suggest  tuberculosis.  Here  again 
laborator}’  methods  are  of  greatest  value  in  dif- 
ferentiating between  these  conditions. 

The  absence  of  any  definite  diagnostic  find- 
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ings  in  the  presence  of  low  grade  fever  may  sug- 
gest focal  infections,  particularly  of  the  teeth. 
With  arthralgia  or  evidence  of  arthritis,  such 
conditions  will  usually  be  investigated.  Blood 
findings,  both  the  differential  and  the  agglutina- 
tion test,  will  indicate  the  true  nature  of  the  con- 
dition. 

Influenza  has  often  been  accepted  as  a satisfac- 
tory diagnosis  in  cases  of  undulant  fever.  Cer- 
tainly unless  this  disease  is  epidemic  and  unless 
there  are  definite  signs  of  respiratory  involve- 
ment, the  fever  and  general  aching  of  influenza 
demands  a consideration  of  undulant  fever. 

Though  these  well  defined  clinical  conditions 
must  be  considered  in  differential  diagnosis,  still 
the  acceptance  of  ill-defined  conditions  of  un- 
known etiology  is  often  the  cause  of  error.  At 
the  present  time  the  chief  offender  is  “intestinal 
flu”.  For  the  laity  this  may  mean  a satisfactory 
diagnosis,  but  used  by  physicians  it  is  commonly 
an  acknowledgment  of  ignorance  or  uncertainty 
as  to  the  true  nature  of  the  illness.  Accepted  med- 
ical terms  such  as  typhoid  or  paratypid  fever,  in- 
fluenza and  malaria  may  be  used  in  the  same 
way.  Xot  all  such  conditions  are  undulant  fever, 
but  a consideration  of  undulant  fever  would  ma- 
terially reduce  these  uncertainties  and  the  inac- 
curacies in  diagnosis.  With  such  a simple  labor- 
atory test  readily  available  this  aid  to  diagnosis 
should  be  literally  used.  We  have  so  frequently 
seen  patients  with  an  indefinite  diagnosis  go  from 
physician  to  physician  ( remaining  as  the  per- 
manent patients  of  the  one  who  establishes  the 
diagnosis  ) or  from  physician  to  some  healing  cult, 
that  we  believe  failure  to  consider  undulant  fever 
is  often  “to  the  detriment  of  the  patient’s  health 
and  the  doctor’s  reputation.’’ 

Therapy.  That  many  types  of  treatment  have 
been  tried  and  none  generally  accepted  indicates 
how  unsatisfactory  is  our  knowledge  of  therapy 
at  the  present  time.  Conservative  treatment  is 
symptomatic  with  prolonged  rest.  \’accine  ther- 
apy is  enthusiastically  used  by  some,,  chemother- 
apy by  others,  but  the  specific  value  of  any  mode 
of  treatment  has  yet  to  be  proven.  This  is  a dis- 
ease self-limited  and  of  uncertain  duration.  The 
determination  of  the  value  of  any  type  of  treat- 
ment demands  observation  of  a large  series  of 
cases.  Treatment  applied  late  followed  by  spon- 
taneous recovery  undoubtedly  accounts  for  the 
enthusiasm  with  which  certain  modes  of  treat- 
ment are  used. 

Prevention.  There  is  as  yet  no  applicable  pro- 
gram which  promises  to  be  effective  in  prevent- 
ing undulant  fever  in  the  United  States.  Pas- 


teurization of  milk  undoubtedly  would  prevent  the 
occurrence  of  some  cases.  The  disease  occurring 
as  it  does  among  farmers  and  people  living  in 
small  towns  will  not  be  effectively  controlled  by 
such  a measure.  For  the  present,  therefore,  we 
must  be  willing  to  carefully  gather  information 
and  to  reserve  judgment.  Particularly  must  we 
be  guarded  in  casting  suspicion  on  dairy  pro- 
ducts. Our  present  task  is  to  recognize  and 
carefully  study  cases,  and  then  on  the  basis  of 
this  information  an  effective  plan  may  be  formu- 
lated. 
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DISCUSSION 

J.  A.  HENSKE,  M.  D.  (Omaha):  A year  ago  I be- 
came interested  in  the  literature  on  undulant  fever, 
and  particularly  what  they  were  doing  in  Iowa. 

I should  like  to  ask  a few  (luestions  about  undulant 
fever.  First,  what  percentage  occurs  in  children  and 
at  what  ages? 

Second,  what  are  the  dangers  in  handling  the  or- 
ganism in  an  ordinary  hospital  laboratory?  We  pro- 
cured the  organism,  but  it  is  very  contagious  and  it 
is  a question  whether  we  should  handle  it  in  our  own 
laboratories  or  whether  the  State  Public  Health  Serv- 
ice should  do  this  work  for  us.  I think  this  is  im- 
portant and  I should  like  to  have  Dr.  Hardy’s  views 
in  regard  to  that,  as  his  experience  has  been  very 
large  and*  he  is  probably  an  authority  on  undulant 
fever  in  this  part  of  the  country. 

F.  W.  BUCKLEY.  M.  D.  (Beatrice):  I live  in  an 
agricultural  district  and  a part  of  my  clientele  is  made 
up  of  farmers  and  stock  raisers.  Some  years  ago  one 
of  my  colleagues.  Dr.  Fall,  called  my  attention  to  a 
malady  occurring  chiefly  among  adult  farm  folks 
which  for  want  of  a better  term  he  called  chronic 
malaria. 

The  symptomatology  of  this  group  tallies  rather 
closely  with  the  description  given  by  Dr.  Hardy  ex- 
cept that  the  febrile  stage  is  not  usually  so  striking 
or  clear  cut  while  the  chronic  stage,  characterized  by 
asthenia,  hypotension,  constipation,  pains  of  indefinite 
distribution  and  character,  sweating,  dull  head  ache, 
insomnia,  etc.,  is  the  one  generally  encountered. 

One  constant  diagnostic  finding  is  observed,  viz., 
the  presence  of  actively  motile  organisms  in  the  blood. 
They  are  easily  demonstrated  in  a fresh  drop  of  blood 
pressed  firmly  between  slide  and  covered  glass  and 
examined  with  the  oil  immersion  lens. 

One  of  my  patients  was  studied  by  Dr.  Covey  of 
Lincoln.  He  was  able  to  demonstrate  the  motile  or- 
ganisms in  the  fresh  blood,  stain  them  in  the  blood 
smear,  grow  them  in  cultur  medium,  inoculate  rab- 
bits and  recover  them  again.  Unfortunately  he  was 
unable  to  identify  these  germs. 

I am  convinced  that  this  disorder  constitutes  a dis- 
tinct clinical  entity,  which  if  not  a species  of  undu- 
lant fever,  is  rather  closely  related  to  it  and  well 
worthy  of  investigation. 
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These  patients  respond  fairly  well  to  arsenical 
preparations,  preferably  sodium  cacodylate,  and  seem 
to  recover  normal  health  in  one  to  three  years. 

ADOLPH  SACHS,  M.  D.  (Omaha):  I feel  that  we 
are  to  be  congratulated  upon  having  such  a man  as 
Dr.  Hardy  to  present  a subject  so  important  to  the 
medical  profession  at  this  time.  This  disease  is  more 
prevalent  in  this  state  than  the  literature  presents 
because  I am  sure  that  all  cases  have  not  been  re- 
ported and  many  are  not  recognized. 

Many  cases  of  so-called  intestinal  grippe  or  atypical 
typhoids  may  belong  to  this  group.  Intestinal  grippe 
in  my  opinion  is  a misnomer  and  in  most  instances 
are  diagnosed  as  such  because  we  do  not  know  what 
is  wrong  with  our  patient. 

I believe  that  our  health  authorities  should  make 
routine  agglutination  tests  for  undulant  fever  in  case 
the  Widal’s  sent  in  for  examination  are  negative.  In 
this  way  many  cases  will  be  picked  up  that  otherwise 
would  remain  unrecognized. 

I have  been  interested  in  a group  of  cases  with 
enlarged  glands  and  a remittent  type  of  fever,  the 
so-called  Pel-Ebstein  fever  of  Hodgkin’s  disease.  This 
group  of  cases  can  sometimes  resemble  undulant  fever 
and  should  be  kept  in  mind  in  making  a differential 
diagnosis.  If  the  serum  is  negative  then  an  excision 
of  a gland  will  tell  the  story. 

One  should  remember  the  three  tyjaes  mentioned, 
namely,  the  1st,  undulant,  2nd,  the  intermittent,  and 
3rd,  the  ambulatory.  The  undulant  type  with  anor- 
exia, weakness,  fever,  malaise,  loss  of  weight,  head- 
ache, etc.  The  intermittent  type  with  fever,  chills, 
sweats,  arthritis  and  neuritis.  The  ambulatory  with 
only  slight  weakness  and  a flushed  feeling:  they  may 
not  appear  ill  at  all  and  one  may  think  the  illness 
due  to  focal  infection. 

I had  the  pleasure  of  seeing  one  of  the  intermittent 
type  with  Dr.  Howard,  which  has  been  reported  by 
him  and  also  mentioned  by  Dr.  Hardy  today. 

I should  like  to  emphasize  that  it  is  the  porcine 
type  that  is  most  easily  transmitted  to  man  and  the 
bovine  type  less  so.  I would  like  to  have  Dr.  Hardy 
tell  us  if  the  hogs  and  cattle  being  in  the  same  yard 
might  not  be  a source  of  infecting  the  udder  of  cows 
and  thus  transmit  it  to  m m. 

I am  sorry  that  this  paper  comes  at  such  an  unfor- 
tunate hour  because  I believe  that  the  profession 
should  be  on  the  lookout  for  these  cases  so  that  they 
can  be  more  readily  diagnosed  and  reported. 

R.  D.  BRYSON,  M.  D.  (Callaway):  I had  the  ex- 
perience of  taking  care  of  a case  of  Malta  fever  this 
summer.  My  first  diagnosis  was  typhoid  fever.  He 
asked  how  long  he  would  be  sick,  and  I told  him 
anywhere  from  three  weeks  to  three  months.  He  had 
rust  spots,  an  enlarged  spleen,  a typical  typhoid  tem- 
perature, slow  pulse,  and  large  white  cell  count.  He 
was  in  bed  from  the  third  of  .July  to  the  middle  of 
September.  One  characteristic  was  he  was  always 
sweating.  I could  not  understand  the  sweating,  and 
told  him  typhoid  would  emphasize  any  disease  that 
was  present.  I was  fortunate  in  the  fact  the  young 
man’s  father  had  typhoid  and  had  been  in  bed  three 
months  with  it. 

He  got  well  and  up  and  around  two  weeks  when 
he  had  another  wave.  His  temperature  went  to  104 
degrees.  I called  it  influenza.  Fortunately,  it  was 
epidemic  at  that  time.  He  recovered  and  began  to 
have  joint  manifestations.  We  diagnosed  rheumatism. 
Then  he  had  a pulmonary  involvement  with  severe 
cough  and  spitting  up  blood.  The  diagnosis  of  pneu- 
monia was  made  before  I got  there  and  I confirmed  it. 
His  blood  count  was  5,000.  They  were  satisfied  with 
the  diagnosis. 

At  that  time  I read  Dr.  Hardy’s  article  in  the  Jour- 
nal of  the  American  Medical  Association.  I sent  a 
specimen  and  the  diagnosis  was  made.  He  is  work- 
ing again.  .Still  he  has  occasional  night  sweats. 


I should  like  to  ask  Dr.  Hardy  how  soon  the  agglu- 
tination test  will  be  positive’?  As  far  as  temperature 
charts  are  concerned,  I had  a rough  chart  made  of 
that  and  it  is  in  this  building  on  the  second  floor. 

FREDERICK  W.  NIEHAUS,  M.  D.  (Omaha):  I 

should  like  to  ask  in  regard  to  suitable  types  of  cul- 
ture media.  I was  wondering  whether  ordinary  brain 
broth  would  be  suitable  for  culture? 

I did  not  get  the  point  clear  as  to  how  strong  an 
agglutination  would  be  considered  diagnostic  of  the 
condition  ? 

In  regard  to  the  dangers  of  handling  the  organism 
in  the  laboratory  I have  heard  that  there  is  a non- 
toxic strain  that  could  be  used  for  agglutination.  I 
was  also  wondering  whether  killed  bacteria  could  be 
used?  Further  as  to  prevention,  has  any  work  been 
done  by  inoculation  with  a vaccine  similar  to  that 
used  in  typhoid? 

DR.  HARDY  (closing):  I want  to  thank  the  gentle- 
men who  discussed  the  paper,  and  particularly  for 
having  made  it  apparent,  that  in  Nebraska,  as  in  other 
states,  there  are  cases  of  undulant  fever  going  under 
other  names.  Whether  all  these  cases  of  uncertain 
etiology  were  undulant  fever  is  a question,  Imt  un- 
doubtedly many  were. 

We  had  one  case  in  a child  under  five  years  and 
six  or  eight  between  ten  and  fifteen  years  of  age. 
From  that  point,  the  number  in  each  age  group  rapid- 
ly increases.  The  greatest  number  of  cases  are  be- 
tween fifteen  and  forty-five  years  of  age.  The  only 
explanation  for  this  which  I can  give  is  that  the  di- 
rect contact  with  animals  plays  a greater  part  than 
Jias  been  believed.  Persons  having  this  direct  con- 
tact, apparently,  are  most  likely  to  acquire  the  in- 
fection. 

The  possibility  of  cattle  being  infected  with  the 
more  virulent  hog  strain  we  must  seriously  consider. 
Already  in  the  limited  study  of  the  organisms  isolated 
from  cattle,  we  know  that  what  is  commonly  called 
the  hog  strain  may  come  from  cattle.  Probably  in  the 
middle  we.stern  states,  particularly,  the  control  of  such 
infections  in  cattle  will  be  one  of  our  effective  meth- 
ods of  preventing  undulant  fever.  There  is  a great 
deal  of  work  yet  to  be  done  along  this  line.  Since 
the  hog  strain  is  so  much  more  virulent,  m asures  to 
prevent  cattle  from  becoming  infected  are  clearly  in- 
dicate 1. 

I cannot  emphasize  too  strongly  the  important  part 
that  may  be  played  by  laboratories  in  this  study.  I 
hav'e  suggested  that  it  would  be  a desirable  pro- 
cedure for  the  laboratory  always  to  examine  for  un- 
dulant fever  the  blood  specimens  sent  in  for  any  ag- 
glutination test.  Of  the  fir^t  sixty  cases  in  Iowa, 
more  than  one-half  were  detected  by  this  i)rocedure. 
However,  as  an  increasing  number  of  cases  were 
recognized,  the  physicians  accurately  recognized  the 
disease  clinically.  The  laboratory  can  first  show  that 
the  disease  is  present  in  the  locality,  and  a knowledge 
of  this  is  most  important  in  obtaining  the  accurate 
diagnosis  of  undulant  fever. 

I believe  the  agglutination  test  is  usually  positive 
when  the  patient  comes  to  a physician.  The  excep- 
tion to  this  would  be  the  malignant  type  with  a sud- 
den onset.  You  will  usually,  on  the  patients  first  visit 
to  you,  elicit  the  history  of  an  illness  of  two  weeks’ 
duration  or  more.  You  must  interpret  the  results  of 
the  laboratory  tests  in  the  light  of  clinical  findings, 
but  a titer  of  1-80  or  higher  usually  indicates  infec- 
tion. In  the  agglutination  test,  the  dead  organisms 
are  ordinarily  used.  Br.  melitensis  cultured  for  a 
long  time  in  the  laboratory  does  lose  its  virulence, 
so  strains  satisfactory  for  the  agglutination  work  may 
be  safely  handled.  Such  strains  one  may  obtain  from 
the  United  States  Hygienic  Laboratory. 

Prevention  by  vaccination  is  in  the  experimental 
stage.  I think  there  will  be  a place  for  it,  particularly 
among  packing  house  workers.  There  is  there  a defin- 
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ite  health  hazard.  M’e  must  perform  experimental 
work  with  immunization  to  determine  whether  it  is  an 
applicable  means  for  prevention. 

I believe,  with  the  spread  of  the  knowledge  of  un- 


dulant  fever,  which  I am  sure  will  occur  in  Nebraska, 
that  in  a year’s  time  you  will  have  no  small  series 
of  cases.  Possibly  these  may  be  collected  and  reported 
at  your  society  meeting  a year  from  now. 


THE  DIABETIC  PROBLE.M* 

AV.  O.  BRIDGES.  M.  D„ 
Omaha,  Nebr. 


I wish  to  cite  briefly  three  cases  of  diabetes 
which  suggested  this  paper  on  "The  Diabetes 
Problem". 

CASE  NO.  1 

The  first  case  is  that  of  a woman  twenty-one  years 
of  age.  under  observation  three  years,  during  which 
time  she  has  taken  insulin  to  the  extent  of  four  thou- 
sand injections.  She  has  had  three  periods  of  diabetic 
coma  and  four  periods  of  insulin  reaction  from  which 
she  has  recovered  under  the  influence  of  treatment 
from  her  neighboring  physicians. 

CASE  NO.  2 

The  second  case  is  that  of  a woman  of  thirty  who 
had  learned  to  handle  her  own  problem  in  hospital. 
She  was  on  a maintenance  diet  with  twenty  units  of 
insulin  daily.  She  went  into  diabetic  coma,  recovered 
after  heroic  insulin  treatment,  and  it  was  later  found 
that  the  test  solution  for  sugar  she  used  had  become 
inert. 

CASE  NO.  3 

The  third  case  was  that  of  a man  brought  into 
the  hospital  by  a physician  called  in  a neighboring 
town  when  the  patient  was  in  a state  of  coma.  Urin- 
alysis revealed  the  presence  of  sugar  and  diacetic 
acid.  He  died  within  six  hours  after  coming  into  the 
hospital  in  spite  of  heavy  insulin  treatment.  It  was 
later  learned  that  he  had  been  on  a diabetic  diet 
which  was  indifferently  followed  on  account  of  fre- 
quent changes  in  residence. 

The  epochal  discovery  of  insulin,  its  acknowl- 
edged efficacy  in  the  prolongation  of  life  and  its 
life-saving  results  in  the  serious  emergencies  of 
diabetes,  does  not  in  any  sense  solve  the  problem 
of  the  disease. 

Insulin  is  not  a cure,  nor  is  diet  with  or  with- 
out insulin  a cure  in  the  strict  sense  of  the  term. 
Diabetic  patients  remain  diabetics  in  spite  of 
either  or  both  in  the  verv  large  majority  of  cases. 

It  is  not  the  purpose  of  this  paper  to  discuss 
the  diagnosis,  pathology  or  treatment  of  the  dis- 
ease and  its  complications,  which  haA'e  been  so 
ably  presented  at  several  recent  meetings  of  the 
society,  but  to  bring  before  you  some  points  in 
the  incidence  and  mortality  statistics  in  the  E’nited 
States,  with  the  hope  that  their  consideration  may 
lead  to  a realization  of  its  increasing  prevalence, 
and  the  need  for  more  painstaking  effort  in  pre- 
vention. 

In  1!»07  the  writer  was  permitted  through  the 
cooperation  of  the  health  departments  of  some  of 
the  larger  cities,  to  j)resent  before  this  society, 

*IUad  before  the  annual  meeting.  Nebraska  State  Medical  Asscciation. 
Omaba.  May  16.  1929. 


statistics  e.xtending  over  a period  of  about  twenty 
years,  which  clearly  showed  a marked  and  steady 
increase  in  the  mortality  rate. 

These  figures  now  supplemented  twenty  years 
later,  through  the  kindness  of  the  same  city  regis- 
tries of  health,  are  presented  to  show  a continued 
rise  in  the  death  rate  from  diabetes  mellitus. 


Deaths  from  diabetes  per  100,000  population  reported 
directly  from  the  health  departments  of: 


1890 

1900 

1910 

1920 

1925 

New  York  City 

8.1 

10.7 

16.05 

19.05 

22.34 

Philadelphia  

5.4 

8 

14.6 

16.8 

18 

Buffalo  

6 

11 

17.4 

22.6 

20 

Chicago  

3.7 

6.4 

15.9 

19 

21.4 

Boston  

5.6 

13.7 

20.1 

23 

21 

Balt  imore  

4.1 

7 

16.6 

21 

25 

New  Orleans  

4 

6 

8 

15 

14 

Detroit  

14.8 

15 

17 

Cleveland  

13 

17 

15,7 

Joslin,  for  the  en- 

tire  registration  of 

the  United  States. 

9.3 

9.7 

14.9 

16.1 

16.9 

That  the  incidence  of  the  disease  is  increasing, 
is  apparent  to  all  of  us  who  have  been  in  prac- 
tice twenty  years  or  more.  It  is  estimated  that 
there  are  over  one  million  diabetics  in  the  United 
States  today.  Dietetic  and  insulin  treatment  are 
prolonging  the  life  of  these  subjects,  so  that  more 
children  are  enabled  to  go  on  to  adult  life,  more 
adults  to  middle  age,  and  so  on.  ^^'hile  the  mor- 
tality in  the  younger  years  may  decrease  in  per- 
centage. it  is  bound  to  increase  in  the  later  years 
when  there  are  added  factors  incident  to  the  re- 
sponsibilities of  life,  and  to  the  complications  of 
cardio  vascular  disease. 

The  statistical  bulletin  of  the  Metropolitan  Life 
Insurance  Company  recently  states,  "that  the 
death  rate  from  diabetes  mellitus  is  increasing  de- 
spite the  use  of  insulin.  An  analysis  of  the  mor- 
tality among  males  for  several  years  shows  that 
the  diabetic  death  rate  has  steadily  gone  down, 
up  to  age  4,5.  and  that  no  important  change  has 
occurred  from  that  age  up  to  64  years.  There 
has  been,  however,  a distinct  and  significant  rise 
in  the  death  rate  after  the  age  of  6.5  since  the 
introduction  of  insulin.  Among  females  the  de- 
cline in  deaths  from  diabetes  has  been  limited  to 
childhood  and  earlv  adult  life.  There  has  been 
a slight  rise  between  3.5  and  54,  and  after  55  the 
increase  has  been  practically  uncontrolled.  In 
view  of  the  fact  that  insulin  is  a treatment  and 
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not  a cure,  it  is  considered  normal  to  expect  the 
death  rate  at  the  older  ages  to  increase  because 
more  of  the  younger  patients  would  arrive  at  the 
older  ages.” 

The  problem  of  the  diabetic  then  is  confront- 
ing the  physician  with  increasing  intensity.  Its 
ultimate  solution  must  be  found,  not  in  the  dietetic 
treatment  and  insulin,  but  in  a wide  spread  educa- 
tional program  to  prevent  overfeeding,  to  fore- 
stall obesity,  and  to  assume  that  the  integrity  of 
the  pancreatic  function  must  be  preserved. 

The  prompt  results  in  the  relief  of  diabetic 
symptoms  and  the  glycosuria  from  undernutri- 
tion is  evidence  in  itself  of  an  overtaxed  pan- 
creatic function  by  overfeeding.  The  degree  of 
the  deficiency  in  function  may  be  correctly  esti- 
mated by  the  amount  of  decrease  in  food  intake 
which  will  clear  the  glycosuria  and  restore  the 
normal  blood  sugar.  We  have  here  a measure 
of  the  intensity  of  the  disease  or  of  its  relative 
duration.  We  thus  have  a corollary  to  the  as- 
sumption that  supernutrition  is  likely  the  greatest 
factor  in  the  etiology  of  diabetes  mellitus.  Jos- 
lin’s  statistics  clearly  indicate  the  preponderance 
of  the  disease  in  the  obese.  In  2,000  diabetics, 
only  nine  per  cent  were  below  the  standard 
weight  zone,  fifteen  per  cent  were  in  that  zone, 
and  seventy-six  per  cent  were  above  it.  He  con- 
siders diabetes  largely  a penalty  of  obesity  and 
states  “the  sooner  this  is  realized  by  physicians 
and  the  laity,  the  sooner  will  the  advancing  tend- 
ency of  diabetes  be  checked.”  Dietary  excesses 
over  long  periods  lead  to  obesity.  To  what  ex- 
tent excess  in  carbohydrate  intake  in  the  produc- 
tion of  obesity  and  diabetics  is  debatable.  Joslin 
states  that  a high  percentage  of  carbohydrate  in 
the  diet  does  not  appear  to  predispose  to  diabetes, 
and  yet  his  chief  factor  in  the  treatment  is  to  cur- 
tail carbohydrate.  We  know  that  one  of  the  chief 
functions  of  the  pancreas  is  the  secretion  of  in- 
sulin, which  is  the  greatest  factor  in  the  meta- 
bolism of  carbohydrate. 

If  the  islands  of  Langerhans  become  pathologi- 
cal from  disease  insulin  production  is  correspond- 
ingly lessened,  carbohydrate  metabolism  is  inter- 
fered with  and  diabetes  results.  Is  it  not  reason- 
able to  assume  that  merely  overta.xing  this  func- 
tion of  the  pancreas  by  continued  overfeeding  of 
carbohydrate  will  lead  to  diminished  physiological 
activity,  and  is  not  this  the  explanation  of  the 
predominance  of  diabetes  in  the  obese?  The 
stated  fact  that  in  the  greatest  number  of  those 
dying  from  the  disease,  there  are  no  pathological 
changes  found  in  the  insulin  secreting  structure, 
is  strong  evidence  in  support  of  this  assumption. 

Overfeeding  does  not  necessarily  involve  an 


e.xcess  of  carbohydrate  as  such  in  the  diet,  for 
proteid  furnishes  58%  its  weight  and  fat  10% 
in  glucose.  These  amounts  are  added  to  all  the 
carbohydrate  intake  to  determine  the  total  glu- 
cose in  the  diet,  but  if  the  e.xcess  in  diet  is  made 
up  largely  of  carbohydrate  as  such,  then  we  have 
a factor  of  the  greater  importance  in  its  effect 
on  pancreatic  function. 

To  what  e.xtent  the  increasing  9onsum])tion  of 
sugar  enters  in  the  etiology  of  diabetes  is  a de- 
batable point.  One  cannot,  however,  note  the 
reports  of  the  U.  S.  Department  of  Agriculture 
on  sugar  consumption  in  the  United  States  with- 
out being  impressed  with  the  thought  that  the  in- 
creasing prevalence  of  diabetes  may  be  due  in 
part  at  least  to  this  fact. 

The  following  table  is  from  the  reports  of  the 
Department  of  .Uriculture ; 

Consumption  of  sugar  in  the  United  States: 


Year  Pounds  Per  Capita 

1822 9 

1830 12 

1840 14 

1850 23 

1860 30 

1870 35 

1880 43 

1890 53 

1900 65 

1910 82 

1920 98 

1925 106 


If  we  compare  the  figures  of  sugar  consump- 
tion increase  per  capita  from  1900  to  1925  with 
the  diabetic  death  rate  for  the  same  period,  as 
noted  in  our  stastistics,  we  find  the  following: 
Sugar  consumption  increase  (35  to  104  pounds, 
about  70%. 

Diabetic  death  rate  average  seven  cities,  9 to 
20  per  100,000,  about  102%. 

Joslin  death  rate  entire  registration  area,  9 to 
16  per  100,000,  about  80%. 

The  period  1900  to  1925  is  selected  for  the 
reason  that  vital  statistics  are  probably  more  re- 
liable than  those  of  an  earlier  date. 

We  are  not  assuming  that  the  increased  sugar 
consumption  is  the  cause  of  diabetes,  but  we  do 
believe  that  the  figures  quoted  are  suggestive  of 
a most  important  relationship,  and  particularly 
so  in  view  of  the  statistics  of  Emerson  Larimore 
from  the  Department  of  Agriculture  that : 
“Whereas  the  consumption  of  sugar  has  increased 
in  the  United  States,  that  of  meat  has  fallen  in 
the  last  fifteen  years  from  179  to  155  pounds 
per  capita,  the  replacement  having  been  made  by 
the  use  of  cereals,  sugar,  milk  and  fruits.” 

To  quote  again  from  the  Bulletin  of  the  Metro- 


346 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


September,  1929 


politan  Life  Insurance  Company:  "It  has  been 
shown  again  and  again  that  the  consumption  of 
sugar  and  the  richness  of  diet  determine  the  level 
of  the  death  rate  from  diabetes.  When  lu.xuires 
decreased  during  the  world  war,  the  death  rate 
from  diabetes  decreased.  Since  then  the  disease 
has  steadily  mounted,  reflecting  the  better  times.” 

The  se.x  incidence  in  diabetes  is  of  considerable 
interest  from  the  well  known  “sweet  tooth’’  tend- 
ency of  the  female.  Our  records  have  shown  for 
several  years  a greater  percentage  in  women. 

Joslin  states  that  “prior  to  1922,  55%  of  my 
patients  were  males,  but  since  August,  1922,  the 
females  are  in  the  majority,  55.2%".  He  also 
cites  the  death  rate  of  males  in  the  registration 
area  of  the  United  States  for  the  years  1913  to 
1923,  as  from  47  to  44  per  cent  of  all  diabetic 
deaths. 

Doctor  H.  L.  Rockwood  of  Cleveland,  in  his 
report  to  me  on  the  diabetic  death  rate,  comments 
on  this  noted  fact,  and  states  that  in  1901-02, 
35%  of  the  deaths  from  diabetes  were  in  women. 
In  1910-11,  52%  ; 1914-15,  53%  ; 1920-21,  54%  ; 
192.5-20,  04%;  1928,  03%. 

These  statistics  from  widely  different  sources 
are  convincing  as  to  the  greater  incidence  of  dia- 
betes in  the  female.  May  we  not  assume  that 
the  greater  tendenc}-  in  women  to  partake  more 
largely  of  sugar  contained  foods,  plays  some  part 
in  the  overtaxing  of  the  pancreatic  function. 

The  point  I wish  to  bring  up  in  this  discussion, 
is  the  recognition  of  the  wide  spread  prevalence 
of,  and  the  increasing  incidence  of  the  disease. 
That  the  mortality  rate  is  also  increasing  is  evi- 
dence of  the  failure  to  cure.  The  average  gen- 
eral practitioner  is  handicapped  in  his  relation  to 
his  diabetic  patient  for  its  a life  long  job,  and  his 
multiplicity  of  professional  interests  prevents  his 
giving  the  time  to  detail  of  study  in  the  long 
drawn  out  history  of  the  individual  case.  I be- 
lieve, too.  he  is  not  as  well  qualified  to  handle 
these  details  as  he  should  be. 

The  solution  of  the  diabetic  problem  so  far  as 
we  know  at  the  present  time,  must  be  found  in 
the  direction  of  prevention.  When  we  consider 
the  multiplicity  of  causes  predisposing  to  dia- 
betes, referred  to  in  the  literature,  the  task  seems 
well  nigh  hopeless ; but  if  we  would  have  in 
mind  the  fact  which  I have  endeavored  to  bring 
out,  namely  that  in  the  large  majority  of  cases 
habits  of  life  which  have  to  do  with  overindulg- 
ence in  food  and  particularly  carbohydrate  stand 
out  more  prominently  as  etiological  factors,  it 
would  appear  reasonable  that  an  effort  in  the 
direction  of  a campaign  of  education  which  would 


have  to  do  with  dietary  excesses,  with  relation  of 
food  intake  to  exercise,  with  habits  of  over-in- 
dulgence in  carbohydrate,  particularly  of  candy 
and  sugar  in  other  forms,  would  go  a long  way 
in  attaining  results. 

The  profession  of  medicine  today  is  not  or- 
ganized along  lines  which  give  much  promise  of 
wholesale  results  for  the  near  future.  It  is  true 
that  a great  deal  has  been  accomplished  in  the 
campaign  against  tuberculosis,  against  venereal 
infections,  and  the  splendid  effort  now  being 
made  to  conquer  cancer  is  appreciated ; but  the 
greater  propaganda  in  the  prevention  of  diabetes, 
of  cardio  vascular  disease,  of  Bright’s  disease,  of 
digestive  disorders,  including  gallbladder,  liver 
and  pancreatic  disease,  must  reach  the  daily 
habits  of  all  the  people  through  the  publication 
of  statistics,  instruction  in  food  values,  the  im- 
portance of  exercise,  the  value  of  the  periodic 
e.xamination.  etc. 

I have  previously  stated  that  the  profession  is 
not  now  organized  to  carry  out  effectively  such 
a campaign.  Sporadic  efforts  at  general  publicity 
have  not  as  yet  been  satisfactorily  sustained.  Bul- 
letins from  national,  state  and  municipal  health 
departments,  and  also  those  which  are  coming  out 
of  health  and  life  insurance  companies,  are  good 
so  far  as  they  go,  but  they  are  not  as  yet  reaching 
the  general  public. 

The  publication  of  “Hygeia”  by  the  American 
Medical  Association  and  its  increasing  distribu- 
tion to  the  general  public,  its  introduction  in  many 
of  the  public  schools  and  its  recently  announced 
policy  of  radio  talks,  is  a great  step  in  preventive 
medicine.  Let  us  give  it  every  support  within  our 
power. 

Many  of  us  are  strongly  of  the  opinion  that 
the  increasing  prevalence  of  rank  abuses  in  our 
professional  midst,  which  we  seem  to  be  unable 
to  control  ourselves,  is  paving  the  way  for  a sys- 
tem of  State  medicine  in  this  country,  which  may 
come  sooner  than  we  realize.  If  that  day  should 
come  and  when  it  does,  might  it  not  involve  such 
a change  in  the  relationship  of  the  public  to  the 
profession  as  to  permit  for  instance,  of  more  di- 
rect, more  effective  means  of  prevention,  for  in- 
stance. in  the  case  of  diabetes? 

As  individuals,  collectively  as  members  of  lo- 
cal, state  and  national  associations,  we  also  do 
not  reach  the  public  in  effective  combat  against 
the  propaganda  of  big  business  in  the  public 
press,  which  urges  the  increased  consumption  of 
sugar,  of  beef,  of  cereals,  in  fantastic  form,  and 
of  many  other  food  products  merely  for  the  sake 
of  increasing  sales. 
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Along  this  line  and  apropos  of  the  present  dis- 
cussion, there  recently  appeared  an  advertise- 
ment sponsored  by  the  Research  Department  of 
the  National  Confectioners  Association  in  a wide- 
ly circulated  weekly  periodical,  wherein  the  cjuali- 
ties  of  candy  were  praised,  to  use  the  terms  of 
the  advertisement  “because  fats  burn  in  the  flame 
of  carbohydrate"  and  “a  diet  high  in  sugar  may 
be  very  effectively  used  by  people  with  a tendency 
to  overweight  in  helping  them  to  get  thin." 

For  the  present  situation  the  family  physician 
occupies  the  paramount  position  from  which  to 
attack  the  predisposing  influences  toward  dia- 
betes. He  should  be  keener  in  diagnosis  and 
better  qualified  to  manage  his  patient.  That  in- 
volves study  of  food  values,  the  application  of 
diet  therapy  and  more  than  that,  a painstaking 
effort  to  instruct  his  patient  to  properly  handle 
his  own  case  under  periodic  observation.  The 
entire  family  of  a diabetic  should  be  under  suspi- 
cion for  they  are  subjected  to  the  same  dietetic 
influences,  and  their  occasional  examination 
would  not  only  aid  them  in  correcting  existing 
faulty  habits  of  living,  but  have  a further  influ- 
ence on  the  afflicted.  It  is  to  be  remembered 
that  conjugal  diabetes  is  frecjuent  and  heredity  is 
stated  to  exist  in  twenty  per  cent  of  cases. 

It  should  be  borne  in  mind  that  thyroid  dis- 
ease and  gallstones  are  frequent  precursors  of 
diabetes.  To  the  former  a diminished  tolerance 
to  carbohydrate  is  common,  which  if  not  inter- 
rupted by  operation,  may  lead  to  established  dia- 
betes ; in  the  latter  the  occurrence  of  pancreatic 
disease  as  a complication  may  have  the  same  re- 
sult. The  exercise  of  critical  judgment  is  here 
called  for. 

Another  fact  of  importance  to  remember  is, 
the  possibility  of  overtaxing  the  pancreatic  func- 
tion by  the  system  of  forced  feeding  which  is  now 
so  commonly  resorted  to  in  the  “building  up"  of 
the  debilitated.  In  the  history  of  one  of  my  pa- 


tients now  under  treatment,  it  was  revealed  that 
the  symptoms  of  thirst,  excessive  urination  and 
glycosuria  developed  a few  months  after  a six 
weeks  period  of  complete  rest  with  forced  feed- 
ing, during  which  the  weight  increased  sixty 
pounds.  She  has  now  been  a diabetic  over  two 
years  requiring  twenty  units  of  insulin  daily  to 
take  care  of  a glucose  equivalent  to  one  hundred. 
Is  it  not  probable  that  too  great  a load  was  thrust 
on  the  pancreatic  function  in  too  short  a time? 

Joslin  reports  an  observation  of  one  of  his  pa- 
tients, who  had  been  operated  for  gallstones.  Dur- 
ing convalescence  his  friends,  knowing  his  fond- 
ness for  sweets,  sent  him  much  candy  which  he 
ate.  Three  weeks  later  he  developed  polyuria 
and  a urinalysis  showed  specific  gravity  of  1045 
and  sugar  of  seven  per  cent.  The  urine  was 
sugar  free  prior  to  the  operation.  Obesity,  gall- 
stones and  operation  were  predisposing  factors, 
but  overindulgence  in  carbohydrate  precipitated  a 
severe  diabetes. 

To  summarize: 

The  incidence  and  mortality  of  diabetes  melli- 
tus  are  increasing. 

Diet  with  or  without  insulin  does  not  cure  in 
the  majority  of  cases. 

Overindulgence  in  food  and  particularly  car- 
bohydrate are  important  causative  factors. 

The  general  practitioner  needs  to  know  more 
about  specific  dietetic  therapy  for  correct  treat- 
ment, and  instruction  in  prevention. 

There  is  need  of  nation  wide  propaganda  on 
correct  habits  of  living  which  will  come  sooner 
with  State  medicine. 

Thyroid  and  gallbladder  disease  predisposition 
should  be  more  generally  considered  and  opera- 
tive judgment  critically  exercised. 

Forced  feeding  of  the  debilitated  should  not 
proceed  too  rapidly. 


PRESENT  DAY  DIAGNOSIS* 

J.  C.  WADDELL,  M.  D., 
Beatrice,  Nebr. 


In  no  department  of  medecine  has  greater 
progress  been  made  than  in  aids  to  diagnosis. 

The  remarkable  advance  in  our  knowledge  of 
anatomy,  physiology,  histology,  and  bacteriology 
paves  the  way  for  more  accurate  work  in  in- 
ternal medicine.  The  application  of  physical, 
chemical  and  biological  methods  and  the  roent- 

•Read  before  the  annual  meeting,  Nebraska  State  Medical  Aasociation, 
Omaha,  May  16.  1929. 


gen  ray,  to  th»  study  of  diseases  during  life  have 
assisted  greatly  in  the  correct  solution  of  many 
problems  heretofore  unexplainable. 

More  frequent  postmortem  studies  and  the  cor- 
relating of  clinical  and  pathological  findings  are 
factors  that  are  tending  to  the  improvement  of 
diagnosis. 

I do  not  believe  that  there  is  anything  that  has 
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SO  retarded  the  growth  of  confidence  of  the  pub- 
lic in  the  medical  profession  and  has  so  fostered 
the  development  of  quackery  and  fads  as  inex- 
cusable errors  in  diagnosis  due  to  insufficient 
examination. 

If  we  are  to  successfully  treat  our  patient  we 
must  first  determine  what  is  the  matter  with 
him. 

The  very  first  essential  in  the  correction  of 
any  physical  ailment  is  a correct  diagnosis  with- 
out which  all  treatrlient  is  empirical  and  with 
which  treatment  becomes  rational. 

That  which  has  characterized  scientific  medi- 
cine and  differentiated  it  from  the  work  of  the 
faddist  and  charlatan  has  been  and  always  will 
be  medicines  tireless  pursuit  of  the  truth  which 
in  its  application  to  the  practice  of  this  art  means 
its  constant  endeavor  to  make  an  accurate  and 
complete  diagnosis. 

If  we  are  to  progress  in  the  practice  of  medi- 
cine we  must  place  diagnosis  in  the  foreground 
where  it  rightfully  belongs. 

The  practice  of  medicine  today  is  a broader 
field  than  ever  before.  It  includes  all  that  science 
has  developed  and  shown  to  be  of  value  in  the 
diagnosis,  prevention  and  treatment  of  disease 
and  the  promotion  of  health. 

Naturally  such  a broad  field  requires  special- 
ization. Naturally  there  must  be  close  coopera- 
tion between  internist,  laboratory  worker,  roent- 
genologist and  all  fields  if  we  are  to  increase  our 
percentage  of  correct  diagnoses  and  render  bet- 
ter service  to  our  patients. 

The  physician  today  who  fails  to  keep  case 
records  is  depriving  himself  of  the  first  essential 
to  more  accurate  diagnosis. 

The  taking  of  a proper  history  is  not  a simple 
matter.  It  requires  a large  experience  and  a 
wide  familiarity  with  the  phenomena  of  disease. 

An  experienced  clinician  insists  when  possible 
on  taking  the  history  himself,  for  while  he  is 
taking  the  history  he  is  studying  the  patient.  It 
is  at  times  more  important  to  note  how  a patient 
tells  a story  than  what  he  tells.  All  things  else 
being  equal  the  physician  who  cjfn  best  take  and 
interpret  a case  history  stands  the  best  chance  of 
arriving  at  a correct  diagnosis. 

Correct  diagnosis  very  often  depends  upon 
what  enters  the  doctors  mind  as  possible  when 
he  has  detailed  before  him  a complex  of  symp- 
toms and  on  what  he  does  to  differentiate  the 
various  possible  diseases  that  might  produce  these 


symptoms  as  well  as  upon  the  direct  recognition  i 
of  physical  signs  by  physical  examination.  [ 

To  throw  open  the  mind’s  door  and  allow  all  i 
disease  to  enter  for  consideration  would  not  only 
be  foolish  but  impossible.  Each  case  history 
should  lead  us  to  arrange  before  the  mind's  eve  a 
selected  group  of  reasonably  probable  causes  for  ! 
the  symptoms  complained  of  and  the  signs  dis-  ' 
covered.  It  should  guide  us,  too,  in  deciding 
what  further  aid  b\'  way  of  e.xamination  from  the 
laboratory,  the  roentgenologist  or  other  specialist  j 
is  necessary.  W'hen  symptoms  referable  to  some  I 
definite  part  of  the  body  have  been  elicited  it  then  j 
becomes  necessary  to  get  a complete  history  re- 
ferable to  the  particular  system  affected. 

W hile  we  must  approach  every  case  with  an 
open  mind  and  refuse  to  allow  ourselves  to  make  |j 
a diagnosis  on  history  alone  yet  history  often  i 
gives  us  an  important  clue,  just  as  finding  blood 
stained  finger  prints  or  an  old  hat  may  start  a ; 
detective  in  his  search  for  the  criminal. 

A criticism  of  specialists  in  practice  is  that  in 
diagnosis  they  are  apt  to  only  find  pathology  in 
their  particular  lines.  i 

A noted  diagnostician  states  that  some  years 
ago,  when  young,  he  was  doing  a good  deal  of 
work  on  the  blood  and  that  he  at  that  time  was 
asked  to  substitute  as  visiting  physician  to  a con- 
valescent home  for  tired  domestic  and  shop  girls. 

The  matron  of  the  institution  met  him  on  his 
first  visit  and  said,  ‘T  hear  you  are  specially  in- 
terested in  diseases  of  the  blood”.  Dr.  R.,  who 
was  here  last  summer,  found  all  the  girls  were 
gynecologic  cases.  Dr.  C.,  who  was  here  two 
years  ago,  found  them  all  nose  and  throat.  Now, 

I suppose  they  will  all  be  “blood  cases”. 

There  is  such  a wealth  of  new  methods  and 
the  data  that  can  be  accumulated  is  so  voluminous 
that  one  must  be  careful  lest  he  become  lost  in 
a mystic  maze. 

We  should  develop  a routine  in  our  e.xamina- 
tion which  is  complete  without  being  too  elabor- 
ate and  add  special  e.xamination  as  needed. 

We  should  always  take  a careful  history.  This 
is  more  complete  if  a regular  form  sheet  is  fol- 
lowed. Second,  make  a complete  physical  exam- 
ination in  many  acute  and  all  subacute  or  chronic 
conditions. 

In  the  solution  of  any  diagnostic  problem  we 
have  always  felt  that  the  patient  should  not  be 
subjected  to  examination,  which  in  his  particular 
case  is  not  indicated,  but  we  are  just  as  strong 
in  our  opinion  that  no  part  of  the  examination 
which  is  likely  to  be  of  value  should  be  omitted. 
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W e believe  there  should  be  the  closest  cooper- 
ation between  roentgenologist,  laboratory  worker 
and  internist  and  that  each  should  tabulate  his 
findings  independent  of  the  other  and  then  a case 
conference  be  held.  We  deplore  the  tendency 
on  the  part  of  many  to  send  a patient  to  the  ro- 
entgenologist expecting  him  to  make  the  diag- 
nosis for  them.  A roentgen  ray  report  of  “no 
pathology  found'’  in  a case  of  indigestion,  for 
instance,  does  not  mean  that  the  patient  is  well. 
He  may  have  any  one  of  a number  of  conditions 
such  as  hyperacidity,  chronic  duodenitis,  colitis, 
early  unobstructive  cancer,  nephritis,  anemia  or 
possibly  gallbladder  disease. 

We  all  recognize  the  vast  importance  of  the 
roentgen  ray  examination  in  many  conditions  if 
made  by  a roentgenologist.  We  feel  that  much 
misinformation  in  diagnosis  is  being  acquired  by 
men  of  little  experience  and  training  and  partial- 
ly trained  technicians  operating  x-ray  machines. 

We  believe  that  the  criticism  that  the  inade- 
quately trained  roentgenologist  is  over  anxious  to 
find  pathology  is  just.  We  freely  concede  that 
in  the  hands  of  a well  trained  man  the  x-ray  gives 
great  assistance  to  the  clinician. 

The  x-ray  examination  is  but  an  aid  to  diag- 
nosis and  does  not  take  the  place  of  a carefully 
taken  history  and  a thorough  physical  examina- 
tion. We  shoidd  dislike  very  much  to  attempt 
diagnosis  in  many  conditions  without  the  assist- 
ance of  a roentgenologist  in  whom  we  have  con- 
fidence. We  feel,  however,  that  the  report  of 
the  roentgenologist  should  not  be  a few  words 
stating  a diagnosis  or  “no  ])athology  seen”,  but 
should  describe  the  x-ray  deviations  from  the 
normal  and  then  the  roentgenologist's  interpreta- 
tions of  his  findings.  Such  a report  gives  the 
clinician  something  to  compare  with  his  findings 
and  those  of  the  laboratory  and  greatly  assists  in 
making  the  diagnosis.  We  feel  that  many  ill 
trained  operators  of  x-ray  machines  have  gone 
wild  in  their  improper  interpretation  of  a number 
of  conditions.  Diagnoses  of  conditions  such  as 
tuberculosis  of  the  lungs  has  many  times  been 
made  in  j)atients  in  whom  the  history  and  careful 
physical  examination  and  laboratory  and  other 
tests  would  in  no  way  support  such  a diagnosis. 

It  is  a serious  matter  to  make  a diagnosis  of 
tuberculosis  or  heart  disease  in  a young  indi- 
vidual. 

Where  such  a condition  is  suspected  the  pa- 
tient should  have  thorough  and  careful  examina- 
tion and  observation. 

All  possible  evidence  obtainable  should  be  col- 
lected. 


All  physicians  have  known  young  persons  who 
have  had  their  lives  ruined  by  ha.sty  diagnoses  of 
these  conditions  when  in  truth  they  did  not  exist. 

One  reason  for  the  presentation  'of  this  ])aper 
is  that  because  of  the  multiidicity  of  aids  to  diag- 
nosis we  feel  that  the  taking  of  a j)roper  history 
and  making  a good  physical  examination  is  in 
danger  of  becoming  a lost  art.  How  many  times 
does  the  physician  slur  over  the  examination  of 
the  chest  passing  on  the  job  of  fletermining  the 
size  of  the  heart  or  a jHissible  consolidated  patch 
in  the  lung  to  the  x-ray.  He  may  forget  that  it 
is  possilile  to  detect  tuberculosis  that  the  x-ray 
does  not  reveal. 

\\  e especially  emjihasize  this  because  the  tak- 
ing of  a careful  history  and  making  a careful 
physical  examination  is  within  the  power  of  every 
well  trained  general  jiractitioner  and  after  all  the 
history  and  physical  e.xamination  are  the  basis 
of  present  day  diagnosis. 

The  [ihysician  can  no  longer  count  the  pulse, 
look  at  the  tongue,  write  a prescription  and  be 
considered  as  practicing  efficient  medicine.  He 
should  not  stubbornly  refuse  to  accept  the  new 
nor  should  he  be  carried  away  by  its  supposed 
scientific  accuracy.  He  should  learn  to  employ 
the  laboratory  and  special  methods  of  investiga- 
tion, realizing  that  they  are  many  times  indispens- 
able aids  to  the  solution  of  difficult  problems.  To 
be  a good  diagnostician  a physician  must  not  only 
realize  his  own  limitations,  but  also  the  limita- 
tions of  specialism. 

The  diagnostician  must  ever  be  a student.  If 
he  is  going  to  be  thorough  in  his  work  he  must 
not  neglect  any  part  of  the  examination  that  could 
have  anything  to  do  with  his  arriving  at  the  cor- 
rect diagnosis. 

A noted  French  physician  once  said  "the  main 
function  of  the  consultant  is  to  examine  the  rec- 
tum”. The  electrocardiograph,  the  x-ray  and 
other  instruments  should  not  be  looked  upon  as 
supplanting  other  forms  of  diagnosis,  but  as 
stimulants  to  more  determined  efforts  to  take 
better  histories  and  make  more  thorough  physical 
examinations. 

We  feel  that  too  often  the  physician  e.xercises 
too  much  haste  in  his  attempt  to  arrive  at  a diag- 
nosis in  chronic  conditions.  A difficult  problem 
requires  time  for  solution.  We  dislike  to  tell  the 
patient  after  short  study  that  we  do  not  know 
what  is  the  matter  with  him.  Nearly  all  patients 
with  chronic  conditions  are  willing  to  be  ob- 
served and  studied.  After  better  acquaintance 
with  the  patient,  his  history  and  repeated  physi- 
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cal  examinations  and  indicated  tests,  we  often 
arrive  at  very  different  conclusions  than  those 
of  the  first  examination. 

Observation  has  been  undervalued.  It  means 
looking  and  looking  again. 

Another  thing  we  must  keep  in  mind  in  diag- 
nosis is  that  a large  percentage  of  the  patients 
who  come  to  the  physician  complaining  of  symp- 
toms have  only  functional  disease.  As  physicians 
we  cannot  deny  that  the  influence  of  the  mental 
processes  over  the  function  of  the  human  body  is 
great.  These  patients  are  entitled  to  sufficient 
study  to  enable  us  to  definitely  diagnose  and 
classify  their  condition.  If  we  can  find  the  cause 
of  disease  and  correct  it  we  render  efficient  serv- 
ice to  our  patients  whether  it  be  relieving  the 
mind  of  worry,  correcting  an  improper  diet,  or 
removing  a gallbladder  that  has  been  causing 
excruciating  pain. 

We  feel  sure  that  diagnosis  can  be  very  much 
improved  by  more  frequent  postmortem  studies. 
We  are  finding  that  very  often  if  the  relatives 
of  the  deceased  are  approached  in  the  right  man- 
ner permission  for  this  study  can  be  readily  ob- 
tained. If  people  are  made  to  feel  that  by  per- 
mitting these  observations  they  are  rendering  a 
service  to  humanity  they  will  the  more  readily 
acquiesce. 

The  holding  of  clinical  j)athological  confer- 
ences and  the  correlating  of  the  history  of  symp- 
toms and  the  physical  signs  and  results  of  labor- 
atory and  other  tests  with  the  pathology  found  at 
postmortem  seems  to  me  to  be  the  very  best  pres- 
ent day  method  of  improving  diagnosis. 

We  must  remember,  however,  that  not  all 
pathology  found  at  postmortem  necessarily  has 
been  producing  symptoms. 

Summarizing  we  would  say  there  are  two 
methods  of  diagnosis. 

1.  Snap  shot  diagnosis,  or  diagnosis  by  intui- 
tion. 

2.  Diagnosis  by  careful  study  of  the  patient. 

3.  \Miile  occasionally  brilliant  and  spectacular 
diagnoses  have  been  by  the  former  method  by 
far  the  largest  percentage  of  correct  diagnoses 
are  made  from  careful  study  of  the  patient. 

4r.  The  time  was  when  the  physician  considered 
it  a reflection  on  his  ability  as  a diagnostician  to 
ask  the  patient  questions  as  to  his  symptoms  or 
get  information  from  other  physicians.  Physi- 
cians are  coming  to  realize  that  in  many  condi- 
tions they  need  all  possible  assistance  if  they  are 
to  reach  proper  conclusions. 


5.  The  laboratory,  the  x-ray,  the  electrocardio- 
graph, and  special  fields  of  medicine  are  very 
often  needed  in  present  day  diagnosis.  - 

0.  Lastly,  we  feel  that  there  is  a safe  and  sane 
position  that  may  be  taken  by  the  diagnostician. 
The  history  and  physical  examination  must  be 
the  basis,  and  special  examination  added  as  need- 
ed to  elucidate  the  particular  case. 

PRESENT  DAY  DIAGNOSIS 

Discussion;  W.  W.  Arrasmith,  M.  D.,  F.  A.  C.  P. 
(Grand  Island): 

I have  been  very  much  impressed  and  encouraged 
by  the  Dostor's  paper  and  wish  to  compliment  him  on 
it.  It  indicates  the  work  of  a careful,  thoughtful  clin- 
ician. I particularly  like  his  statements  with  respect 
to  cooperation  with  the  pathologist,  physiologist  and 
the  other  specialities  generally.  I think  we  are  ready 
to  recognize  the  fact  that  not  one  of  us  is  infallible. 
We,  consequently,  must  lean  upon  the  other  fellow. 
On  the  other  hand,  we  find  the  tendency,  when  we 
refer  the  case  to  the  nose  and  throat  men,  that  all 
the  pathology  is  to  be  found  in  the  parts  of  the 
anatomy  surveyed  by  him.  Likewise,  when  we  refer 
it  to  the  eye  man,  he  in  turn  finds  the  pathology 
existent  in  the  eye  or  contiguous  parts.  It,  therefore, 
makes  us  wonder  if  in  the  final  analysis  we  should 
not  take  into  consideration  what  the  man  who  orig- 
inally sees  the  case  thinks  about  it. 

Some  one  has  asked  the  question:  “What  is  an  in- 
ternist?” The  answer  might  be:  “He  is  that  which 
is  left  after  all  the  specialitie.s  have  been  taken  out 
of  the  field  of  medicine."  I often  wonder  if  that  is 
not  true.  I believe  it  is  not  as  much  of  a problem 
for  the  internist  to  weigh  carefully  the  opinions  cf 
the  various  specialists,  thoughtfully  and  carefully 
summarizing  them,  and  in  the  final  analysis  develop  a 
rational  diagnosis. 

Dr.  Waddell  has  so  thoroughly  and  briefly  covered 
his  subject  that  his  paper  requires  little  discussion, 
other  than  the  reiteration  of  a few  points. 

I feel  the  time  element  in  the  matter  of  the  modern 
diagnosis  is  considerable.  Too  often  we  see  a patient, 
carefully  get  a history,  conduct  a very  complete  phy- 
sical examination,  study  our  laboratory  summary,  and 
in  the  space  of  a few  hours,  render  a diagnosis.  This 
is  possible  in  perhaps  a majority  of  cases,  but  aren’t 
we  slipping  in  that  we  do  not  take  this  patient  under 
a more  or  less  constant  observation,  perhaps  a brief 
period  of  hospitalization,  when  we  can  secure  a 
graphic  daily  summary  of  the  temperature,  pulse, 
respiration  and  fluid  balance?  Perhaps  a point  not 
mentioned  by  Dr.  Waddell  is  a matter  of  the  thera- 
peutic diagnosis.  How  many  times  would  an  explora- 
tory laparatomy  for  a gallbladder  condition,  a cardio- 
spasm or  pylorospasm,  or  a myriad  of  other  subjec- 
tive symptoms,  have  been  defeated,  had  we  been  in- 
clined to  supply  the  patient  with  a pearl  of  amyl- 
nitrite  for  the  anginal  attacks  that  he  had  been  hav- 
ing? On  the  other  hand,  a routine  Wasserman  would 
have  cleared  many  questionable  diagnosis,  surgical 
and  medical.  Failing  in  a positive  Wassermann,  yet 
with  the  clinical  manifestations  of  remote  symptom 
complex,  a provocative  neo  has  many  times  given  the 
Wasserman  reaction  and  thus  cleared  many  a situa- 
tion. 

With  reference  to  the  allusion  made  by  the  essayist 
in  the  matter  of  the  so-called  “neurotic”  individual, 
I believe  our  chiropractic  friend,  who  places  all  his 
eggs  in  the  basket  of  a misplaced  or  mal-articulated 
vertebrae,  is  to  be  no  more  criticized  in  his  delusion 
than  are  those  of  us  who  hastily  study  the  neurotic 
patient  and  carelessly  and  harmfully  prescribe  day 
after  day  some  form  of  sedative  to  our  gullible  pa- 
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tient.  There  is  a certain  pathology  back  of  every 
neurotic  case.  That  is  rather  a dogmatic  statement 
for  one  so  young  in  the  practice  of  medicine  to  make. 
Yet  I am  satisfied  when  we  write  “neurosis”,  we  are 
simply  admitting  our  own  defeat.  These  patients  re- 
quire the  study  of  a skilled  psychiatrist.  I believe 
all  of  us  neglect  that  phase  of  medicine  in  our  read- 
ing too  frequently,  and  are  more  inclined  to  rely  upon 
some  individual  in  a metropolitan  center  to  ultimately 
work  out  for  us  a psychoanalysis,  of  these  cases.  I 
heartily  concur  with  the  Doctor  that  a complete  gen- 
eral examination  is  absolutely  imperative.  We  owe 
it  to  our  patient  to  exhaust  every  physical  resource 
we  possess,  and  every  laboratory  measure  where  there 


is  a bewildering  symptom  complex.  I do  not  believe 
we  should  be  reluctant  to  call  in  the  individual  spe- 
cialist on  any  case — the  nose  and  throat  man,  the 
psychiatrist,  and  the  surgeon.  The  individual  opin- 
ions or  the  collective  opinions  may  lead  up  from  be- 
wilderment into  thorough  understanding  of  an  indi- 
vidual case. 

I wish  again  to  reiterate  that  I have  enjoyed  this 
splendid  paper.  We  need  more  of  this  injected  into 
our  society  meetings.  All  of  us  are  inclined  to  get 
into  the  rut  of  hastily  passing  over  what  appears  to 
us  to  be  insignificant  cases,  and  yet  ultimately  de- 
velop into  cases  of  a major  matter. 

I thank  you. 


HAY  FEVER* 

E.  T.  MANNING,  M.  D„ 
Omaha,  Nebr. 


If  a census  were  taken  of  the  practicing  phy- 
sicians who  concerned  themselves  with  hay  fever, 
there  would  probably  be  two  distinct  opinions : 
one,  that  modern  management  of  hay  fever  is 
of  absolutely  no  value  whatever ; and  the  other 
that  100  per  cent  of  hay  fever  patients  should 
be  cured.  Each  opinion  reflects  the  personal 
experience  of  the  physician.  It  is  pretty  hard  to 
determine  just  what  the  value  of  the  therapeutic 
measure  is,  especially  when  for  years  and  years 
we  have  been  considering  this  disease  as  a pure 
neurosis.  I do  not  know  of  any  disease  where 
you  can  deceive  yourself  easier  as  to  the  value  of 
therapy  than  in  hay  fever.  However,  laying  aside 
all  possible  nervous  elements  in  it,  we  know 
there  is  a disease  entity  known  as  hay  fever. 

What  is  the  reason  for  these  discordant  opin- 
ions? I remember  fifteen  years  ago  when  I first 
started  work  with  hay  fever,  we  made  our  own 
extracts  from  pollen  secured  in  the  vicinity,  with 
indifferent  results.  If  we  got  25  per  cent  good 
results,  we  were  doing  well.  About  that  time 
there  was  a demand  for  the  pharmaceutical  houses 
to  furnish  extracts.  They  made  extracts  and 
forced  them  onto  the  general  practitioners  who 
were  not  familiar  with  their  use.  The  detail 
men  furnished  a set  rule  for  treating  hay  fever 
with  these  extracts.  It  is  not  to  be  wondered  that 
the  results  were  so  faulty. 

There  is  another  reason  why  the  treatment  of 
hay  fever  is  so  varied.  We  do  not  know  anything 
about  the  chemistry  involved  in  hay  fever. 
What  do  we  know  about  it  then?  We  know  that 
hay  fever  is  caused  by  absorption  of  certain  pol- 
lens from  wind-pollinated  plants.  We  do  not 
know  what  the  active  principle  of  the  pollen  is, 
but  we  assume  it  is  protein.  Yet  there  are  many 
experimental  facts  that  point  against  its  being 
protein.  We  do  not  know  why  one  individual 

•Presented  to  annual  meeting  Nebraska  State  Medical  Association, 
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will  have  hay  fever  and  another  will  not.  We 
group  the  distinguishing  features  into  one  word 
and  call  it  “allergy.” 

Then  the  question  arises,  “What  is  allergy?” 

We  say  it  is  the  altered  relation  between  the 
noxious  agent  and  the  antibody  produced  in  the 
body.  What  do  we  know  about  allergy?  We 
know  that  this  altered  reactivity  is  inherited  ac- 
cording to  Mendel’s  laws  as  a dominant  charac- 
teristic. You  will  be  surprised  at  how  many  you 
will  find  with  some  taint  in  their  ancestors. 
This  allergic  phenomenon  has  various  manifesta- 
tions. We  do  not  know  how  many.  We  are 
practically  sure  of  a few : Hay  fever,  asthma, 
eczema,  and  urticaria.  When  you  go  through 
your  patient’s  history  you  will  find  that  some  of 
the  ancestors  have  one  of  these  various  phenom- 
ena. The  individual  will  tell  you  that  hay  fever 
started  on  a vacation  when  he  had  a large  ex- 
posure to  pollen. 

I am  not  going  into  the  pathogenesis  of  hay 
fever,  because  I do  not  know  anything  about  it, 
and  neither  does  anyone  else.  There  is  a great 
deal  of  experimental  data  of  very  little  valuable 
interest.  So  far  as  we  know,  the  active  prin- 
ciple of  the  pollen  is  not  a true  toxin,  for  there 
is  very  little  permanent  immunity  established  by 
treatment,  so  far  as  we  can  prove  at  present.  We 
believe  that  the  effect  of  the  treatment  is  to  pro- 
duce a temporary  tolerance.  There  is  a refrac- 
tory period  established  lasting  from  twenty-four 
hours  to  a week,  which  then  disappears,  but  is 
brought  back  by  another  injection  of  the  noxious 
agent  sufficiently  large  to  produce  the  tolerance 
again. 

The  whole  subject,  as  far  as  the  active  prin- 
ciple of  the  disease  is  concerned,  is  exceedingly 
vague.  Hay  fever  is  produced  by  absorption  of 
pollen  from  wind-pollinated  plants — not  insect- 
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pollinated  ones.  Some  of  the  trees,  which  pollin- 
ate early  in  the  spring',  are  in  this  group.  How- 
ever, tree  hay  fever  is  mild  and  of  short  dura- 
tion. Xext  in  time  of  pollination  are  the  grasses 
— particularly  timothy  and  blue  grass.  Ragweed 
is  ne.xt.  Ninety  per  cent  of  hay  fever  cases  are 
caused  by  ragweed — not  goldenrod.  \\'hy?  You 
say.  "I.  myself,  have  goldenrod  brought  into  the 
room  and  get  an  attack  of  ha\'  fever.”  Possibly. 
Most  usually  this  is  not  due  to  the  goldenrod 
pollen,  but  probablv  to  the  bringing  in  of  wind- 
borne  pollen  along  with  it.  The  ragweed  pollen 
is  light,  and  the  goldenrod  pollen  is  heavy.  Skin 
tests  will  give  goldenrod  almost  universally  in- 
active. The  patient  with  the  sensitive  mucous 
membrane  who  is  sensitive  to  ragweed  is  sensi- 
tive to  goldenrod  by  mechanical  irritation. 

Another  pollen  in  this  vicinity  is  the  Russian 
thistle.  The  grain  men  say  it  has  been  brought 
into  this  immediate  vicinity  by  the  alfalfa.  We 
are  having  an  increasing  number  of  patients  sen- 
sitive to  the  Russian  thistle. 

I used  to  think  that  asthma  in  connection  with 
hay  fever  depended  on  the  severity  of  the  sensi- 
tization. I am  now  practically  certain  it  does 
not.  It  is  certainly  one  of  the  manifestations  of 
the  allergic  phenomenon,  and  does  not  dep.end 
on  the  degree  of  sensitization  of  the  hay  fever 
individual,  or  the  kind  of  pollen  he  absorbs. 
There  are  patients  who  have  asthma  only  during 
hay  fever  season.  Last  year  I had  seven  hay 
fever  patients  with  asthma.  Without  e.xception 
on  the  same  date  they  would  all  say.  ‘T  had 
asthma  last  night.”  There  must  have  been  some 
common  cause.  I have  a strong  suspicion  that 
atmospheric  pressure  and  not  relative  humidity 
is  concerned  in  this  cause.  Asthma  as  a result 
of  hay  fever  should  be  regarded  as  an  allergic 
phenomenon  and  not  the  effect  of  the  hay  fever 
alone.  You  will  see  a number  of  cases  of  hay 
fever  with  severe  symptoms  and  no  asthma. 
Again,  you  will  find  light  hay  fever  symptoms 
and  severe  asthma. 

Why  do  we  have  discordant  results  in  pollens 
from  pharmaceutical  houses?  Do  they  make  up 
the  solutions  accurately?  Of  course  they  do.  We 
know  there  is  local  variation  in  the  noxious  ele- 
ment contained  in  pollen.  You  have  had  the 
experience  of  a ragweed  hay  fever  patient  who 
wjll  go  two  hundreds  miles  from  home  and  be 
and  still  be  in  the  ragweed  district.  That 
can  only  mean  variation  in  the  local  ragweed  pol- 
len. It  is  not  unusual  to  have  extract  which  is 
made  from  local  ragweed  pollen  cause  a definite 
skin  reaction  on  a hay  fever  patient  but  when 
an  extract  of  the  .same  pollen  obtained  from  the 


pharmaceutical  house  is  used,  that  patient  is  neg- 
ative to  it.  I believe  that  this  variation  is  opera- 
tive in  25  per  cent  of  cases. 

As  to  the  means  of  diagnosis  in  hay  fever,  the 
skin  test  is  of  least  importance.  A person  who 
relies  on  it  is  going  to  miss  a big  majority  of 
cases.  We  are  too  prone  to  rely  on  actual  phen- 
omena rather  than  on  the  case  history.  Thus 
it  follows  that  a knowledge  of  the  date  of  pol- 
lination of  the  hay  fever  plants  concerned  is  of 
vital  importance.  I’nless  the  onset  of  the  symp- 
toms coincides  with  the  date  of  pollination  you 
may  as  well  leave  the  skin  test  off.  This  idea 
of  putting  forty  to  eighty  skin  tests  on  a patient 
is  absurd  unless  a careful  history  is  taken  and 
the  symptoms  justify  it.  It  is  not  rare  to  fail 
to  make  a diagnosis,  after  which  the  patient  will 
go  to  another  doctor,  who  may  say.  “This  pa- 
tient is  sensitive  to  almonds  and  peanuts."  when 
he  hasn't  eaten  them  for  years. 

It  seems  to  me  that  unless  your  history  points 
toward  these  particular  allergic  phenomena,  you 
are  wasting  time  with  promiscous  skin  tests. 
Time  after  time  we  have  patients  brought  to  us 
with  the  request.  ‘A\’ill  you  make  these  skin 
tests?”  How  can  they  have  application  unless 
the  things  tested  for  occur  within  his  environ- 
ment? You  must  know  the  date  of  pollination 
of  the  different  plants  and  get  a careful  history 
of  the  onset  of  symptoms,  and  you  can  eliminate 
all  but  three  or  four  causes  immediately. 

For  fifteen  years  we  have  been  watching  the 
dates  of  pollination  of  hay  fever  plants,  and  it 
is  remarkable  how  uniform  they  are.  man 
would  say,  ‘Aly  hay  fever  begins  at  twelve  o'clock 
on  the  twelfth  of  August.”  That  is  not  such  a 
joke.  Within  twenty-four  to  thirty-six  hours, 
year  after  year,  the  ragAveed  pollen  will  appear. 
Some  government  man  has  advanced  the  opinion 
that  it  is  due  to  the  height  of  the  sun.  not  to 
weather  variations.  It  sounds  logical  to  me.  be- 
cause there  is  so  much  less  variation  in  the  height 
of  the  sun.  With  a careful  history,  we  can  cut 
down  our  necessity  for  skin  tests  to  five  or  six 
if  we  know  the  onset  of  pollination. 

It  does  not  make  a great  deal  of  difference 
whether  you  use  the  intradermal  or  the  scratch 
method  of  making  skin  tests.  I prefer  the  for- 
mer because  I think  you  can  manage  easier  the 
amount  of  the  pollen  injection,  and  thus  get  more 
idea  of  the  degree  of  sensitization. 

A very  important  feature  of  the  skin  test  is 
the  presence  of  group  reactions.  In  this  climate 
we  have  three  varieties  of  ragweed — the  Giant, 
the  Western,  and  the  Small.  A patient’s  symp- 
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toms  may  begin  on  the  twelfth  of  August.  You 
can  then  eliminate  the  Giant  and  the  Western 
ragweed,  because  the  Giant  pollinates  the  25th 
of  July,  and  the  Western  pollinates  the  first  week 
of  August.  Therefore  it  must  be  the  Small  rag- 
weed, even  though  the  patient  will  show  a posi- 
tive reaction  to  all  three — group  reaction. 

One  of  the  reasons  why  your  treatment  may 
not  be  satisfactory  is  the  fact  that  you  are  treat- 
ing with  a mixture  of  the  ragweeds.  It  is  like 
the  old  shotgun  prescription.  You  do  not  know 
about  the  relative  amounts  your  patient  should 
be  given,  since  they  depend  upon  the  ragweed 
to  which  he  is  most  sensitive.  Sometimes  your 
hay  fever  patient  will  come  to  you  July  28.  He 
will  be  doing  well  under  treatment.  On  the 
twelfth  of  August  his  symptoms  reapjjear.  You 
are  increasing  your  dose  to  take  care  of  the  mild 
sensitization,  but  your  dose  is  not  nearly  large 
enough. 

We  can  talk  about  hay  fever  with  reference  to 
the  patient’s  sensitiveness  to  ragweed  because  it 
applies  to  other  pollens  as  well.  The  treatment 
is  to  gradually  increase  injections,  either  intra- 
cutaneous  or  subcutaneous,  of  the  pollen  extract 
from  the  noxious  weed  involved.  I prefer  the 
intradermal  method  because  I can  watch  the  re- 
action better. 

In  conclusion,  what  shall  we  say  regarding  the 
present  status  of  the  management  of  hay  fever? 
In  my  opinion  the  results  of  hay  fever  treatment 
will  be  in  direct  proportion  to  the  amount  of 
time  and  attention  that  the  physician  can  and 
will  give  to  his  patient.  Certainly  at  present  there 
is  no  standard  method  of  treatment.  The  physi- 
cian must  perfect  himself  in  the  technique  of 
determining  the  specific  pollen  to  which  the  pa- 
tient is  sensitive,  and  then  he  must  vary  the 
treatment  to  fit  the  individual  need  of  the  patient. 
If  this  is  done,  I think  practically  all  patients 
will  be  able  to  secure  at  least  partial  relief  from 
their  symptoms. 

DISCUSSION 

MILES  ,1.  BREUER,  M.  D.  (Lincoln):  I agree  with 
Dr.  Manning  in  that  results  are  possible  in  the  treat- 
ment of  hay  fever.  If  a man  buys  fifteen  vials  put 
up  in  a box  fiom  a pharmaceutical  house  marked 
“One  to  four  to  be  given’’,  and  gives  them  with  his 
eyes  shut,  it  is  not  surprising  he  gets  poor  results. 
I do  not  see  how  it  is  possible  to  expect  results  un- 
less you  locate  the  proper  pollen  and  determine  the 
correct  doses.  Unless  you  can  get  reactions  from  your 
treatment  and  adjust  the  doses  by  these  reactions, 
increasing  fast  enough  to  get  a slight  reaction,  and 
not  fast  enough  to  make  him  sick,  don’t  be  surprised 
if  you  do  not  get  results.  It  must  be  worked  out 
scientifically.  I think  it  is  possible  to  get  results  if 
handled  properly. 

Don’t  expect  a patient’s  hay  fever  to  be  due  to  any 
plant  with  a conspicuous  flower,  such  as  the  golden- 


rod.  It  is  an  insect -pollinated  flower.  Any  flower 
that  is  attractive  in  order  to  bring  insects  for  the 
purpose  of  distributing  pollen  is  not  to  be  considered 
as  a factor  in  producing  hay  fever.  The  flowers,  that 
cause  hay  fever  are  the  ones  with  j)olIen  distributed 
by  the  wind,  and  have  small,  unnoticeable  flowers. 

S.  A.  SWENSON,  M.  D.  (O.akland):  I enjoyed  the 
Doctor's  talk  very  much.  I agree  with  everything  he 
said.  I am  a sufferer  myself.  1 have  been  working 
with  it  for  the  last  few  years  more  or  less  and  trying 
to  alleviate  the  symptoms  in  my  patients,  as  well  as 
myself. 

I should  like  to  ask  Dr.  Manning  as  to  the  exact 
time  in  this  locality  the  wormwood  pollen  begins? 
I have  been  unable  to  find  it  in  literature.  I have  a 
l>atient  exceedingly  sensitive  to  the  wormwood  group 
and  have  not  isolated  the  particular  plant  to  which 
he  is  sensitive. 

My  hay  fever  starts  about  the  first  of  July.  I am 
not  real  sure  what  plant  is  the  causative  factor  in 
the  early  stage  of  the  game.  I am  sensitive  to  rag- 
weed but  not  in  a high  degree. 

I agree  with  Dr.  Manning  as  to  his  statement  the 
degree  of  sensitiveness  is  not  proportional  to  the  de- 
gree of  the  asthmatic  symptoms.  I am  not  highly 
sensitive  to  any  of  the  pollen  I know  of — so-^owhat 
to  ragweed — but  have  rather  distressing  symptoms  of 
asthma  at  times. 

I should  like  to  ask  Dr.  Manning  as  to  how  careful 
he  is  in  gauging  his  dosage?  My  opinion  is  you  must 
gauge  it  carefully.  Of  course,  you  should  not  have 
any  general  reaction. 

Another  question  in  my  mind  is:  Is  it  possible  to 
have  hay  fever  due  to  insect-pollinated  plants?  I 
had  a i>aticnt  sensitive  to  maple.  It  is  not  wind  car- 
ried. I have  tre.ated  him  for  several  seasons  with 
maple  pollen  extract,  and  apparently  he  gets  some 
relief.  His  hay  fever  comes  early  in  the  spring — about 
March  or  April — with  no  grass  pollinating.  It  must 
be  a tree  pollen. 

E.  L.  McQUIDDY,  M.  D.  (Omaha):  I want  to  com- 
pliment Dr.  Manning  on  his  address.  What  is  the 
condemnation  of  the  present  system  of  the  treatment 
of  hay  fever  as  prescribed  by  drug  houses?  If  there 
is  one  thing  that  has  thrown  the  treatment  of  hay 
fever  into  disrepute,  it  has  been  the  indisci'iminate 
treating  of  hay  fever  by  extracts  put  out.  In  the 
first  place,  you  are  not  sure  you  are  treating  with 
the  right  extract  and  that  you  are  giving  the  proper 
dosage.  Every  person  is  a law  unto  himself.  One 
person  will  react  to  a dilution  of  one  to  one  hundred 
eighty  thousand,  and  another  to  one  to  eighty  thous- 
and. There  is  a wide  variation.  The  dnig  houses 
cannot  take  care  of  the  Individual  condition. 

There  are  a few  points  with  which  I take  exception 
to  Dr.  Manning.  One  is  in  regard  to  the  number  of 
weeds  concerned  with  the  average  hay  fever.  We 
have  a group  of  weeds  which  in  my  experience  have 
been  factors.  It  is  true  that  ragweed  is  probably  the 
most  important.  Second  is  the  Russian  thistle.  In 
Nebraska  we  are  concerned  with  other  weeds  w’hich 
must  be  brought  into  consideration.  The  burwood 
species,  especially  cocklebur.  cannot  be  omitted. 
Around  Omaha  we  must  consider  hemp  as  a potent 
factor.  Marsh  alder  must  be  brought  into  the  dis- 
cussion. In  those  localities  where  there  is  much  low 
water,  the  western  water  hemp  must  be  considered. 
In  Omaha.  I have  picked  up  two  patients  whose  hay 
fever  has  been  due  to  western  water  hemp.  If  w^e  do 
not  test  with  these  other  weeds,  we  will  miss  those 
cases.  They  lower  the  proportion  of  the  ragweed  as 
the  causative  factor. 

The  thing  you  will  run  across,  I am  afraid,  will  be 
you  will  test  the  patient  and  find  him  slightly  sensi- 
tive to  ragweed,  and  think  it  is  the  causative  fac- 
tor. Yet,  if  you  had  tested  with  hemp,  you  might 
have  obtained  a reaction  ten  times  as  great  as  to  rag- 
weed. We  find  a slight  reaction  and  call  it  the  causa- 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


September,  1929 


354 

tive  factor,  and  it  is  not  the  main  factor  in  the  con- 
dition. I plead  for  the  doctor  using  a group  larger 
than  the  average  house  puts  out.  In  grasses,  the 
thing  that  has  thrown  our  treatment  into  disrepute  is 
that  we  have  not  considered  blue  grass,  and  it- cannot 
he  thrown  out  of  consideration.  It  is  more  important 
than  timothy,  in  my  experience. 

In  regard  to  the  skin  test.  Dr.  Manning  takes  one 
thing  and  I take  another.  I cannot  consider  the 
value  of  skin  tests  as  lightly  as  he  has  considered 
them.  I am  afraid  I will  go  on  using  more  skin  tests 
than  he  recommends.  Because  I use  more,  I have 
picked  out  those  cases  treated  with  ragweed  pollen 
where  they  have  not  obtained  results.  If  we  take 
those  things  into  consideration,  our  results  will  be 
better. 

Make  a little  survey  of  your  locality  and  see  what 
the  weeds  are  that  are  around  you.  I have  made  the 
survey  four  times  around  Omaha  in  the  vicinity  of 
twenty  miles,  and  we  have  listed  the  weeds  around 
here.  The  date  of  pollination  is  fairly  exact.  We 
cannot  be  mislead  entirely.  Sometimes  there  is  vari- 
ation and  we  may  get  some  of  the  weeds  pollinating 
on  a certain  date  and  get  it  in  order,  but  the  bulk 
may  come  a few  days  later.  It  is  possible  to  be  misled 
about  the  date  of  pollination  to  that  extent.  It  is 
those  things  I like  to  emphasize  in  the  treatment  of 
hay  fever.  We  have  something  really  vital  in  the 
present  treatcent  of  hay  fever.  It  can  be  successfully 
treated  in  a large  percentage  of  cases,  and  the  per- 
centage of  cures  in  the  hands  of  all  of  us  should  be 
raised  if  we  go  at  it  more  carefully. 

H.  W.  FRANCIS,  M.  D.  (Bancroft):  I was  interest- 
ed in  the  Doctor's  address.  He  stated  some  govern- 
ment official  said  the  height  of  the  sun  had  some- 
thing to  do  with  the  date  of  pollination.  In  the  dis- 
trict where  we  live  my  wife  is  a sufferer  from  this 
disease.  I have  noticed  in  a dry  season  if  we  have 
a drought  for  ten  days,  the  pollination  is  advanced. 
It  seems  to  be  more  active.  She  will  suffer  more. 
Some  patients  will  move  two  htindred  miles  and  get 
relief.  That  is  because  they  drop  into  a community 
with  lots  of  wet  weather  and  the  pollen  is  not  as 
active.  If  you  watch  it.  you  will  find  the  pollen  is 
more  active  in  a dry  season. 


DR.  MANNING,  (closing) : The  dosage,  like  the 

giving  of  any  other  drug,  is  of  course  variable.  There 
are  not  two  people  who  require  the  same  dosage.  You 
must  give  a dose  sufficiently  large  to  relieve  the 
symptoms.  The  reason  I like  intradermal  injections 
is  because  you  can  tell  from  the  local  reaction  when 
your  dose  produces  the  stage  where  the  symptoms 
will  be  relieved.  Y'ou  should  not  make  your  first 
dose  too  large.  Increase  it  until  you  get  a local  re- 
action the  size  of  the  palm  of  your  hand,  which  \\ill 
last  twelve  to  twenty-four  hours.  Do  not  go  beyond 
that.  I am  convinced  there  is  a relation  between  the 
size  of  the  dose  necessary  to  protect  and  the  amount 
of  pollen  the  patient  is  absorbing  at  a given  time, 
and  the  amount  varies  from  day  to  day. 

Apropos  of  the  doctor’s  dry  season:  Temperature 

is  the  important  thing.  I have  charts  made  giving 
the  size  of  dose  necessary  to  protect  the  patient  each 
year.  I think  the  rainfall,  or  even  wind  velocity,  is 
not  the  important  factor,  but  the  temperature.  That 
is  reasonable.  If  it  is  hot  and  di-y,  the  pollen  will 
dry  immediately  and  be  carried  easily.  MTien  it  comes 
off  the  plant,  it  is  moist  and  relatively  heavy.  If 
the  sun  is  high,  it  will  dry  and  be  thrown  quickly. 
That  is  why  your  dose  must  be  sufficiently  large  to 
protect  against  the  amount  of  pollen  in  the  air  at 
a given  time. 

Here  is  a peculiar  feature.  Y'ou  will  give  a dose 
that  will  protect  for  three  or  four  days.  The  patient 
exposes  himself  to  a large  amount  of  pollen.  The  in- 
jections you  have  given  in  different  idaces  three  or 
four  times  back  will  come  up  ag-ain  after  exposure. 
Y'ou  will  give  a dose  nearly  as  large  as  at  the  begin- 
ning. It  is  large  enough  to  protect.  Y'ou  will  be  sur- 
prised to  see  the  local  reaction  you  have  obtained 
three  times  back  come  up  again.  There  is  an  intimate 
relation  between  the  amount  you  inject  and  the 
amount  of  pollen  to  which  the  patient  is  exposed. 
In  the  other  method,  if  you  get  a general  reaction 
your  dose  is  too  large.  Look  out  for  shock  in  intra- 
dermal reactions.  Y'ou  must  come  to  the  edge  to  get 
results.  YVe  can  use  the  pharmaceutical  product,  but 
we  must  treat  the  individual  patient.  Dilute  it  ac- 
cording to  the  patient's  indications  and  the  shock 
preparation  is  all  right. 


THE  IMMEDIATE  MORTALITY  AND  THE  LATE  FUXCTIOXAL  RESULTS 
OF  PERIXEAL  PROSTATECTOMY* 

Review  of  two  hundred  twenty- one  consecutive  cases. 

EDYYTN  DAY’IS,  M.  D., 

Omaha,  Nebr. 


The  value  of  a given  surgical  procedure  may 
be  determined  only  by  a consideration  of  ( 1 ) the 
immediate  mortality  rate,  and  (2)  the  late  func- 
tional results.  Data  for  such  a purpose  may  be 
best  obtained  by  an  analysis  of  a series  of  simi- 
lar cases,  handled  in  the  same  manner,  and  pre- 
ferably by  the  same  diagnostician  and  the  same 
surgeon.  The  larger  the  series,  the  less  the  in- 
accuracy in  the  conclusions.  This  paper  deals 
with  the  results  of  perineal  prostatectomy.  It  is 
my  purpose  briefly  to  present  two  charts  sum- 
marizing the  immediate  and  the  late  results  in  a 
consecutive  series  of  221  cases  of  perineal  pro- 
statectomy under  sacral  block  anesthesia.  Since 
this  paper  is  intended  merely  as  a brief  presenta- 

•Bead  before  the  joint  meeting  of  the  Lancaster  County  and  the  Doug- 
las County  medical  societies  in  Lincoln,  February  19,  1929. 


tion  of  operative  results,  all  details  of  diagnosis, 
preparation  and  operative  technique  have  been 
purposely  omitted.  In  a recent  publication^^^  I 
summarized  the  immediate  and  late  results  in  a 
series  including  176  cases  of  perineal  prostatec- 
tomy under  sacral  block  anesthesia.  The  tables 
here  presented  include  the  above  data,  plus  the 
additional  information  gained  from  45  subsequent 
cases,  similarly  handled. 

lYIMEDIATE  OPERATIY'E  RESULTS 
Prostatectomy  is  no  longer  the  hazardous  pro- 
cedure of  former  years,  with  a mortality  rate  of 
twenty,  thirty  or  forty  per  cent,  although  this 
idea  still  persists  to  a very  considerable  degree. 
Authentic  figures,  available  from  several  urologi- 
cal clinics,  go  to  prove  that  the  risk  of  this 
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operation,  during  comparatively  recent  years,  has 
been  reduced  to  almost  nil,  so  that  the  statistics 
of  prostatectomy,  upon  the  aged,  may  now  com- 
pare very  favorably  with  ( for  instance ) the  sta- 
tistics of  herniotomy,  upon  the  young  and  robust. 
There  are  three  essential  factors,  which  have 

TABLE  I 

Perineal  Prostatectomy  Under  Sacral  Anesthesia 


Immediate  Results 

Total  consecutive  cases 221 

Average  age  70 

Above  eighty  16 

Deaths  5 

Total  consecutiv'e  cases  with  no  deaths 121 

Sacral  anesthesia  (number  of  failures  last  95  cases)  0 

Rectal  injury  1 

Post-operative  “shock”  0 

Delayed  hemorrhage  (several  days) 6 

Epididymitis  28 


contributed  largely  toward  this  con.spicuous  low- 
ering of  the  mortality  rate  of  prostatectomy. 
These  are  (1)  proper  pre-operative  preparation, 
(3)  sacral  block  anesthesia  and  (3)  complete 
hemostasis. 

Preliminary  Drainage.  The  first,  and  the  most 
important  of  these,  preliminary  drainage,  is  a 
subject  which  has  been  dwelt  upon  in  recent 
vears  in  many  publications  by  competent  authori- 
ties, and  the  importance  of  which  has  become 
too  well  recognized  to  recpiire  discussion  at  this 
time.  The  neglect  of  this  most  essential  phase 
of  the  subject  of  prostatectomy  will  have,  as  its 
inevitable  consequence,  an  appalling  mortality 
rate. 

Sacral  Block  Anesthesia.  It  may  be  stated 
without  exaggeration  that  the  sacral  block  meth- 
od affords  an  almost  ideal  form  of  anesthesia 
for  perineal  prostatectomy.  This  method  is  also 
admirably  suited  for  suprapubic  prostatectomy, 
although,  for  this  route  of  approach,  additional 
local  infiltration  anesthesia  of  the  abdominal  wall 
must  be  provided.  It  is  quite  important  to  point 
out  with  emphasis  that  sacral  anesthesia  differs 
essentially  from  spinal  anesthesia  in  being  extra 
dural,  while  the  latter  is  intra  dural,  and  carries 
with  it  a certain  hazard  of  its  own.  Other  than 
this  statement,  the  details  of  technique  of  sacral 
anesthesia  have  been  purposely  omitted  since  this 
subject  has  been  fully  covered  elsewhere 

Assuming  familiarity  with  the  technique,  the 
complete  sacral  block  injection  may  be  carried 
out  with  comparative  ease  in  about  ten  minutes’ 
time.  The  risk  is  negligible,  in  that  there  has 
not  been  an  anesthesia  death  during  the  entire 
series ; neither  has  there  been  a reaction  of  con- 
sequence. Although  slight  reactions,  character- 
ized by  a moderate  drop  in  blood  pressure  and 
by  more  or  less  pallor  and  perspiration,  and  more 


rarely  by  nausea,  are  not  uncommon,  there  has 
not  been  a single  instance  in  which  the  reaction 
was  in  any  measure  alarming. 

The  chief  objection  to  this  method  in  the  hands 
of  different  observers,  has  been  the  rather  small 
percentage  of  cases  in  which  there  has  been  in- 
explicable failure  to  produce  satisfactory  anes- 
thesia. The  figures  here  presented,  and  those 
presented  in  a former  paper  published  in  1924, 
are  of  interest  in  this  connection,  and  tend  to 
throw  some  light  upon  the  cause  of  this  occa- 
sional failure.  In  this  former  paper<^l  ^ series 
of  30  consecutive  cases  of  perineal  prostatectomy 
under  sacral  block  anesthesia  was  reported. 
Among  this  series,  three  were  complete  failures, 
while  four  required  additional  gas  inhalation  an- 
esthesia during  the  final  stages  of  enucleation. 
Thus,  seven  out  of  30,  or  23.3  per  cent,  were 
un.satisfactory  for  reasons  not  understood.  In 
the  present  series,  there  has  not  been  a single 
case  requiring  au.xillary  gas  inhalation  anesthesia 
during  the  last  95  consecutive  cases ; and  out  of 
the  last  100  cases,  gas  has  been  necessary  during 
the  final  stages  of  enucleation  in  one  instance 
only.  Thus  the  percentage  of  failure  has  been 
reduced  from  23  to  one  per  cait.  Since  in  all 
instances  the  same  drug  in  the  same  concentra- 
tion has  been  employed,  and  since  there  has  been 
no  deliberate  modification  in  the  technique  of  in- 
jection. the  only  logical  conclusion  is  that  through 
practice,  the  anesthetist  has  learned  to  place  the 
needles  more  accurately.  In  other  words,  it  is 
possible  for  the  anesthetist  to  be  mistaken  in  con- 
sidering that  the  needle  point  has  been  properly 
placed  within  the  caudal  canal  or  in  the  foramina, 
and  the  percentage  of  failures  may  thus  be  ade- 
quately explained  upon  a technique  basis,  with- 
out recourse  to  the  various  anatomical  and  physi- 
ological theories  which  have  been  advanced.  It 
may,  therefore,  be  con.servatively  stated  that 
sacral  block  anesthesia  for  perineal  prostatectomy 
is  free  from  risk  and  is  uniformly  efficient  when 
properly  administered. 

Hemostasis.  In  addition  to  the  group  of  pro- 
statectomy deaths  due  directly  to  hemorrhage, 
there  is  another  larger  group  in  which  death 
later  results  indirectly  from  hemorrhage,  by  rea- 
son of  infection  secondary  to  lowered  resistance. 
The  importance  of  hemorrhage  as  a mortality 
factor  is  probably  underestimated  by  reason  of 
failure  to  recognize  the  primary  cause  of  death 
in  this  second  group  of  cases.  The  necessity  for 
detailed  attention  to  complete  hemostasis,  there- 
fore, cannot  be  overemphasized,  and  for  the  same 
reason,  haphazard  hemostasis  in  prostatectomy 
will  have  its  inevitable  consequence  in  a certain 


356 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


September,  1929 


percentage  of  cases.  It  is  quite  true  that  the 
majority  of  patients,  properly  prepared,  will  sur- 
vive by  the  trust-to-luck  method  of  hemostasis, 
but  if  the  minimum  mortality  rate  is  to  be  achiev- 
ed, this  important  item  is  not  to  be  overlooked. 

Prostatectomy  may  ordinarily  be  accomplished 
with  very  little  bleeding,  and  in  many  instances, 
the  operation  may  be  made  almost  bloodless,  as 
the  result  of  ( 1 ) the  opportunity  for  deliberate- 
ness in  controlling  individual  bleeding  points  in 
and  around  the  prostatic  capsule  by  suture  and 
ligature,  through  the  time  afforded  by  the  use 
of  sacral  anesthesia,  and  ( 2 ) the  use  of  an  in- 
flated hemostatic  bag  for  the  purpose  of  con- 
trolling hemorrhage  during  the  first  few  post- 
operative hours.  For  this  latter  purpose,  in  all 
the  cases  here  reported,  a perineal  prostatic  bag, 
described  in  a previous  publication  was  em- 
ployed. 

It  may,  therefore,  be  stated  without  exagger- 
ation that,  with  proper  attention  to  preparation, 
anesthesia  and  hemostasis,  the  problem  of  the 
immediate  mortality  of  prostatectomy  may  be 
considered  to  be  satisfactorily  solved,  zi'ith  one 
reservation  only.^  I refer  to  delayed  hemorrhage. 
As  may  be  noted  in  table  I,  this  complication  has 
occurred  in  si.x  cases  out  of  221.  Sudden,  pro- 
fuse hemorrhage,  occurring  as  late  as  the  tenth 
post-operative  day,  and  interrupting  an  other- 
wise smooth  convalescence,  is  a menace  which 
may  be  neither  forseen  nor  prevented,  and  which 
occurs  probably  as  the  result  of  infection  and 
slough.  This  constitutes  a grave  emergency,  in 
that  its  seriousness  may  not  be  recognized  until 
the  patient  has  gone  into  collapse.  Hemorrhage 
of  this  character  is  a complication  which  should 
not  be  temporized  with  and  which  calls  for  im- 
mediate reintroduction  of  a bag  or  pack.  In 
four  of  the  above  cases,  an  immediate  suprapubic 
incision  was  made  under  local  anesthesia  in  order 
to  permit  evacuation  of  clots  and  the  introduc- 
tion of  a Hagner  bag.  Hemorrhage  of  this 
character  was  indirectly  responsible  for  one  of 
the  five  deaths  in  that  the  patient’s  resistance  was 
lowered  by  loss  of  blood  to  such  an  extent  that 
gangrenous  infection  of  the  incision  set  in,  result- 
ing in  general  sepsis  and  death  ten  days  later.  Of 
the  other  four  deaths,  one  was  due  to  embolus, 
two  to  renal  insufficiency,  and  the  other  to  acute 
cardiac  decompensation,  occurring  on  the  sixth 
post-operative  day. 

SUMMARY 

The  immediate  operative  results  are  shown  in 
table  1.  Although  there  were  121  consecutive 
cases  without  a death,  there  were  five  deaths  in 
the  entire  series  of  221,  a mortality  rate  of  2.2%. 


The  age  figures  (average  of  TO.  and  10  above 
80)  are  undoubtedly  fairly  accurate,  but  are  not 
representative  of  the  entire  series,  in  that  these 
figures  were  compiled  from  100  consecutive 
cases  only. 

W ith  respect  to  the  dependability  of  sacral 
block  anesthesia,  it  is  to  be  particularly  noted 
that  the  necessity  for  additional  gas  inhalation 
anesthesia  has  arisen  in  not  a single  instance  in 
the  last  95  consecutive  cases.  As  pointed  out 
above,  however,  sacral  anesthesia  failures  were 
much  more  frequent  earlier  in  the  series.  There 
were  three  failures  in  tlie  last  150  cases,  and  sez'- 
en  failures  in  the  first  thirty. 

The  one  case  of  rectal  injury  at  operation  did 
not  result  in  the  development  of  an  urethro-rectal 
fistula  because  the  urinary  stream  was  diverted 
during  convalescence  by  suprapubic  aspiration, 
and  because  the  location  of  the  lesion  was  ver)i 
low  down  upon  the  anterior  rectal  wall,  just 
above  the  sphincter  ani.  This  was  due  to  an 
avoidable  technical  error  at  operation. 

The  subject  of  delayed  hemorrhage,  occurring 
about  the  tenth  post-operative  day  (6  cases)  has 
been  discussed  above. 

There  were  28  cases  of  post-operative  epididy- 
mitis, occurring  during  the  first  six  weeks.  This 
figure  is  too  high,  since  epididymitis,  occurring 
toward  the  end  of  a long  period  of  hospitaliza- 
tion, when  the  patient’s  morale  has  all  but  been 
exhausted,  is  a very  trying  and  discouraging 
complication.  For  this  reason  I have  since  adopt- 
ed preliminary  bilateral  vasectomy  as  a routine 
prophylactic  measure,  and  shall  subsequently  pub- 
lish comparative  figures. 

LATE  JJ'UNCTIONAL  RESULTS 

Table  II  summarizes  the  late  functional  results 
as  determined  by  questionnaire  blanks  returned 
from  100  consecutive  patients.  This  data  was 
compiled  during  i\Iay,  1928.  On  account  of  the 
recognized  impossibility  of  communicating  with 
all  of  a consecutive  hundred  of  these  patients, 
125  questionnaire  blanks  were  sent  out.  From 
the  replies,  those  of  the  last  consecutive  100  pa- 
tients operated  upon  were  selected.  In  order  to 
avoid  complications  .and  misunderstandings,  only 
the  following  simple,  direct  questions  were 
asked. 

1.  I.S  the  wound  entirely  healed? 

2.  Can  you  control  the  urine? 

3.  Do  you  pass  urine  too  often? 

4.  How  many  times  do  you  get  up  at  night  to  urin- 
ate? 

5.  Does  the  urine  pass  without  difficulty? 

6.  As  far  as  the  operation  is  concerned,  do  you 
consider  yourself 

(1)  well,  (2)  improved,  or  (3)  unimproved? 


Vol.  XIV,  No.  9 


THE  NEBRASKA  STATE  MEDICAL  .JOURNAL 


357 


The  la.st  question,  number  six,  was  considered 
to  be  the  most  important,  since  this  was  for  the 
purpose  of  obtaining  a voluntary  expression  of 
the  patient's  ozvn  opinion  as  to  the  result  of  the 
operation.  As  shown  in  table  II,  81  of  these 
patients  unequivocally  state  that  they  consider 
themselves  well,  while  there  are  l-l  improved  and 

TABLE  II 

Perineal  Prostatectomy  Under  Sacral  Anesthe.sia 
Late  Functional  Results 


Total  consecutive  cases  questioned 100 

Time  elapsed  since  operation 3 to  24  months 

Patient’s  own  opinion: 

Well  81 

Improved  15 

Unimproved  4 

Incontinence: 

Complete  0 

Inconvenient  2 

Slight  2 

Nocturia: 

Not  at  all  or  once 43 

Once  or  twice 21 

Two  or  three  times 25 

Four  or  more 11 

Urinary  fistula: 

Complete  1 

Slight  4 

Recto-Urethral  fistula: 

Immediate  0 

Late  1 

Retention  of  urine 1 


four  unimproved.  An  analysis  of  this  data  in- 
dicates that  the  majority  of  those  in  the  improvec] 
group  consider  themselves  not  entirely  well  on 
account  of  varying  degrees  of  frequency  of  urin- 
ation. In  this  connection  it  is  to  be  noted  that 
in  a post-prostatectomy  series,  there  would  nec- 
essarily be  a fair  percentage  of  cases  of  advanced 
pyelonephritis  and  other  chronic  infections  such 
as  to  prevent  all  possibility  of  the  return  of  the 
urinary  tract  to  normal.  Therefore,  even  after 
the  obstructive  .symptoms  have  been'  done  away 
with  by  prostatectomy,  the  persistence  of  urinary 
frequency  in  a certain  percentage  of  cases  is  in- 
evitable. The  average  intelligent  patient,  how- 
ever, recognizes  that  relief  from  obstructive 
symptoms  is  more  essential  than  relief  from  min- 
or degrees  of  urinary  frequency.  This  is  dem- 
onstrated by  table  II.  Although  only  approxi- 
mately 60%  of  these  patients  report  themselves 
as  being  disturbed  as  few  times  each  night  as 
once  or  twice  (or  not  at  all),  as  many  as  80% 
voluntarily  express  themselves  as  being  well. 

The  question  of  post-prostatectomy  incontin- 
ence is  a subject  deserving  careful  consideration. 
Although  there  was  no  case  of  complete  incon- 
tinence in  this  series  of  100,  there  were  two  with 
a sufficient  degree  of  incontinence  to  be  a cause 
of  considerable  inconvenience.  While  each  of 
these  patients  has  intervals  of  complete  dryness 
and  has  the  ability  to  start  and  stop  the  urinary 


stream  at  will  several  times  while  voiding,  there 
is  a weakness  of  the  external  sphincter,  as  indi- 
cated by  leakage,  at  intervals,  of  small  amounts 
on  any  undue  exertion,  such  as  coughing  or 
sneezing  or  suddenly  rising.  Since  these  patients 
have  intervals  of  complete  dryness,  and  since  they 
have  the  ability  voluntarily  to  start  and  stop  the 
urinary  stream,  it  is  evident  that  a sphincteric 
structure  exists  and  it  is,  therefore,  logical  to 
consider  the  possibility  of  individual  anatomic 
variation  in  the  musculature  or  innervation  of  the 
external  sphincter.  I have  under  observation  at 
the  present  time  a patient  with  this  identical  type 
of  sphincter  weakness  following  suprapubic  pro- 
statectomy. In  this  connection,  I do  not  intend 
to  minimize  the  possibility  of  external  sphincter 
injury  by  the  perineal  operation.  It  is  to  be 
frankly  stated  that  this  is  a very  real  danger, 
particularly  in  those  cases  in  which  the  internal 
sphincter  has  been  rendered  functionless  by  the 
gland  itself.  In  addition  to  these  two,  there  were 
two  others  with  slight  degrees  of  incontinence. 
It  is  likely  that  in  at  least  some  of  these  four 
cases,  the  unsatisfactory  control  resulted  from 
technical  error  at  operation. 

The  one  case  of  complete  urinary  fistula  re- 
sulted from  the  formation  of  a fibrous  stricture 
or  septum  at  the  apex  of  the  prostate.  Since  this 
condition  has  subsequently  been  restored  to  nor- 
mal by  internal  urethrotomy,  this  fistula  no  long- 
er exists.  The  four  patients  with  slight  perineal 
urinary  leakage  each  complained  of  the  escape 
of  a few  drops  of  urine  at  intervals  through  the 
perineum  at  the  time  of  voiding.  In  each  case, 
this  condition  existed  over  a period  of  several 
months.  Three  of  these  have  been  subsequently 
cured  by  a secondary  minor  plastic  operation.  The 
other  one  has  been  lost  sight  of. 

There  has  been  no  case  of  immediate  post-op- 
erative urethro-rectal  fistula.  One  patient,  in  a 
very  debilitated  and  weakened  condition,  had  a 
long,  protracted  convalescence  associated  with 
perineal  pain  and  an  elevated  temperature  over 
a period  of  three  or  four  weeks.  Five  weeks 
after  operation,  he  developed  a leakage  of  urine 
into  the  rectum,  this  fistula  having  occurred  pre- 
sumably as  the  result  of  a periprostatic  ab.scess. 

The  one  patient  having  post-prostatectomy  re- 
tention of  urine  was  found  at  autopsy  to  have 
an  unsuspected  vesical  carcinoma,  situated  in  the 
region  of  the  prostatic  orifice. 

Table  III,  which  is  similar  to  table  II,  in  that 
its  purpose  is  to  summarize  the  late  functional 
results,  based  upon  questionnaire  blanks  received 
from  a second  series  of  100  consecutive  patients. 
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is  incomplete  in  that  replies  from  only  44  patients 
hav’e  been  received  since  the  presentation^^)  of 
table  II  in  June,  10‘<i8.  It  is  to  be  noted  that  the 

TABLE  III 

I'erineal  Prostatectomy  Under  Sacral  Anesthesia 
Late  Functional  Results — Based  Upon  44  Replies 
Received  Since  June,  1928. 


Total  replies  received 44 

Patient's  own  opinion: 

Well  36 

Improved  8 

Incontinence,  slight  - 1 

Urinary  fistula  - 0 

Urethro-rectal  fistula: 

Immediate  0 

Late  - 1 


percentage  of  patients  considering  themselves 
well  ( 82%  ) is  approximately  the  same  as  that 
in  table  II.  It  is  further  to  be  noted  that  one 
of  these  patients  has  excluded  himself  from  the 
well  group  merely  bv  reason  of  “swollen  ankles". 
There  are  no  patients  in  table  III  reporting  them- 
selves unimproved,  and  there  are  none  with  per- 
ineal urinary  fistulae.  There  is,  however,  one 
case  of  urethro-rectal  fistula,  which  developed  on 
the  tenth  post-operative  day.  although  the  rectal 
wall  was  intact  at  operation  ( as  determined  by 
an  examining  finger  just  prior  to  wound  closure  ), 
and.  although  there  was  no  evidence  of  urethro- 
rectal communication  during  the  first  nine  post- 
operative days.  The  cause  of  this  fistula  remains 
unexplained.  It  was  noted,  however,  at  opera- 
tion that,  in  addition  to  the  prostatic  hypertrophy, 
there  was  also  a prostatic  abscess,  containing 
about  one  drachm  of  thick  pus.  It  is  possible 
that  this  abscess  was  a factor  in  producing  a 
slough  through  the  rectal  wall,  although  this  case 
must  be  recorded  as  one  of  urethro-rectal  fistula 
secondary  to  prostatectomy.  It  is  planned  to 
repair  this  fistula  bv  the  Young-Stone  technique, 
as  previously  described*^). 

With  respect  to  the  question  of  urinary  con- 
trol, there  is  one  patient  in  this  second  series 
who  reported  difficulty  in  this  respect  two  or 
three  months  after  the  operation.  A letter  just 
received  from  his  doctor,  however,  states.  “He 
tells  me  that  he  still  has  some  difficulty  in  con- 
trol. but  that  it  is  much  better  than  when  he  left 
the  hospital.  He  is  entirely  satisfied  with  the 
operation.”  We  may,  therefore,  classify  this  pa- 
tient as  one  with  a slight  degree  of  incontinence. 
In  addition,  there  is  one  patient  in  this  latter  ser- 
ies who  replies,  "pretty  good"  to  the  question 
concerning  urinary  control.  I have  definite 
knowledge,  however,  that  this  patient  is.  at  the 
present  time,  doing  hard  labor  without  the  ne- 
cessity for  making  any  provision  for  urinary 
leakage.  There  is,  therefore,  no  reason  why  he 
should  be  classified  as  incontinent. 


Summary  of  Tables  11  and  111.  The  percent- 
age of  patients  considering  themselves  well 
(about  80%)  is  approximately  the  same  in  each 
series.  Of  a total  of  147  replies  received,  four 
classify  themselves  as  unimproved. 

There  is  no  patient  in  the  entire  series  with 
complete  incontinence.  There  are,  however,  two 
patients  with  a sufficient  degree  of  incontinence 
to  be  a cause  of  considerable  inconvenience,  and 
three  with  slight  incontinence. 

The  total  series  includes  five  cases  of  perineal 
urinary  fistula,  one  of  which  healed  following 
internal  urethrotomy  and  three  of  which  were 
closed  by  excision  of  the  fistulous  tract.  The 
fifth  has  been  lost  track  of.  In  addition,  there 
are  two  cases  of  urethro-rectal  fistula,  developing 
on  approximately  the  tenth  and  thirty-fifth  post- 
operative days  respectively,  neither  of  them  the 
result  of  direct  operative  trauma,  as  nearly  as 
could  be  determined.  In  the  one  case  of  gross 
operative  injury  to  the  rectal  wall,  healing  was 
obtained  without  the  development  of  an  urethro- 
rectal fistula. 

CONCLUSIONS 

1.  Present  day  methods  ( preliminary  prepara- 
tion, sacral  ane.sthesia  and  hemostasis ) are  such 
that  prostatectomy  has  come  to  be  a benign  pro- 
cedure with  a mortality  rate  that  is  almost  nil. 
(2.2%  in  221  cases). 

2.  Assuming  proper  attention  to  the  above  de- 
tails, the  chief  hazard  of  prostatectomy  is  that  of 
sudden,  profuse  and  exsanguinating  secondary 
hemorrhage  occurring  as  late  as  the  teiith  post- 
operative day.  This  hemorrhage  should  be  treat- 
ed as  an  emergency  measure  and  should  be  check- 
ed by  mechanical  means  even  though  a secondary 
operation  may  be  necessary.  Lender  these  cir- 
cumstances, it  is  an  error  to  wait  and  hope  that 
this  hemorrhage  will  cease. 

3.  As  far  as  the  late  functional  results  are 
concerned,  it  is  conservative  to  e.xpect  80%  of 
“well”  patients  and  98%  well  or  improved. 

4.  Urinary  frequency,  persistent  to  a greater 
or  lesser  degree  following  prostatectomy,  even 
though  the  cause  of  mechanical  obstruction  has 
been  removed,  is  the  chief  reason  why  18%  of 
these  patients  consider  themselves  merely  “im- 
proved” rather  than  well. 

5.  With  respect  to  late  functional  results,  the 
chief  hazards  of  the  perineal  operation  are  those 
of  injury  to  the  external  bladder  sphincter  and  to 
the  rectal  wall.  It  seems  conservative  to  consid- 
er that  these  hazards  are  more  than  compensated 
for  by  the  lower  mortality  rate  following  the 
perineal  operation. 
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SACRAL  ANE.STHESIA— ITS  EIELD  OE  APPLICATION 

CHARLES  F.  HEIDER,  Be.  C.,  M.  D., 

North  Platte,  Nebr. 


There  seems  to  be  some  confusion  among 
members  of  the  medical  profession  in  regard  to 
what  is  meant  by  sacral  anaesthesia.  Sacral  an- 
aesthesia is  generally  understood  to  be  a combina- 
tion of  transacral  and  caudal  injection.  The  pur- 
pose is  definitely  a nerve  block  to  prevent  the 
conduction  of  sensory  impulses  over  the  sacral 
nerves.  Transacral  injection  is  made  about  the 
anterior  primary  branches  of  sacral  nerves 
through  needles  inserted  into  the  first,  second, 
third  and  fourth  sacral  foramina.  The  caudal 
injection  is  made  into  the  caudal  canal  through 
the  sacral  hiatus.  This  combination  of  injection 
insures  a bathing  of  the  sacral  nerves  with  an- 
esthetic solution,  and  is  what  is  commonly  un- 
derstood to  be  sacral  block,  or  “sacral  anaes- 
thesia.” 

Pre-sacral  block  is  the  injection  around  the 
sacral  nerves  on  the  anterior  surface  of  the 
sacrum.  This  procedure  is  seldom  used,  since 
transacral  and  caudal  block  is  much  easier  car- 
ried out  and  more  certain  of  results. 

It  should  be  mentioned  that  spinal  anaesthesia 
should  not  be  confused  with  sacral.  In  sacral 
anaesthesia  the  injection  is  made  outside  the 
dura,  while  in  spinal,  the  solution  is  dissolved  in 
the  withdrawn  spinal  fluid  and  injected  directly 
into  the  sub-arachnoid  space.  The  latter,  of 
course,  carries  with  it  a greater  hazard  than 
.sacral  anaesthesia.  A marked  fall  in  blood  pres- 
sure is  not  an  uncommon  result  of  spinal  an- 
aesthesia. Long  continued  disorders  of  rectum 
and  bladder  and  grave  trophic  disorders  have 
been  reported  following  spinal  anaesthesia. 

Technic  of  induction:  The  equipment  required 
for  sacral  anaesthesia  should  consist  of  eight  (8) 
needles  of  about  twentv  (20)  gauge  size,  two  (2) 
of  fifty  (50)  mm.  length,  two  (2)  sixty  (GO) 
mm.  and  four  (4)  of  eighty  (80)  mm.  for  the 
transacral  block.  These  needles  should  obvious- 
ly be  sharp.  For  the  caudal  injection  a spinal 
puncture  needle  of  moderate  calibre  serves  well. 
A ten  (10)  cc  syringe  of  Luer  type  or  any  good 
syringe  which  will  fit  all  above  mentioned  needles 


will  work  well.  Some  operators  prefer  special 
type  of  eccentric  syringe  upon  which  the  needles 
lock,  such  as  devised  bv  Lundy  of  the  Alayo 
Clinic.  I,  at  present,  use  this  type  of  syringe, 
and  find  it  very  servicable  and  easy  of  manipu- 
lation. One  hundred  (100)  cc  of  warm  novo- 
cain solution  1%  strength,  to  which  G gtts.  of 
1-1000  adrenalin  is  added,  is  necessary  for 
complete  sacral  block.  The  addition  of  adrena- 
lin may  be  superfluous ; however,  it  may  jircvent 
the  rapid  absorption  of  the  solution  and  thus 
prolong  anaesthesia.  Temperature  of  the  solu- 
tion is  extremelv  important  and  should  be  95-100 
degree  F.  to  get  the  best  results. 

The  patient  who  has  previously  had  one-sixth 
grain  morphine  sulphate  hypodermically,  is 
placed  on  the  table  in  prone  position,  with  small 
pillow  under  hips  to  elevate  pelvis.  Arms  should 
be  placed  alongside  of  head,  grasping  corners  of 
table  without  pillow  under  the  head.  Care  should 
be  taken  to  have  patient  squarely  on  table  in 
comfortable  and  relaxed  position.  The  field  of 
injection  is  then  prepared  surgically  with  ben- 
zine, alcohol  and  mercurochrome,  and  draped 
with  sterile  towels.  Iodine  is  objectionable  as  it 
may  run  down  about  the  folds  around  the  anus 
and  cause  the  patient  discomfort  from  burning. 
Standing  on  the  patient's  left,  with  the  index  fin- 
ger of  the  left  hand  the  operator  palpates  the  tip 
of  coccyx,  sacral  cornu  and  sacral  notch.  The 
sacral  notch  lies  between  the  two  sacral  cornu 
and  can  usually  be  felt  as  distinct  depression  with 
tip  of  the  finger.  When  the  notch  is  found  it 
lies  over  the  sacral  hiatus  and  the  entrance  to 
the  caudal  canal.  The  primary  wheal  over  the 
notch  is  approximately  5 cm.  from  the  tip  of 
the  coccyx.  Considerable  effort  should  be  spent 
in  making  certain  of  anatomical  landmarks,  and 
placement  of  primary  wheal,  as  upon  this  will 
depend  the  success  of  introducing  needle  into 
caudal  canal.  A fifty  (50)  mm  needle  is  now 
attached  to  syringe  and  introduced  through  skin 
and  subcutaneous  tissues  which  are  immobilized 
with  first  and  second  finger  of  left  hand.  When 
the  needle  strikes  bone  of  coccyx,  the  syringe  is 
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turned  through  semi-circle,  so  that  bevel  side 
of  needle  is  toward  bone.  The  syringe  is  lowered 
so  that  the  needle  is  in  the  same  axis  as  that  of 
caudal  canal  and  advanced  piercing  the  sacro- 
coccogeal  ligament.  As  the  needle  goes  through 
the  ligament  there  is  definite  sensation  of  punc- 
turing a drum-like  membrane  and  entering  a 
hollow  cavity.  This  assures  the  operator  that 
he  has  entered  the  caudal  canal.  5 cc  of  novocain 
solution  is  injected  in  order  to  make  the  intro- 
duction of  the  caudal  needle  painless.  The 
syringe  is  detached  and  needle  is  left  in  situ.  The 
caudel  needle  is  taken  in  right  hand  between 
thumb  and  second  finger  with  inde.x  finger,  on 
the  stilette  holding  it  in  place.  \’isualizing  the 
location  of  the  50  mm  needle,  it  is  withdrawn. 
Xot  taking  eyes  off  of  field,  the  caudal  needle  is 
inserted,  using  same  technique  as  for  the  intro- 
duction of  50  mm  needle.  After  the  needle  has 
penetrated  the  skin  and  subcutaneous  tissues,  the 
inde.x  finger  is  used  to  depress  tip  and  direct  it 
into  sacral  hiatus.  This  manouver  will  be  found 
of  assistance  in  gaining  entrance  into  the  caudal 
canal.  Assuming  that  the  needle  has  entered 
the  caudal  canal,  it  is  then  advanced  as  far  as 
second  sacral  foramen.  If  it  encounters  bone 
and  cannot  be  advanced,  it  is  well  to  give  the 
needle  a half  turn  after  which  it  will  advance  to 
desired  length.  The  stilette  is  removed,  and 
note  is  made  whether  spinal  fluid  or  blood  flows 
from  needle.  If  neither,  the  syringe  is  filled 
with  few  cc  of  solution  and  attached,  aspirating 
to  detemiine  whether  blood  can  be  withdrawn. 
No  blood  noted,  cc  is  injected  and  aspiration 
again  performed.  Blood  may  appear  in  syringe ; 
if  so.  it  is  probable  that  the  needle  has  perforated 
the  ple.xus  of  veins  which  line  the  caudal  canal 
and  should  be  slightly  withdrawn  or  intravenous 
injection  will  result.  Cares  should  be  exercised 
throughout  the  whole  operation  that  needles  have 
not  entered  veins  and  intravenous  injection  made, 
as  serious  reactions  are  sure  to  follow. 

The  syringe  is  now  filled  and  injection  slowly 
made,  injecting  20  cc  of  the  warm  solution.  Cer- 
tainty that  the  caudal  needle  has  been  properly 
placed  may  be  judged. 

1st — By  ease  with  which  the  solution  is  injected 
into  cavity. 

2nd — Absence  of  tumefaction  on  posterior  surface 
of  sacrum,  noted  by  pressure  of  left  hand  on  this 
regrion. 

3rd — Parathesia  felt  by  patient  in  extremities. 

The  stilette  is  placed  in  the  caudal  needle,  and 
preparation  made  for  transacral  injection. 

The  landmarks  for  the  injection  are  the  pos- 
terior superior  spine  and  median  line  of  the  sa- 
crum. Palpating  the  posterior  superior  spine 


lightly,  a dermal  wheal  is  placed  a finger's 
breadth  below  and  a finger’s  breadth  from,  the 
median  line.  This  wheal  should  be  located  over 
the  second  sacral  foramen.  A finger's  breadth 
below  the  second,  the  wheal  over  third  is  placed. 
The  fourth  is  placed  a finger’s  breadth  below 
the  third.  In  placing  the  wheals  it  should  be 
remembered  to  allow  for  movement  of  skin  in 
various  directions  in  locating  the  foramen.  Plac- 
ing the  wheal  too  far  median  would  cause  diffi- 
culty, the  skin  being  attached  at  median  line.  A 
60  mm.  needle  is  thrust  through  second  wheal 
and  search  for  foramen  made.  On  finding  it  the 
needle  should  be  inserted  about  finger’s 
breadth.  If  not  found  after  si.x  or  eight  attempts, 
one  should  stop  and  attempt  to  find  third  fora- 
men, etc.  After  finding  one,  it  will  facilitate 
finding  the  rest.  After  placing  needles  in  sec- 
ond, third  and  fourth  foramen,  the  first  may  be 
located  by  measuring  a fingers-breadth  above 
second  and  slightly  lateral  to  a line  drawn 
through  second,  third  and  fourth.  Same  precau- 
tions in  injecting  are  noted  as  with  caudal  injec- 
tion in  the  aspiration  of  blood.  15  cc  of  solution 
is  injected  into  each  first.  10  cc  into  each  second. 
4 cc  into  each  third,  and  o cc  into  each  fourth. 
The  corresponding  foramina  on  the  right  are 
injected  in  the  same  manner.  The  operator  now 
goes  back  to  caudal  needle  and  injects  10  (ten) 
cc  more.  This  makes  approximately  100  cc  of 
1 % novocain  solution  .necessary  to  complete  the 
anaesthesia. 

Anaesthesia  results  in  about  five  to  ten  min- 
utes and  first  noted  about  anus  and  sacrum.  This 
may  be  determined  by  rela.xation  of  anal  sphinc- 
ter and  pricking  skin  about  anus  with  needle. 
After  the  operator  is  assured  of  anaesthesia,  the 
needles  are  removed  and  patient  prepared  for 
operation.  Anaesthesia  will  last  from  one  and 
one-half  to  two  hours. 

Grodinsky  of  the  University  of  Nebraska  has 
done  some  very  excellent  experimental  work  on 
cadavers  and  fresh  specimens,  showing  us  to 
what  extent  solutions  spread,  when  injected  into 
the  caudal  canal.  Also  that  novocain  undoubted- 
ly only  affects  the  sacral  neiA'es  distal  to  the 
ganglia,  this  being  the  bare  portion  of  the  ner\-e. 
He  further  explains  why  we  get  anaesthesia  of 
the  fourth  and  fifth  sacral  more  quickly  and  more 
profound  than  of  the  others,  on  the  basis  that 
in  the  fourth  and  fifth  there  is  a greater  length 
of  bare  nerv'e  exposed  to  the  solution. 

Field  of  application : Sacral  anaesthesia  un- 
doubtedly finds  its  greatest  field  of  usefulness  in 
urology  and  perhaps  ne.xt.  surgery  of  anus  and 
rectum.  It  has  sen-ed  as  one  of  the  factors  in 
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reducing  the  mortality  of  pro.^^tatectomy  from 
around  20%,  down  to  a figure  which  is  con- 
sistent with  other  types  of  operations.  As  there 
is  no  pulmonary  irritation,  there  is  no  risk  of 
pneumonia : the  patient  is  not  sick  from  the  an- 
esthesia and  is  able  to  be  up  and  about  a few 
days  after  operation.  Since  patients  who  recpiire 
prostatectomy  are  usually  of  greater  surgical  risk 
than  other  operations,  its  value  is  obvious.  In 
suprapubic  prostatectomy  it  is  necessary  to  infil- 
trate the  abdominal  wall  in  addition  to  complete 
sacral  and  caudal  block,  while  in  the  perineal 
operation  it  is  only  neces.sary  to  do  a complete 
sacral  and  caudal  block.  Sacral  anaesthesia  is 
successful  for  all  types  of  operations  upon  the 
bladder,  such  as  cystostomy,  resection  of  diver- 
ticuli,  removal  of  calculi,  and  cauterization  of 
tumors  of  bladder  wall.  Here  again,  as  the  in- 
cision is  suprapubic,  abdominal  block  is  combined 
with  the  sacral. 

In  cystoscopy  sacral  anaesthesia  is  of  extreme 
value,  as  this  procedure  can  be  made  absolutely 
painless.  The  patient  being  comfortable  and 
free  from  pain,  manipulation  can  be  more  com- 
plete and  successful.  After  the  block,  the  blad- 
der relaxes  and  can  be  completely  distended ; this 
is  of  special  value  in  cases  where  there  is  a 
marked  cystitis.  It  should  be  mentioned  that 
sacral  anaesthesia  does  not  affect  sensation  in  the 
kidney  region,  consequently  in  doing  pyelograms, 
the  patient  is  able  to  tell  the  operator  of  the  pain 
on  distention  of  the  pelvis  in  injecting  the  sodium 
iodide  solution.  Caudal  injection  alone  will  suf- 
fice in  ordinary  routine  cystoscopy  with  ureteral 
catheterization.  If  the  operator  expects  to  do 
operative  work  on  the  bladder  through  the  cy- 
stoscope,  as  fulguration,  it  is  well  to  inject  sec- 
ond and  third  sacral  foramina  to  secure  good 
anaesthesia. 

In  surgery  of  anus  and  rectum,  sacral  anaes- 
thesia perhaps  finds  its  most  common  application 
in  hemorrhoidectomy.  I find  that  it  is  ample  to 
do  a caudal  block  and  injection  of  second  and 
third  sacral  for  this  type  of  surgery.  Relaxa- 
tion of  .sphincter  muscle  is  marked  within  1.5 
minutes  after  injection,  and  patient  is  left  in 
same  position  as  for  the  block.  Fistulae,  and  fis- 
sure, can  also  be  operated  very  successfully  in 
this  way.  I have  had  occasion  to  use  caudal 
block  for  alcohol  injection  in  the  treatment  of 
pruritis  ani.  Here  it  is  very  useful,  as  local  in- 
filtration is  objectionable  on  account  of  dilution 
of  the  alcohol.  The  injection  of  alcohol  is  pain- 
ful and  should  not  be  attempted  without  an- 
aesthesia. Ball’s  operation  for  the  relief  of  pru- 
ritis can  be  very  successfully  done  under  this 


kind  of  anaesthesia.  In  radical  operations  upon 
anus  and  rectum  for  carcinoma,  sacral  anaes- 
thesia must  be  comi)lete ; that  is,  injections  must 
be  made  into  the  first,  second,  third  and  fourth 
foramina,  in  conjunction  with  the  caudal  block. 
Anaesthesia  is  successful  even  in  rather  high 
posterior  resections.  The  position  the  patient 
must  be  in,  also  the  absence  of  the  "pumping” 
experienced  in  general  anaesthesia,  makes  sacral 
anaesthesia  very  desirable  in  this  type  of  surgery. 

It  must  not  be  overlooked  that  sacral  anaes- 
thesia has  some  application  in  the  field  of  gynea- 
cology.  Here  it  might  suffice  to  mention  its  use 
in  currettment  of  uterus,  operations  on  cervix 
and  repair  of  perineum.  In  vaginal  hysterectomy 
it  cannot  be  used,  as  the  parietal  peritoneum  is 
not  anaesthetized  by  sacral  block. 

In  summarizing  the  use  of  sacral  anaesthesia, 
it  might  be  said  to  be  applicable  to  surgery  of 
the  field  supplied  by  the  sacral  plexus. 

Accidents  and  untoward  reactions : It  can  be 
said  with  considerable  assurance  that  sacral  an- 
aesthesia is  safe  anaesthesia.  Occasional  reac- 
tions may  result  from  intravenous  injection, 
which  will  be  followed  by  increase  in  jndse  rate. 
If  considerable  amount  of  solution  be  injected, 
anginal  pain  and  respiratory  embarrassment  will 
follow,  which  will  require  morphine  for  relief. 
However,  the  incidence  of  intravenous  injection 
is  in  indirect  jiroportion  to  care  in  technique  of 
operator.  If  care  is  used  that  needles  are  not 
in  veins  before  injection  is  made,  there  will  be 
very  little  cause  for  concern. 

Lundy,  of  the  Mayo  Clinic,  reports  two  cases 
in  which  there  was  an  area  of  necrosis  over  the 
sacrum  following  sacral  block.  One  healed  spon- 
taneoush' ; the  other  was  extensive  enough  to 
require  skin  graft.  Considering  the  great  num- 
ber of  cases  in  which  sacral  block  is  used  at  the 
Mavo  Clinic,  this  is  negligable.  He  calls  atten- 
tion to  the  fact  that  in  thin  or  elderly  patients 
the  skin  over  sacrum  should  be  protected  from 
pressure  in  the  post-operative  period. 
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PERITONEAL  ABSORPTION* 


C.  W.  M.  POYNTER,  M.  D., 

Department  of  Anatomy,  Colleg-e  of  Medicine,  University  of  Nebraska. 

Omaha,  Nebraska. 


Your  committee  has  asked  me  to  report  on 
the  experimental  work  on  peritoneal  absoqMion 
which  I.  together  with  my  graduate  students, 
have  been  carrying  out  during  the  past  two  or 
three  years.  In  this  brief  resume  it  is ‘impossible 
to  present  for  your  consideration  the  accumulat- 
ed evidence  which  our  experiments  have  furnish- 
ed, so  we  must  content  ourselves  with  certain 
conclusions  which  have  grown  out  of  them.  Our 
work  was  undertaken  to  determine  the  reaction 
of  the  peritoneum  to  solutions  and  suspensions  of 
particulate  matter,  to  find  out  how  absorption 
occurred  and  the  paths  taken.  We  felt  that  these 
questions  must  be  definitely  answered  before  any 
satisfactory  effort  could  be  made  to  improve  the 
more  or  less  unsatisfactory  therapy  in  acute  per- 
itonitis. Y'e  hope  that  some  of  the  facts  which 
our  work  emphasizes  may  determine  new  pro- 
cedures more  in  accord  with  the  physiological 
processes  which  an  acute  inflammation  calls  out. 

Our  experiments  have  been  carried  out  on  all 
of  the  laboratory  animals  and  the  results  are  so 
constant  and  similar  that  we  present  the  reac- 
tions to  dyes  and  bacteria  as  normal  physiologi- 
cal reactions  for  the  animal  group  rather  than 
specific  for  any  particular  species.  The  clinical 


Fiifure  1.  Photograph  of  the  under  surface  of  the  diaphragm  five 
minutes  after  injection  of  a 1%  solution  of  India  ink  into  the  peritoneal 
cavity.  The  dark  radiating  lines  show  where  the  dye  is  being  taken  into 
the  subserous  lymph  channels. 

behavior  of  the  patient  with  acute  peritonitis  is 
so  exactly  parallel  to  our  experiments  that  we 
feel  safe  in  using  them  to  explain  the  obscure 
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and  uncontrolled  questions  of  the  average  pa- 
tient. It  has  been  customary  to  make  a sharp 
distinction  between  bacteria,  particulate  matter, 
and  toxines,  true  solutions,  in  considering  absorp- 
tion but  our  results  have  shown  that  such  dis- 


tinctions are  quite  superfluous  because  particulate 
matter,  as  well  as  solutions,  reach  the  blood 
stream  by  the  same  routes  and  in  a very  short 
time. 

When  particulate  matter,  India  ink  may  stand 
for  the  type  because  it  is  quite  inert  and  easily 
followed,  is  injected  itito  a normal  peritoneal  cav- 
ity it  rapidly  finds  its  way  to  the  under  surface 
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of  the  diaphragm.  Posturing  the  animal  only 
slightly  delays  the  process.  As  soon  as  the  dye 
comes  in  contact  with  the  peritoneum  it  finds  its 
way  through  the  peritoneal  surface  to  enter  the 
small  lymph  radicles  in  the  subserous  layer. 
These  small  channels  are  arranged  in  irregular 
radiating  nets  which  tend  to  produce  an  etched 
pattern  on  the  diaphragm  shown  in  figure  1, 
covering  all  of  the  region  occupied  by  muscle. 
These  small  channels  join  to  form  two  main 
pathways  on  each  side,  one  ventral  and  the  other 
dorsal,  which  are  known  as  the  parasternal  and 
paravertebral  lymphatic  channels.  These  chan- 
nels extend  upward  and  after  passing  through 
the  superior  mediastinal  lymph  nodes  empty  into 
the  great  veins  in  the  root  of  the  neck.  The  en- 
tire scheme  of  this  system  is  illustrated  in  figure 
2.  We  have  always  been  impressed  by  the  rapid- 
ity of  the  process ; from  three  to  five  minutes 
is  sufficient  for  the  dye  to  reach  the  blood  stream 
after  interperitoneal  injection. 

I wish  to  correct  an  erroneous  impression  that 
the  thoracic  duct  acts  as  a channel  to  convey 
materials  absorbed  from  the  jieritoneal  cavity. 
While  the  superior  mediastinal  portions  of  the 
lymph  channels  on  the  left  frequently  join  the 
thoracic  duct  before  it  enters  the  veins  we  have 
never  found  dye  in  the  thoracic  portion  of  the 
duct.  It  seems  to  me  that  the  only  important 
point  to  stress  in  these  findings  is  that  suspen- 
sions of  particulate  matter  or  solutions  find  their 
way  rapidly  to  the  blood  stream  through  the 
parasternal  and  paravertebral  lymphatics.  It  is 
interesting  to  observe  that  the  superior  media- 
stinal lymph  nodes  are  always  filled  with  bac- 
teria after  an  acute  peritonitis  and  yet  these 
nodes  almost  never  break  down  from  such  ex- 
posure. We  have  found  the  lymphatics,  describ- 
ed above,  the  only  ones  filled  by  direct  absorp- 
tion from  the  peritoneal  surface,  those  channels 
situated  in  the  mesenteries  and  connected  with 
the  nodes  about  the  origin  of  the  superior  mesen- 
teric artery  have  their  beginnings  in  the  walls 
of  the  intestines  and  other  viscera  and  in  order 
to  fill  them  it  is  necessary  to  deposit  the  dye 
with  a needle  in  the  wall.  It  is  conceivable  that 
absorption  might  occur  through  these  channels 
in  cases  of  ulcerative  processes  but  none  of  our 
e.xperiments  with  induced  peritonitis  have  suc- 
ceeded in  filling  them. 

The  lymphatics  are  not  the  only  paths  of  per- 
itoneal absorption  but  both  particulate  matter 
and  solutions  are  taken  up  by  the  omenta  and 
passed  directly  to  the  portal  circulation.  Figure 
3 is  a photograph  taken  one  hour  after  an  inter- 
peritoneal injection  of  India  ink.  It  shows  the 
omenta  filled  with  the  dye  and,  what  is  possibly 


equally  important,  it  shows  that  other  peritoi'.eal 
surfaces  do  not  absorb  to  any  apprccial)le  extent. 


Fij?ure  3.  Photograph  of  abdomen  and  thorax  one  liour  after  inter- 
peritoneal injection  of  India  ink  to  show  particularly  th.^  deeji  dying  of 
the  omenta  through  which  rlie  dye  is  taken  directly  into  the  I’ortal  cir- 
culation. 

Of  course  the  destination  of  all  material  taken 
up  by  this  route  is  the  liver  as  our  experiments 
have  repeatedly  proven. 

To  the  person  who  has  to  do  with  acute  peri- 
tonitis it  is  somewliat  more  convincing  to  use 
bacteria  instead  of  dyes  although  the  behavior  is 
exactly  the  same.  A number  of  experiments 
with  B.  typ]ii  minium  showed  that  the  absorption 
of  bacteria  is  by  the  two  routes  described  above 
and  is  equally  rapid.  Within  eight  minutes  from 
the  interperitoneal  injection  of  broth  cultures 
bacteria  can  be  grown  from  the  blood  of  the  tail. 

There  has  always  been  a question  as  to  the 
absorption  from  the  acutely  inflamed  peritoneum; 
in  order  to  answer  this  we  repeatedly  induced 
peritonitis  and,  at  various  intervals  in  the  pro- 
cess, examined  its  reaction  to  absorption.  We 
found  that  the  paths  were  the  same  and  the  ab- 
sorption rate  did  not  materially  differ  from  the 
rate  for  the  normal  membrane.  Absorption  is 
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slightly  freer  in  early  severe  infection  and  is 
definitely  less  in  old  fibrinous  processes : it  is 
possible  that  the  interference  with  circulation  of 
fluids  within  the  cavity  in  the  latter  case"'  is  re- 
sponsible for  the  difference.  As  to  the  fate  of 
the  bacteria  in  these  experiments ; after  two  or 
three  days  they  disappear  from  the  blood  stream 
and  a very  little  later  the  peritoneal  contents  is 
also  sterile  even  when  the  gross  appearance  is 
still  one  of  acute  peritonitis. 


W e have  carried  this  work  over  to  clinical 
cases,  carefully  checking  cases  of  acute  peritoni- 
tis in  the  L niversity  Hospital  both  for  blood  cul- 
tures and  peritoneal  cultures,  and  find  they  agree 
with  our  experimental  procedures.  \\’e  may  con- 
clude that  absorption  has  contaminated  the  gen- 
eral circulation  long  before  any  operative  pro- 
cedure can  be  instituted  and  that  the  process  can 
be  little  if  at  all  influenced  by  so  called  surgical 
drainage. 


THE  TREATMENT  OF  EMPYEMA^ 

ROY  H.  WHITHAM,  A.  B.,  M.  D., 

Lincoln.  Nebr. 

A Review  of  14  Cases  from  the  Surgical  Department  of  the  Lincoln  General  Hospital  With 
Remarks  on  the  Closed  Drainage  Method. 


More  progress  has  been  made  in  the  surgery 
of  the  chest  during  the  last  two  decades  than  of 
any  other  region  in  the  body.  Although  the 
greatest  advance  has  been  made  in  the  treatment 
of  chronic  disease  of  the  lung  by  collapsing  pro- 
cedures. extirpation  of  lung  substance  and  bron- 
choscopy, some  further  understanding  of  the 
principles  involved  in  the  treatment  of  acute  em- 
pyema has  led  to  modification  of  the  manage- 
ment of  this  common  and  important  condition. 

I have  prepared  an  analysis  of  fourteen  cases 
from  the  L.incoln  General  hospital,  and  while  no 
definite  conclusions  can  be  drawn  from  so  small 
a series,  some  interesting  features  of  the  disease 
can  be  pointed  out.  and  since  these  patients  were 
under  the  care  of  eleven  different  surgeons  and 
as  many  medical  consultants,  the  tendencies  to- 
ward the  different  methods  of  treatment  in  this 
community  can  be  observed.  M’hile  particular 
emphasis  will  be  laid  on  treatment  there  are  cer- 
tain other  features  which  could  not  escape  my 
attention  and  which  I "shall  comment  upon  briefly. 

Eight  of  the  patients  were  children  from  two 
to  six  and  six  were  adults;  in  a large  series  it 
would  be  well  to  group  them  separately.  Eight 
were  males  and  six  females.  In  eleven  out  of 
the  fourtee.i  cases  the  empyema  occurred  on  the 
right  side.  ( )nly  one  of  the  cases  terminated 
fatally,  and  this  was  a man  in  whom  the  dis- 
ease was  associated  with  a caries  of  the  dorsal 
spine  with  flaccid  paralysis,  the  empyema  appar- 
ently occurring  secondarily. 

All  but  three  of  the  cases  followed  an  acute 
respiratory  infection,  in  most  ca.ses  defined  as 
pneumonia.  Of  these  three,  one  was  traumatic 
in  origin,  one  followed  pneumothorax,  and  one 
caries  of  the  spine. 

♦lUad  before  the  l.«aBca^'ter  County  Medical  S^'-ciety,  Nov.  20.  1929. 


Bacteriology:  Bacteriological  report  was  avail- 
able in  seven  of  these  cases,  but  in  these  the  or- 
ganisms were  not  all  completely  identified.  Two 
were  due  to  the  pneumococcus,  one  showed  no 
bacteria  in  the  smear  but  was  not  cultured,  one 
showed  no  growth  on  culture.  One  cultured 
streptocuccus.  and  two  a diplobacillus  unidenti- 
fied. 

The  pre-operative  temperatures  were  surpris- 
ingly low,  in  all  uncomplicated  cases  100  to  102.5. 
The  white  cell  count  was  not  constant ; in  seven 
out  of  twelve  cases  from  18,000  to  24.000.  in  two 
cases  near  8,000,  and  in  the  other  three  12,000  to 
14,000. 

Physical  findings  were  classical  in  every  case, 
and  aspiration  was  successful  in  every  one  of 
twelve  cases  in  which  there  is  record  of  its  at- 
tempt. 

X-ray:  There  was  an  abnormal  shadow  of  the 
lung  in  all  of  nine  cases  in  which  this  informa- 
tion was  available.  In  two  cases  fluroscopic  ex- 
amination revealed  the  presence  of  fluid.  In 
four  cases  the  only  pre-operative  examination 
led  to  a definite  diagnosis  of  fluid,  in  two  cases 
the  shadow  was  not  interpreted  as  fluid,  and  in 
one  case  fluid  was  demonstrable  by  x-ray  six 
days  after  the  first  examination  in  which  the 
shadow  had  not  been  interpreted  as  fluid. 

Coni  (plications:  In  five  of  the  cases  the  em- 
pyema was  complicated  by  some  other  condition 
before  operation  was  instituted.  One  had  an  ac- 
companying sub-diaphragmatic  abscess,  one  an 
abscess  of  the  dorsal  spine,  one  was  recently  op- 
erated upon  for  appendicitis,  one  had  pneumo- 
thorax, and  one  a mastoid  infection. 
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TABLE 

NO.  I 

No. 

Cases  371  cases 

* 446 

Age — Children  2-6  Trs.... 

. 8 

371 

Adults  

. 6 

0 

Sex — Male  

..  8 

146 

Female  

. 6 

121 

Side — Right  

.11 

105 

Left  

. 3 

155 

Bilateral  

7 

Mortality — Deaths  

. 1- 

■7%  19% 

299? 

Etiology — Acute  respira- 

tory  infection. 

.11 

92% 

Trauma  

,.  1 

Pneumothorax. 

. 1 

Caries  of  Spine  1 

Bacteriology — Seven  cases 

Pneumococcus  

2 

73 

252 

No  bacteria  

2 

20 

Streptococcus  

..  1 

23 

19 

Diplobacillus  (not  iden- 

tified)  

2 

Staphylococcus  

6 

39 

White  cell  count — Twelve  cases 

8,000  

2 

12,000  to  14,000 

. 3 

Average 

18,000  to  24,000 

..  7 

34,000 

X-ray — Nine  cases 

Positive  fluid  6 

Negative  fluid  2 

Negative  then  positive..  1 
Complications — 

Pre-operative  5 

Subdiaphragmatic  ab- 
scess   1 

Abscess  of  dorsal  spine  1 

Appendectomy  1 

Pneumothorax  1 

Mastoiditis  1 

*Parr  and  Levine,  Empyema  in  Children,  Surg.  Gyn. 
& Obs.  XLVI:79.  Jan.,  1928. 

**Downes,  Treatment  of  Empyema  in  Children,  Med. 
J.  of  Australia,  2:105,  July  23,  1927. 


tion.  The  open  type  of  operation  was  done  in 
eight  cases,  rib  resection  in  seven  and  intercostal 
drainage  in  one.  Closed  drainage  was  attempted 
in  the  other  si.x  cases.  I wish  to  compare  the  re- 
sults of  these  two  types  of  operation. 

Mortality.  In  the  only  fatal  case  rib  resection 
was  done.  This  is  of  no  significance  since  a 
fatal  outcome  was  to  be  expected  here. 

Morbidity.  The  time  in  the  hospital  after  op- 
eration is  the  only  index  to  the  morbidity,  since 
no  record  could  be  obtained  concerning  the 
progress  afterward.  All  cases  were  draining  at 
the  time  of  discharge.  The  open  drainage  cases 
were  in  the  hospital  from  two  to  thirty-four  days 
after  operation,  averaging  thirteen  days.  The 
closed  drainage  cases  from  thirteen  to  thirty- 
nine  days,  averaging  twenty-three  days. 

Complications.  Complications  arose  after  op- 
eration in  two  cases.  One  of  the  open  drainage 
cases  developed  an  abscess  in  the  pleura  away 
from  the  site  of  drainage,  requiring  secondary 
operation.  One  of  the  closed  drainage  cases  de- 
veloped a subcutaneous  abscess  away  from  the 
site  of  the  drainage  which  required  incision. 

Efficiency  of  Closed  Method.  Five  of  the 
closed  drainage  cases  had  x-ray  examination  aft- 
er operation,  all  but  one  of  these  cases  showing 
expansion  of  the  lung  without  pneumothorax. 
In  one  case  the  closed  drainage  failed,  the  lung 
collapsing  and  pneumothorax  appearing. 


TABLE  NO.  II 


Open 

Method 

Operation  8 

Mortality  1 

Morbidity 

Hospital  time  extremes 2-34  days 

Hospital  time  average 13 

Complications 

Encapsulated  empyema 

(secondary  op.)  1 

Subcutaneous  abscess  0 

Convalescence  (Omitting  fatal 
and  two  day  case) 

Practically  afebrile  4 

Febrile  2 

Results — Good  or  improved  at 

discharge  7 

Efficiency  of  Closed  Method 


(five  cases  with  post-op.  x-rays) 

Closed  

Pneumothorax  


Closed 

Method 

6 

0 

13-39  days 
23 


0 

1 


4 

2 

7 


4 

1 


Very  little  comment  is  necessary  on  these  find- 
ings. The  diagnosis  in  all  these  cases  was  strong- 
ly suggested  by  the  history  and  physical  examin- 
ation and  could  be  confirmed  by  thoracentesis. 
The  x-ray  proved  misleading  in  three  out  of  nine 
cases. 

Treatment.  The  treatment  was  operative  in 
every  case;  none  was  treated  by  simple  aspira- 


Convalescence.  Of  six  open  and  closed  drain- 
age cases  with  recovery,  the  convalescence  in 
four  of  each  was  practically  afebrile  and  in  two 
cases  of  each  was  stormy  with  fever  continu- 
ing for  many  days.  In  the  two  closed  drainage 
cases  the  fever  continued  a little  longer  than  in 
the  two  open  drainage  cases. 

Residts.  At  the  time  of  discharge  from  the 
hospital  all  recovered  cases  were  labeled  “im- 
proved” or  “good.”  I have  no  record  of  the 
eventual  result  in  many  of  the  cases. 

Comment.  I am  glad  to  see  the  use  of  the 
closed  drainage  method  by  many  surgeons  of  this 
community.  I believe  it  is  more  widely  used 
than  the  open  drainage  method.  The  procedure 
of  choice  still  remains  controversial,  but  there 
are  certain  features  of  the  closed  method  which 
make  it  seem  the  more  rational,  as  a primary  pro- 
cedure. The  results  of  the  cases  I have  reviewed 
are  excellent  and  give  no  evidence  of  the  super- 
iority of  either  method. 

The  theoretical  advantage  of  the  closed 
drainage  method  are:  (1)  It  is  a conservative 
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operation  and  can  be  performed  more  quickly 
and  with  less  shock  than  rib  resection.  (Inter- 
costal incision  is  probably  no  more  shocking  than 
trochar  thoracotomy). 

(2)  By  preserving  the  expansion  of  the  lung 
it  produces  less  fall  in  the  vital  capacity  than 
the  open  method.  This  is  important  when  the 
opposite  side  is  affected  by  a pneumonia  or  em- 
pyema. 

( 3 ) By  preserving  or  producing  expansion  of 
the  lung  and  apposition  of  the  pleural  surfaces 
there  is  less  danger  of  a chronic  empyema. 

The  disadvantages  of  the  method  are : ( 1 ) 

Drainage  may  be  inadequate  or  difficult.  A 
large  catheter  with  wide  denestra  will  aid  in 
overcoming  this  disadvantage. 

(2)  The  apposition  of  pleural  surfaces  may 
lead  to  a pocketing  of  pus  elsewhere  in  the 
pleural  cavity.  It  occurred  in  this  series  in  one 
case  in  which  the  operation  performed  was  rib 
resection.  Pleural  adhesions  existing  prior  to 
operation  probably  lead  to  this  condition  more 
often  than  those  forming  after  operation. 

Contraindications : Attempted  closed  drainage 
is  contraindicated : 

( 1 ) When  there  is  an  encapsulated  empyema 
of  long  standing  which  is  surrounded  by  thick 
rigid  walls. 

(2)  When  the  fluid  contains  a great  amount 
of  thick  fibrin  or  blood  clot  which  could  not  be 
expected  to  pass  through  the  tube. 

Management : I believe  that  in  cases  of  em- 
pyema where  hospital  facilities  are  available,  and 
where  these  contraindications  do  not  exist,  closed 
drainage  should  be  the  primary  procedure.  The 
fluid  should  be  aspirited  slowly  and  aspiration 


discontinued  when  the  patient  becomes  uncom- 
fortable or  coughing  begins,  to  be  resumed  in 
two  or  three  hours.  \\'ithin  twenty-four  hours 
the  pleural  cavity  is  empty,  and  can  be  kept 
empty  by  periodic  aspiration,  the  use  of  a rub- 
ber finger-cot  as  a valve,  or  by  continuing  the 
drainage  line  down  the  side  of  the  bed  and  plac- 
ing it  under  water.  Lilienthal  says  that  one- 
third  of  the  cases  become  convalescent  with  this 
procedure  alone. 

If  the  tube  becomes  stopped  or  the  tempera- 
ture continues  after  seventy-two  hours,  irriga- 
tion with  saline  or  Dakin’s  solution  mav  be  in- 
stituted. In  case  excapsulated  empyema  occurs, 
another  operation  may  be  performed  at  that 
site. 

At  the  end  of  a week  or  ten  days  the  tube 
usually  either  falls  out  or  the  sinus  becomes  so 
large  that  the  tube  does  not  fit  tightly.  If  col- 
lapse of  the  lung  has  not  occurred  before  this 
time  there  is  very  little  danger  of  its  occurrence 
probably  because  of  pleural  adhesions  around  the 
sinus,  and  the  tube  may  be  replaced,  cut  off 
or  be  replaced  by  other  rubber  drainage. 

If  a leak  has  occurred  during  the  first  few 
days  and  the  lung  becomes  collapsed,  open  drain- 
age follows.  If  then  the  sinus  can  be  kept  open 
enough  by  a tube  to  provide  adequate  drainage, 
aspiration  and  irrigation  may  be  continued,  or  a 
larger  opening  can  be  provided  by  partial  resec- 
tion of  one  or  more  ribs. 

There  should  be  no  hesitancy  about  following 
a primary  trochar  thoracotomy  by  a secondary 
operation  of  either  closed  or  open  type,  should 
the  need  arise.  The  patient  has  almost  invar- 
iably benefitted  by  the  primary  drainage  even 
though  inadequate  and  is  a better  risk  than  at  the 
primary  operation. 


THE  OMAHA  PUBLIC  SCHOOL  LUXCH  AND  MILK  FUND 

MRS.  MILLARD  LANGFELD, 

Omaha,  Nebr. 


-•\s  jihysicians,  you  are  all  familiar  with  many 
of  the  facts  stated  in  this  paper.  I feel,  however, 
that  their  reiteration  will  emphasize  more  strong- 
ly the  need  of  the  activities  carried  on  in  Omaha 
under  the  name  of  the  Public  School  Lunch  and 
Milk  Fund. 

Food  is  man's  chief  enemy  or  friend.  Sun- 
shine, pure  air,  proper  diet  fomi  the  triumvirate 
of  his  well-being.  If  men  are  “but  children  of 
a larger  growth,”  and  if  the  period  of  growth 
and  development  is  childhood,  and  growth  and 
development  are  directly  traceable  to  correct 


diet,  then  the  study  of  the  food  of  children  is  a 
most  important  one.  The  subject  of  their  nutri- 
tion is  well  worth  consideration,  and  should  be 
a matter  of  civic  interest,  for  it  yields  sound 
economic  returns.  Adults  have  to  eat  to  main- 
tain proper  weight  and  normal  health,  whereas 
children  have  to  eat,  not  only  for  health,  “but 
to  supply  sufficient  power  and  energy  to  increase 
their  weight  from  fifteen  to  twenty-five  times 
their  weight  at  birth."  Tubercular  children  are, 
as  a rule,  undernourished  children ; rickets,  scur- 
vy, xerophthalmia — a severe  eye  infection,  often 
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leading  to  blindness,  and  a dread  army  of  diseases 
found  in  far  too  great  a percentage  among  school 
children,  is  very  largely  due  either  to  an  insuf- 
ficiency of  food  or  to  malnutrition. 

An  improper  diet  causes,  according  to  the  best 
medical  testimony,  not  only  physical  ills  and 
mental  inertia,  together  with  an  unstable  nervous 
system,  but  also  a lessened  resistance  to  disease 
infection,  and  a consequent  weakened  vitality 
after  disease,  leading  either  to  chronic  invalidism, 
or  to  a shortening  of  life.  Diet,  it  is  acceded, 
is  the  very  biggest  factor  in  the  life  of  an  indi- 
vidual. It  has  been  aptly  phrased  that  as  the 
individual  is  the  unit  of  the  race,  the  maintenance 
of  the  health  of  the  individual  unquestionably  in- 
sures the  maintenance  of  the  health  of  the  race. 
These  statements  may  be  trite,  but  they  are  ac- 
curate. 

For  the  last  thirty  years  more  has  been  learn- 
ed about  scientific  nutrition  than  in  hundreds  of 
years  preceding  them,  for  within  that  period 
nutritional  laboratories  have  been  established  in 
which  tests,  as  to  the  properties  of  various  foods 
are  made  upon  animals,  and  their  effects  noted. 
Those  familiar  with  this  work  know  that  the  dif- 
ference in  animal  activity,  disposition,  growth, 
health  and  longevity,  as  influenced  by  the  char- 
acter of  their  diet,  is  almost  incomprehensible. 
Tests  have  proven  that  in  large  measure  the  same 
causes  produce  the  tardy  or  punctual  child,  the 
child  who  cries  in  the  class  room,  or  the  happy 
one,  the  backward  or  the  alert  child,  as  produce 
the  healthy  or  unhealthy  chick,  the  brooding  or 
frisky  white  mouse,  the  diseased  guinea  ])ig  or 
its  well  developed,  healthy  twin.  The  slogan, 
“clean  milk  made  the  difference”  is  endorsed  by 
experiment. 

Many  cities,  recognizing  the  seriousness  of  the 
problem  of  the  under  or  malnourished  child,  and 
knowing  that  nowhere  could  he  be  reached  so 
effectively,  or  in  so  large  numbers,  as  through 
the  school  house,  feel  that  they  have  gone  a long 
way  towards  its  solution  by  the  distributing  of 
milk,  and  the  establishing  of  school  lunches  in 
the  grade  schools. 

A noted  jurist,  commenting  on  this,  said  that 
as  essential  as  the  public  school  system,  are  the 
school  lunches.  He  said  this  because  he  realizes 
that  malnutrition  is  frequently  the  cause  of  fail- 
ure and  degeneracy,  and  that  children  who  have 
been  wrongly  nurtured  find  it  hard  to  adjust 
themselves  to  the  rights  and  demands  of  society 
— a condition  that  produces  much  economic  dis- 
tress. Proper  attention  paid  to  the  diet  of  chil- 
dren would  save  many  a later  hospital  and  prison 


bill.  Hunger  and  fatigue  unciuestionably  lead  to 
disease  and  desperation,  and  des])eration  leads  to 
crime. 

Stimulated  by  the  efforts  of  the  F.  S.  govern- 
ment in  trying,  through  its  i)ublications  to  get 
this  message  across.  Interested  in  statistics  com- 
piled by  a committee  on  school  ins])ection  that 
showed  that  out  of  18,00(1, 000  pupils  in  the  public 
schools  3,000,000  w'ere  repeating  a grade  a sec- 
ond, third,  fourth  or  even  fifth  time,  at  a cost 
of  approximately  $100,000,000  per  annum,  an  ex- 
pense declared  to  be  largely  wasteful,  prevent- 
able, and  due  in  great  measure  to  undernourish- 
ment. Impressed  by  the  fact  that  the  weighing 
of  the  children  should  be  accompanied,  to  be 
complete  in  its  results,  by  the  availability  of  milk 
where  needed,  or  wished  for,  we  investigated 
conditions  in  Omaha.  Owing  to  their  daily  con- 
tacts with  children,  we  asked  some  of  the  teach- 
ers to  aid  us  in  this  research  with  the  following 
results:  From  their  statistics  we  discovered  that 

in  a first  grade  of  36  children,  six,  before  coming 
to  school  had  had  a warm  cereal  or  toast  or  milk ; 
many  coffee  or  water  instead  of  milk,  and  in  an 
alarming  percentage,  simply  bread  and  water. 

In  a third  grade  of  46,  a large  number  had 
had  coffee  and  beans,  heavy  meat  and  coffee, 
water  and  pie,  chocolate  cake  and  water,  and  in 
other  grades  we  found  18  who  were  coming  ab- 
solutely breakfastless  to  school. 

Xot  long  ago  a boy  fainted  in  school.  His 
teacher  discovered  that  it  had  been  some  time 
since  he  had  had  food — no  breakfast  at  all,  and 
no  adequate  meals  for  days. 

In  the  fourth  grade  a truant  was  questioned 
by  his  teacher,  only  to  find  that  his  truancy  had 
been  on  account  of  a quest  for  food.  The  in- 
vestigation further  revealed  that  in  many  cases 
where  the  food  supply  was  sufficient,  it  was 
atrociously  unbalanced. 

In  some  instances,  the  parents,  or  a widowed 
or  deserted  mother,  left  home  early  in  the  morn- 
ing to  hold  down  a job.  and  the  children  had  to 
shift  for  themselves.  At  noon  some  of  them  re- 
turned to  a cheerless,  lonesome  room  and  a piece 
of  bread  and  cold  coffee,  others  with  a nickel 
went  to  a nearby  store  and  bought  cheap  candy, 
or  to  a restaurant  and  bought  a piece  of  pie. 
Through  investigation  we  learned  that  to  many 
a child  milk  at  home  is  practically  unknown ; 
through  experience  we  have  learned  the  psychic 
value  of  many  children  drinking  milk  together, 
instead  of  the  one  lonely  child  drinking  it  at  the 
one  lonely  breakfast  table — it  simply  doesn’t 
drink. 
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On  data  furnished  by  this  investigation,  and 
with  the  co-operation  of  the  board  of  educa- 
tion and  the  active  support  of  some  who  are 
always  ready  to  aid  in  a constructive  piece  of 
work,  was  started  the  Public  School  Lunch  and 
^lilk  Fund,  a fund  sustained  at  present  by  vol- 
untary subscriptions  from  individuals  and  clubs, 
who  contribute  monthly  or  yearly. 

Thoroughly  cosmopolitan,  it  owes  its  support 
neither  to  any  one  individual  nor  organization. 

Among  her  many  duties  the  school  nurse 
weighs  the  pupils,  determining  the  percentage  of 
those  under  weight.  The  Public  School  Lunch 
and  Milk  Fund  stands  ready  to  supply  the  milk 
or  food  whereby  the  weight  is  brought  up  to 
normal,  and  the  child’s  disease  resistance  is  for- 
tified. The  Public  School  Lunch  and  iMilk  Fund 
supplies  for  cost  (or  gratuitously  when  neces- 
sary) milk  and  graham  crackers,  once  or  twice 
daily,  as  requested  by  the  principal  of  a school. 
Besides  this  daily  distribution  of  milk  in  all  of 
the  schools  in  which  we  work,  in  two  of  our 
schools  a hot  lunch  was  served  twice  weekly,  and 
in  one  of  the  schools  where  it  was  requested,  a 
daily  lunch  was  served.  At  several  schools  we 
served  breakfasts,  (hot  porridge,  the  best  milk 
and  sugar),  to  take  care  of  such  children,  who, 
unhappily,  perforce  of  circumstance,  come  break- 
fastless to  school.  In  one  school  there  were  1<S, 
and  in  another  40,  of  such  children.  During 
our  first  year  (Sept.  1927-June,  1928)  we  work- 
ed in  two  schools.  At  the  close  of  this,  our  sec- 
ond year  (Sept.  1928-June  1929)  we  worked  in 
eleven,  and  from  this  beginning  it  is  our  ambition 
to  multiply  this  nutrition  work  until  all  of  the 
schools  needing  or  desiring  it  are  included. 

3, Inch  attention  is  paid  to  the  way  the  food 
is  served,  for  we  believe  that  what  is  pleasing 
to  the  eye  is  stimulating  to  the  mind,  and  that 
a happy  frame  of  mind  conduces  to  good  diges- 
tion. ^^’e  aim  to  have  the  lunch  room  a bright, 
sunny  place,  attractive  with  pictures  and  plants, 
with  luncheon  cloth  and  flowers,  and  on  the 
blackboards  are  bright  colored  pictures  of  veget- 
ables. fruits  and  bottles  of  tempting  milk,  some- 
times cut  out  and  mounted  by  the  girls  of  the 
art  classes.  In  each  of  our  simple,  wholesome 
lunches,  proper  food  values  and  combinations  are 
carefully  studied,  and  food  suitable  to  the  season 
is  stressed.  Cooling  fruit  gelatines,  when  it  is 
warm,  a hot  dish  when  the  cooler  days  are  on. 

Sample  lunches: 

Warm  ginger  bread,  cottage  cheese,  milk. 

Baked  apple  with  raisin  center,  buttered  nut  sand- 
wich, milk. 

Baked  potato,  buttered  whole-wheat  bread  sand- 
wich with  lettuce  leaf,  milk. 


Fruit  gelatine,  buttered  raisin  bread,  milk. 

And  now  I am  asked  to  touch  upon  the  high 
spots  of  our  nutrition  work.  There  are  two 
kinds  of  accomplishments,  (a)  the  tangible  kind 
revealed  by  statistics,  and  (b)  the  more  subtle, 
intangible  kind,  that  have  not  only  an  economic 
but  a psychic  and  social  value  as  well.  I believe 
our  achievements  lie  in  both  directions:  (a) 

Last  year  were  served  in  one  month  1000  indi- 
vidual lunches;  240  breakfasts;  1514  quart  bot- 
tles of  milk ; 6050  half-pint  bottles,  were  distrib- 
uted. 

This  year  were  served  in  one  month  1800  in- 
dividual lunches  ; 840  individual  breakfasts  ; 2260 
quart  bottles  qf  milk,  9040  half-pints  were  dis- 
tributed. The  greatest  quantity  of  milk  was  dis- 
tributed during  a long  cold  spell,  during  which 
790  different  children  were  reached  daily  in  the 
eleven  schools  in  which  we  worked.  As  many 
as  12.494  half-pint  bottles  were  then  distributed 
in  one  month.  At  this  time  the  price  of  milk 
was  raised  for  the  ordinary  consumer,  one-fourth 
cent  for  a half-pint  bottle,  and  would  have  been 
prohibitive  for  many  children  had  it  not  been 
for  the  Public  School  Lunch  and  i\Iilk  Fund. 

Some  of  the  nurses’  charts  show  the  following 
results:  (These  are  the  statistics  from  three 

schools,  where  breakfasts,  lunches  and  daily  milk 
were  given) — 32  children,  10  per  cent  or  more 
under  weight.  After  one  semester  this  number 
was  decreased  to  22.  Of  these  22  remaining,  all 
gained.  Some  of  the  very  remarkable  gains 
were : two  children  who  in  one  semester  gained 
5 lbs.;  five  children  who  in  one  semester  gained 
0 lbs. ; one  child  who  in  one  semester  gained  7 
lbs. ; one  child  who  in  one  semester  gained  10 
lbs.;  1 child  who  in  one  semster  gained  15  lbs. 

At  another  school  where  79  children  were 
served  daily  milk  and  graham  crackers  from 
Feb.  1st  to  March  31st  the  results  were:  Four- 

teen children  from  10  per  cent  to  25  per  cent 
under  weight  were  brought  up  to  normal ; 34 
children  from  10  per  cent  to  25  per  cent  under 
weight  were  brought  up  to  very  near  normal. 
Of  this  group  56  were  reported  as  drinking  more 
milk  at  home  than  they  had  previously  done, 
while  some  who  would  not  drink  it  at  home 
were  relishing  it  at  school.  In  the  case  of  50 
children,  teachers  reported  improvement  in  school 
work  and  general  demeanor,  which  they  felt  was 
attributable  to  the  drinking  of  milk. 

From  another  school  came  the  following  sta- 
tistics from  a group  of  daily  milk-drinking  chil- 
dren. Milk  drinking  started  in  October. 
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Weights  in  September  Weights  in  .January 


46% 

lbs. 

50.5 

lbs. 

40 

lbs. 

45. 

lbs. 

41% 

lbs. 

49.5 

lbs. 

37  */2 

lbs. 

39.5 

lbs. 

38% 

lbs. 

41 

lbs. 

51 

lbs. 

56 

lbs. 

40 

lbs. 

44.5 

lbs. 

37% 

lbs. 

41 

lbs. 

Teachers 

reported  all 

improved  in 

work 

in  demeanor. 

(b)  As  to  the  more  subtle  influences,  sj)ace 
forbids  bnt  a mere  mention  of  a few  instances : 
One  from  a child,  two  from  teachers.  About 
two  weeks  after  having  discontinued  the  lunches 
at  one  of  the  schools,  (the  lunches  being  over 
for  the  season ) , the  principal  handed  me  a 
sealed  note  from  a youngster  in  the  second  grade. 
Together  we  opened  it.  It  read : 

‘‘My  dear  Airs.  L;  I love  you,  because  you 
are  a good  cook,  and  the  other  ladies,  too.  De- 
votedly— Y.” 

A teacher  in  one  of  our  schools  wrote:  “To 

see  a wholesome  pink  creep  into  cheeks,  to  gee 
children  develop  right  habits,  sound  teeth,  sturdy 
bodies,  and  healthy  minds,  may  seem  to  some  to 
belong  to  a day  nursery,  or  to  a food  clinic,  but 
I would  like  to  take  this  opportunity  to  congrat- 
ulate all  intre.sted  in  this  project,  who  believe 
that  such  work  belongs  to  all  groups  who  are 
interested  in  helping  to  build  strong,  dependable. 
American  citizens,  who  in  turn  can  successfully 
carr}'  on  in  years  to  come,  this  business  of  our 
United  States  of  America.” 

And  from  yet  another  school,  a principal 
states : “Our  children  are  very  happy  in  having 

the  milk  luncheons,  and  are  grateful  to  the  guid- 
ing spirit.” 

Each  individual  and  organization  interested  is 
certainly  an  integral  part  of  this  “guiding  spirit," 
without  whom  we  could  not  carry  on. 

The  activities  conducted  under  the  Public 
School  Lunch  and  Alilk  Fund,  are  vital.  Its  pos- 
sibilities are  unlimited. 


DIFFICULTIES  IN  DIAGNOSIS  OF 
INSULIN  COMA 

Ernst  Wiechmann,  Cologne  (Journal  A.  M.  A., 
May  4,  1929  ),  made  a series  of  examinations 
with  the  object  of  ascertaining  the  degree  of 
intra-ocular  tension  in  cases  of  diabetic  coma  and 
hypoglycemia  after  insulin  injection.  Of  eight 
cases  of  diabetic  coma,  he  found  great  reduction 
of  the  intra-ocular  tension  in  six,  while  in  two 


cases  the  tension  was  normal.  Tliese  ob.scrvations 
show  that  reduced  intro-ocular  tension  may  l)e 
present  in  cases  of  coma  other  than  diabetic  coma. 
Also  in  cases  of  hy])oglycemia  after  insulin  in- 
jection, he  found  reduced  intra-ocular  tension.  In 
eight  cases  it  was  at  the  lowest  boundary  of  the 
normal,  and  only  in  two  cases  below  this  bound- 
ary. This  fall  in  intra-ocular  tension  in  hypogly- 
cemia is  not  at  all  to  be  explained  by  alteration 
in  the  blood  pressure.  Tins  has  been  proved  by 
curves  of  blood  pressure  and  of  intra-t)cular  ten- 
sion taken  simultaneously.  One  explanation  for 
the  reduction  of  intra-ocular  tension  in  hypogly- 
cemia is  to  be  found  in  displacements  of  the  body 
fluids.  After  injection  of  to.xic  doses  of  insulin, 
there  is  a considerable  rise  in  the  amount  of 
hemoglobin,  which  falls  again  after  ingestion  of 
food.  In  contradistinction  to  this,  in  hypogly- 
cemia there  is  a fall  in  intra-ocular  tension,  which 
quickly  rises  after  ingestion  of  food.  It  can  be 
assumed  from  this  that  these  changes  are  related 
to  the  sweating  which  is  typical  of  hypoglycemia. 
The  fall  in  tension  would  then  be  the  expression 
of  the  streaming  of  intra-ocular  fluid  and  of  tis- 
sue fluids  in  general  into  the  blood  stream.  That 
there  is  no  consequent  reduction  in  the  hemoglo- 
bin percentage  can  lie  explained  by  the  theory  that 
the  addition  of  fluid  to  the  blood  from  the  body 
tissues  is  counteracted  by  the  great  and  speedy 
loss  due  to  the  sweating.  In  all  the  cases  of  hy- 
poglycemia which  he  observed,  the  temperature 
fell  below  3f5  C.  (96.5  F. ).  He  feels  that  ac- 
cording to  this  a fall  in  temperature  is  not  ab- 
solutely pathognomonic  of  hypoglycemic  coma. 
But  according  to  his  observations  in  general,  it 
happens  so  often  as  to  deserve  a certain  amount 
of  consideration  in  the  differential  diagnosis  be- 
tween diabetic  and  hypoglycemic  coma. 


SOLUTION  OF  PITUITARY  AND  RUP- 
TURED UTERUS 

A.  M.  Mendenhall,  Indianapolis  (Journal  A. 
M.  A.,  April  20,  1929),  asserts  that  solution  of 
pituitary  is  a valuable  drug  for  post-partum  hem- 
orrhage. It  is  probably  safe  in  the  third  stage  of 
labor.  It  is  probably  safe  in  the  induction  of 
labor  if  used  cautiously  and  in  properly  chosen 
cases.  It  is  never  safe  in  the  first  stage  of  labor. 
It  is  rarely  if  ever  safe  in  the  second  stage  of 
labor.  Its  chief  value  is  to  the  accoucher  instead 
of  to  the  mother  or  the  baby.  Other  obstetric 
procedures  are  nearly  always  safer.  There  can 
be  no  rule  as  to  the  treatment  of  ruptured  uterus, 
but  the  attendant  must  remember  that  conserva- 
tism may  save  many  patients  when  more  radical 
jmocedures  may  prove  fatal. 
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PARTNERSHIP  GENERAL  PRACTICE 

This  article  is  concerned  with  a restricted  group 
of  two  or  more  physicians  serving  a community 
in  general  practice  and  is  not  to  be  confounded 
with  the  group  or  clinic  as  generally  understood. 
It  must  be  apparent  to  all  that  a partnership  of 
two  or  more  kindred  spirits  in  the  practice  of 
medicine,  at  least  in  the  smaller  communities, 
must  be  an  ideal  way  to  practice  medicine  and 
infinitely  better  for  the  physicians  concerned 
than  to  practice  as  rivals  in  the  community.  The 
older  practice  of  medicine  has  always  been  looked 
upon  as  largely  a personal  matter  in  which  con- 
fidence in  the  physician  was  the  most  important. 
In  these  days  of  scientific  medicine,  this  personal 
equation,  while  still  a matter  to  be  reckoned  with, 
is  not  any  more  considered  all-important. 

Service  to  the  community  is  the  all-important 
matter.  This  can  best  be  rendered  by  a system 
that  will  produce  the  best  results  with  the  least 
delay  and  inconvenience,  and  with  a minimum 
of  effort.  Let  us  assume  a two-physician  com- 
munity in  which  the  tributary  trade  territory  is 
a ten-mile  radius.  Practicing  separately  each 
physician  may  have  a patient  in  the  same  certain 
neighborhood,  ten  miles  out,  requiring  daily  at- 
tention, requiring  the  efforts  and  time  of  both 
to  attend,  whereas,  if  the  two  physicians  are 
united  in  their  efforts,  one  call  make  the  several 
calls  with  little  more  time  and  effort  than  is  re- 
quired to  attend  to  one  patient.  In  the  mean- 
time the  other  partner  can  minister  to  patients 
in  another  neighborhood  or  attend  to  calls  in 
town  or  office.  Everybody  concerned  is  bene- 
fitted,  a prompter  service  results,  with  less  ex- 
penditure of  effort,  and  more  people  can  be 
served. 

Daily  consultations  in  the  office  in  the  absence 
of  the  patients  are  possible  and  profitable  to  phy- 
sicians and  patients  alike.  In  emergencies  re- 
quiring an  assistant  or  an  anesthetist,  calling  the 
other  partner  is  most  convenient  and  agreeable. 

People  knowing  that  two  competent  physicians 
work  as  a unit  will  be  drawn  to  them  in  greater 
numbers  when  medical  service  is  sought,  thus 
increasing  the  income.  Two  men  working  to- 
gether can  successfully  conduct,  if  they  will,  an 
emergency  hospital  suited  to  the  needs  of  the 
community.  They  can  the  more  fully  equip 
themselves  with  x-ray  and  other  laboratory  ap- 
paratus and  become  more  proficient  in  using  it. 
In  such  a partnership  each  one  should  be  able 
to  qualify  in'  some  special  line  of  work  in  addi- 
tion to  the  usual  routine  and  in  this  way  they 
increase  their  usefulness  to  the  community  and 
incidentally  increase  the  income.  It  is  likely  that 
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two  or  more  men  practicing  together  have  less 
annoyance  from  bad  accounts  than  would  either 
practicing  singly. 

The  opportunities  for  rest,  recreation,  post- 
graduate study,  attendance  on  medical  society 
meetings,  alternately,  if  need  be,  is  easy  as  com- 
pared to  the  man  who  practices  by  himself. 

The  country  doctor  is  not  passing ; but  he  must 
adapt  himself  to  more  up-to-date  methods  of  pro- 
cedure to  attain  the  best  results  professionally, 
socially,  financially  and  in  the  hearts  of  the  com- 
munity, and  the  outline  above  indicated  offers 
a solution  of  the  problem.  The  country  doctor 
must  not  much  longer  stand  in  the  light  of  his 
own  possible  progress. 


THE  WORK  OF  THE  HOUSE  OF 
DELEGATES 

The  average  reader  will  agree  that  the  work 
accomplished  by  the  House  of  Delegates  of  the 
A.  M.  A.,  at  the  Portland  session  is  for  the  most 
part  uninteresting  to  the  profession.  The  House 
of  Delegates  is  composed  of  a body  is  distingush- 
ed  physicians  who  legislate  for  the  organized  pro- 
fession and  is  to  be  compared  to  the  Congress  of 
the  United  States — with  relatively  as  much  poli- 
tics involved. 

The  minutes  of  the  House  at  hand  indicate 
the  powers  that  be  expect  in  the  near  future 
to  begin  the  erection  of  a monumental  headcjuar- 
ters  building  in  Chicago  to  replace  the  stately 
structure  in  which  the  activities  of  the  organized 
profession  are  now  housed.  The  Journal  of  the 
American  Medical  Association  has  for  years  been 
a profitable  venture  and  has  piled  up  a surplus 
of  considerable  magnitude  over  which  we  all  re- 
joice. Some  had  even  hoped  that  the  price  of 
the  Journal  might  be  reduced  to  the  reader;  but 
no,  the  House  gave  authority  to  the  P>oard  of 
Trustees  to  increase  the  subscription  price  at 
their  discretion  to  an  amount  not  to  exceed  $8.00 
per  year.  We  can  only  guess  that  this  is  to  boost 
the  building  fund. 

.'\uthority  was  given  to  the  Judicial  Council 
“to  present  to  the  House  of  Delegates  at  the  an- 
nual meeting  in  1930  a comprehensive  statement 
for  the  guidance  of  the  American  Medical  Asso- 
ciation concerning  the  practice  of  medicine  by 
corporations,  by  clinics,  by  philanthropic  organ- 
izations, by  industrial  organizations,  by  demon- 
strations and  by  similar  organizations,  and  con- 
cerning the  relationship  of  physicians  thereto.” 

“A  committee  to  study  and  report  on  the 
menaces  to  health  and  to  life  from  carbon  mon- 


oxide gas  as  a constituent  of  illuminating  gas  and 
as  a by-j)roduct  of  the  combustion  of  gasoline 
in  automobiles ; on  the  dangers  of  gases  used  in 
electrical  refrigeration,  and  on  steps  necessary  to 
be  taken  for  the  jirotection  of  the  public”  was 
authorized. 

Partly,  at  least,  as  a result  of  the  survey  made 
by  our  own  Dr.  Palmer  Findley,  Omaha,  and 
presented  before  the  American  Association  of 
Gynecology  and  Obstetrics,  at  Toronto,  two  years 
ago,  the  Council  on  Medical  Education  was  in- 
structed “to  investigate  the  present  teaching  of 
obstetrics  in  this  country  and  make  such  recom- 
mendations for  increasing  the  clinical  teaching 
hours  of  obstetrics  as  the  results  of  its  investiga- 
tions may  warrant.” 

It  was  ordered  “that  inasmuch  as  some  hos- 
pitals, municipal  and  otherwise,  have  advertised 
in  the  daily  press  and  have  given  to  the  public 
stories  of  their  special  excellence  and  efficiency 
as  compared  with  other  hospitals,  such  adver- 
tisements be  collected  by  the  Council  on  Medical 
Education  and  Hospitals  and  that  the  question 
of  hospital  advertising  be  given  due  consideration 
and  reported  to  the  House  of  Delegates  at  the 
next  annual  meeting  and  the  rating  of  hospitals 
be  affected  according  to  the  unethical  Advertis- 
ing published.” 

A resolution  was  presented  “providing  that 
the  Board  of  Trustees  be  directed  to  defray  ex- 
penditures of  delegates  for  transportation,  hous- 
ing and  maintenance  during  attendance  on  each 
annual  session.”  On  an  adverse  report  from 
the  Board  of  Trustees  to  which  it  was  referred 
the  resolution  was  voted  down.  It  is  not  so  many 
years  since  all  delegates  had  to  pay  their  own 
transportation  and  were  glad  to  do  .so  for  the 
honor  and  the  good  of  the  cause. 

The  House  of  Delegates  disapproved  any 
change  in  policy  by  the  American  Red  Cross 
whereby  the  nurses  of  that  organization  would 
be  available  for  service  to  patients  under  the  care 
of  cultists,  and  ordered  that  the  Secretary  of  the 
Association  communicate  with  the  proper  offic- 
ials of  the  American  Red  Cross  and  advise  that 
organization  of  the  attitude  of  the  House  of  Dele- 
gates. We  must  remember  that  it  is  a condition 
and  not  a theory  that  confronts  us  and  the  Red 
Cross  as  well. 

Medical  Schools  were  encouraged  to  inaugur- 
ate suitable  methods  to  provide  vacation  jjeriods 
of  practical  experience  to  be  derived  by  associa- 
tion with  active  practitioners  for  their  Senior 
students. 
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The  House  of  Delegates  approved  the  princi- 
ple of  securing  in  the  case  of  all  capital  charges 
and  in  the  case  of  as  many  other  criminal  charges 
as  the  psychiatric  facilities  of  the  state  will  per- 
mit an  impartial  and  routine  mental  examination 
of  the  defendant  in  advance  of  the  trial  as  a means 
of  obviating  the  contentious  introduction  of  par- 
tisan testimony,  and  that  it  approves  further  the 
principle  of  removing  as  far  as  possible  the  ques- 
tion of  sanity  from  the  trial  itself,  reserving  the 
employment  of  psychiatric  data  for  a post-trial 
inquiry  to  determine  what  treatment  is  appro- 
priate to  the  convicted  person. 


STATE  FAIR  AND  STATE  HEALTH 
WORK 

As  you  know  the  state  health  work  and  ex- 
hibits at  the  State  Fair  are  now  under  the  super- 
vision of  the  Nebraska  State  Medical  Associa- 
tion. W e have  been  putting  in  some  e.xtra  work 
on  the  proposition  this  year,  and  are  really  de- 
sirous that  the  doctors  of  the  state  visit  that  de- 
partment. 

\\  e have  the  examinations  for  adults,  the  four 
H club,  the  babies,  and  some  exhibitions,  lec- 
tures, and  reels  on  contagious  diseases,  particu- 
larly diphtheria  prevention.  In  the  babies  de- 
partment we  are  planning  for  some  reels  and 
slides  in  addition  to  the  examinations  of  the 
babies,  and  possibly  some  lectures.  M e have 
really  put  a good  deal  of  work  on  the  proposi- 
tion this  year  and  are  desirous  of  constructive 
criticism. 

H.  B.  Hamilton.  Omaha. 


THE  NEW  PLAN  OF  THE  COMPENSA- 
TION CO-M-MISSION. 

.A  plan  has  been  formulated  by  Hon.  Ernest 
M.  Pollard,  Compensation  Commissioner,  which 
it  is  e.xpected  will  go  a long  wav  toward  solving 
the  present  perplexing  problem  of  medical  treat- 
ment and  expenses  in  workmen's  compensation 
cases.  (See  page  3T4). 

The  Legislative  and  'Public  Policy  committees 
of  our  state  organization  were  conferred  with 
frequently  and  have  given  their  unqualified  en- 
dor.semeut  to  the  ])lan. 

I am  mindful  of  the  fact  that  abuses  of  the 
provisions  of  our  compensation  law.  insofar  as 
it  ])ertains  to  medical  treatment,  have  occurred 
in  the  past : and  each  such  instance  casts  a stig- 
ma upon  the  profession  as  a whole. 

At  every  session  of  our  legislature  an  effort 


is  made  to  amend  the  present  law,  by  placing  a 
limit  of  $100  or  $200  upon  the  medical  expense 
in  compensation  cases.  We  of  the  profession,  as 
well  as  the  public  at  large,  do  not  want  such 
a restriction  again  in  our  law.  However,  its 
ultimate  passage,  with  perhaps  other  obnoxious 
regulations,  is  inevitable,  unless  we  do  our  full 
share  to  remove  the  cause  of  the  present  criticism. 

I am  confident  that  the  Compensation  Com- 
missioner will  insist  that  the  members  of  the  pro- 
fession shall  receive  a "square  deal.”  If  we  are 
to  merit  this  treatment  at  his  hands,  it  is  imper- 
ative that  we  voluntarily  and  whole-heartedly 
cooperate  with  him. 

Every  doctor  in  Nebraska  should  see  to  it  that 
he  complies  with  the  provisions  of  the  rule  an- 
nounced and  with  all  of  the  conditions  imposed 
upon  him  by  the  plan. 

— K.  S.  J.  Hohlen. 

Chairman  Campaig:n  Committee, 
Lincoln. 


NEARING  AGREEMENT  ON  THE  TREAT- 
MENT OF  FRACTURES  OF  THE 
FEMORAL  NECK 

At  the  joint  meeting  of  the  American  and 
British  Orthopedic  Associations  held  in  London 
this  summer.  Royal  Whitman  continued  his  ad- 
vocacy of  his  abduction  treatment  of  fractures  of 
the  neck  of  the  femur  in  a very  convincing  and 
conclusive  paper  on  this  subject  which  he  has 
pursued  persistently  for  about  one-fourth  of  a 
century.  His  presentation  was  most  heartily  re- 
ceived as  evidenced  by  prolonged  applause  by  all, 
especially  the  British  who  are  considered  to  be 
usually  reticent. 

There  was  a very  full  discussion  and  all  seem- 
ed in  accord  that  Whitman's  method  was  the  one 
of  choice  in  the  vast  majority  of  cases.  It  was 
agreed  however  that  the  principles  of  technic  of 
its  author  should  be  closely  followed.  Simple 
abduction  with  an  indifferent  cast  as  too  fre- 
quently seen,  is  not  adequate.  Cases,  unreduced 
after  several  weeks  should  be  operated  by  suit- 
able bone  graft  technic;  and  non-union  with 
atrophy  and  absorption  of  the  neck,  are  entitled 
to  have  the  M'hitman  reconstruction  or  other  sim- 
ilar efficient  method  of  operative  treatment  in 
properly  selected  cases. 

There  developed  in  the  discussion  a distinct 
favor  to  nailing  or  bone  pegging  in  the  better 
risk  cases  under  seventy.  In  this  phase  of  the 
discussion,  there  was  presented  a ]meliminary  re- 
port of  Smith  Pedersen  on  the  results  of  fixation 
hy  a special  nail  with  four  lateral  fin-like  blades, 
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each  about  3-lG  of  an  inch  in  width,  giving  the 
instrument  a lateral  width  about  one-third  of  an 
inch  at  its  widest  part  and  three-eights  of  an  inch 
at  its  point.  There  is  no  nail-like  core  or  shaft. 
The  four  blades  are  thin  and  project  at  right 
angles  from  the  center  and  will  readily  cut  their 
way  through  cancellous  bone  and  be  so  tightly 
and  thoroughly  imbedded  that  a maximum  of 
stability  is  secured.  This  author’s  seven  cases 
represented  satisfactory  results.  An  exhibited 
speciman  from  a patient  who  had  died  after  two 
months  from  an  intercurrent  disease,  showed  un- 
ion well  advanced  and  firm  with  a perfect  result 
for  the  period. 

These  summarized  and  crystalized  opinions 
conform  with  the  opinions  long  held  and  advo- 
cated by  the  author  of  this  report. 

J.  P.  Lord,  Omaha. 


EDITORIAL  PARAGRAPHS 

If  it  is  true  that  the  country  doctor  is  pass- 
ing, it  will  be  a sorry  day  when  he  has  passed. 

The  Inter-State  Postgraduate  Medical  Assem- 
bly of  North  America  meeting  will  occur  at  De- 
troit, October  21-25,  with  the  usual  international 
array  of  talent. 

Arrangements  have  been  made  whereby  the 
Omaha-Douglas  County  Medical  society  broad- 
casts educational  talks  every  Saturday  evening 
from  6 to  6:15.  Good  work. 

The  law  providing  for  sterilization  of  defec- 
tives in  Nebraska  is  now  in  effect.  A board  con- 
sisting of  the  heads  of  a number  of  state  institu- 
tions has  been  appointed  to  carry  the  law  into 
effect. 

Dr.  J.  J.  Keegan,  has  resigned  the  deanship 
of  the  University  of  Nebraska  College  of  Medi- 
cine to  devote  his  entire  time  to  his  specialty, 
neurological  surgery,  and  Dr.  C.  M.  W.  Poynter, 
has  been  appointed  acting  dean. 

A lip  reading  course  will  be  given  at  the  Uni- 
versity of  Nebraska  this  fall  under  Miss  Emma 
B.  Kessler’s  supervision.  The  class  will  start 
September  30.  The  course  will  contain  thirty 
lessons  costing  twenty-five  dollars. 

The  American  Association  for  the  Study  of 
Goiter  is  offering  a prize  of  $300  and  a medal 
of  honor  to  the  author  of  the  best  essay  based 
on  original  research  work  on  any  phase  of  goiter, 
presented  at  the  annual  meeting  at  Seattle,  Sep- 
tember, 1930. 

Midsummer  heat  is  not  conducive  to  connect- 


ed thought  and  affects  the  writer  as  much  as  it 
does  the  reader.  It  is  not  thought  that  apologies 
are  needed,  for  the  liklihood  is  that  the  Journal 
gets  but  the  most  cursory  glance  during  the  pres- 
ent season  of  hot  weather. 

Two  Nebraska  surgeons  have  recently  publish- 
ed books.  Dr.  II.  Winnett  Orr,  Lincoln,  has 
published  “Osteomyelitis  and  Compound  Frac- 
tures,’’ and  Dr.  D.  T.  Quigley,  Omaha,  “The 
Conquest  of  Cancer  by  Radium.’’  Further  notice 
later. 

Blood  tests  to  determine  paternity  are  still  in 
the  unproven  stage.  We  are  not  far  enough 
advanced  to  allow  science  to  say  the  last  word 
on  the  matter,  although  it  is  said  that  a Hamburg 
court  recently  granted  a divorce  on  the  scientific 
proof  that  the  blood  of  the  reputed  father  and 
the  child  belonged  to  separate  groups. 

An  honored  correspondent  sent  us  the  follow- 
ing; “If  your  journal  continues  to  publish  edi- 
torials which  are  so  to  the  point  as  those  which 
have  been  reproduced  from  time  to  time  in  the 
Federation  Bulletin  it  will  continue  to  wield  an 
increasing  importance  to  the  medical  profession 
and  assume  an  excellent  position  among  medical 
journals.  Sincere  congratulations  on  the  man- 
ner in  which  the  Journal  is  being  edited.’’ 

The  Missouri  \"alley  Medical  Association,  in 
part  a Nebraska  institution,  should  interest  every 
physician  of  this  state.  In  cooperation  with  the 
Extension  Division  of  the  State  University  this 
association  meets  at  Iowa  City  September  26th, 
27th  and  28th.  Representatives  of  the  various 
universities  of  this  section  will  participate  in  the 
program,  and  every  effort  is  being  made  to  make 
this  a very  profitable  period  of  graduate  instruc- 
tion. The  medical  profession  is  cordially  invited. 
A detailed  program  will  be  sent  later  to  each  phy- 
sician of  the  state. 

An  interesting  report  of  the  McCormick  hos- 
pital at  Chiengmai.  Siam,  has  reached  us.  Dr. 
James  W.  McKean,  a member  of  the  Omaha- 
Douglas  County  Medical  society  is  in  charge.  He 
has  been  forty  years  in  Siam.  Few  of  us  have 
the  missionary  spirit  and  therefore  cannot  un- 
derstand why  men  and  women  go  into  foreign 
fields  to  devote  their  lives  to  people  in  foreign 
lands  whose  civilization  such  as  it  is,  is  so  differ- 
ent from  ours.  One  has  to  live  in  close  contact 
with  a returned  missionary  to  become  imbued 
with  the  zeal  that  possesses  the  missionary,  and 
to  appreciate  him. 

An  exhaustive  clinical  study  has  been  made 
on  Vilhjalmur  Steffansson,  the  arctic  explorer 
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and  his  companion  for  three  years,  Andersen,  to 
determine  the  effect  of  an  exclusive  meat  diet. 
These  men  with  their  cooperation  were  kept  on 
an  exclusive  meat  diet  for  one  year  with  no  re- 
sultinjj;’  high  blood  pressure,  arteriosclerosis  or 
nephritis  or  any  other  ill  effect  noticeable  by 
modern  methods  of  investigation.  Several  years 
ago  Steffansson  returned  from  the  arctic  after 
seven  years,  at  least  five  of  which  years  he  sub- 
sisted on  an  e.xclusive  meat  diet,  mostly  raw  meat 
without  salt,  and  remained  in  perfect  health  ac- 
cording to  e.xamination  made  by  Clarence 
Lieb,  Xew  York  City,  Journal  A.  M.  A.,  July  6, 
1929. 

The  next  meeting  of  the  Radiodogical  Society 
of  North  America  will  be  held  at  Toronto,  De- 
cember 2nd  to  (ith,  inclusive.  Headquarters  at 
the  Royal  York  Hotel.  The  facilities  and  ac- 
commodations at  this  hotel  are  the  best  in  the 
history  of  the  society  and  we  expect  to  have  a 
banner  meeting  in  every  way.  The  scientific 
program,  clinics,  scientific  and  commercial  e.x- 
hibits  will  be  of  the  highest  character  and  ex- 
ceedingly interesting  and  instructive.  The  pro- 
gram will  be  interesting  not  only  to  the  radiolo- 
gists but  to  the  physicians  practicing  other  med- 
ical specialties  and  general  practice  as  well.  A 
cordial  invitation  is  extended  to  all  physicians  as 
well  as  radiologists  to  attend  the  Toronto  meet- 
ing. Secure  reservations  at  once  through  Dr.  \\'. 
C.  Kruger  or  Dr.  G.  R.  Reid,  20  College  street, 
Toronto.  Canada.  Excellent  arrangements  have 
been  made  to  take  care  of  the  visiting  ladies. 


REVIS-ED  MEDICAL  PROCEDURE  IN  NEBRASKA 
WORKMEN’S  COMPENSATION  CASES 

To  enable  injured  workmen  who  come  under  the 
provisions  of  the  Nebraska  Workmen's  Compensation 
Act  to  receive  the  benefit  of  additional  medical  con- 
sultation, and  in  order  also  to  enable  the  Compensa- 
tion Commissioner  to  have  the  benefit  of  such  con- 
sultation, the  Commissioner  will  appoint  medical  ad- 
visors to  assist  him  in  the  administration  of  the  law. 
Arrangrements  will  be  made  whereby  the  medical  ad- 
visors may  be  paid  by  the  employers  or  the  insur- 
ance companies  on  the  basis  of  medical  service  re- 
quirement in  each  case. 

The  medical  advisors  shall  be  appointed  by  the 
Compensation  Commissioner  and  designated  as  his 
assistants.  He  shall  fix  their  tenure  of  office,  define 
their  duties,  and  arrange  for  their  remuneration. 
These  medical  advisors  shall  function  under  the  di- 
rection of  the  Compensation  Commissioner  as  he  may 
direct. 

It  is  the  intention  of  the  Commissioner  that  when 
a workman  is  injured  the  employer  shall  proceed  as 
at  present,  but  it  is  insisted  that  he  call  in  the  best 
doctor  available.  Rule  12,  promulgated  by  the  Com- 
pensation Commissioner,  provides  that — 

“In  all  cases  of  fracture  and  dislocation,  of  infec- 
tion, of  third  degree  burns,  of  eye  injury  where  dis- 
ability results,  and  all  other  cases  where  disability 
extends  over  a period  of  two  weeks,  the  physician 
treating  the  case  in  the  first  instance  shall  immed- 


iately make  a report  in  detail  to  the  Compensation 
Commissioner  of  the  nature  and  the  extent  of  the  in- 
jury. Thereafter  he  is  required  to  make  a report  at 
least  weekly  showing  the  condition  of  the  injured 
workman,  the  method  of  treatment,  and  the  progress 
made  towards  recovery.  The  attending  physician 
shall  also  immediately  furnish  either  to  the  Compen- 
sation Commissioner,  to  the  employer  or  to  the  in- 
surance company,  when  reejiiested  so  to  do,  the  x-ray 
plates  used  in  his  diagnosis.” 

The  medical  advisors  shall  meet  at  the  call  of  the 
Compensation  Commissioner,  and  shall  examine  the 
first  reports  of  accidents  and  supplemental  reports 
referred  to  them.  After  a review  and  consideration 
of  these  reports  the  medical  advisors  may,  in  their 
discretion,  make  a physical  examination  of  the  pa- 
tient, submit  recommendations  to  the  attending  phy- 
sician as  to  treatment,  specific  procedure  such  as  an 
operation,  application  of  mechanical  appliances,  or 
otherwise. 

The  medical  advisors  shall  recommend  forms  for 
use  by  the  attending  physician  or  surgeon  in  sub- 
mitting his  reports  to  the  Compensation  Commis- 
sioner. These  forms  shall  provide  for  brief  remarks, 
supplementing  the  preliminary  and  subsequent  re- 
ports, of  any  fact  or  factors  that  influence  the  pro- 
gress of  the  case.  When  the  local  attending  physi- 
cian or  surgeon,  the  employer,  insurance  carrier,  or 
injured  workman  desires  to  call  in  a consultant  he 
shall  make  request  of  the  Compensation  Commission- 
er, stating  the  nature  of  the  advice  desired,  the 
urgency  thereof,  and  submit  the  names  of  two  or 
more  physicians  or  surgeons  desired  in  consultation 
from  whom  a selection  may  be  made  and  authority 
granted.  Except  when  a distinct  emergency  exists  at 
the  inception  of  the  case  the  Compensation  Commis- 
sioner will  decline  to  approve  bills  for  services  ren- 
dered by  any  consultant  unless  the  consultation  has 
been  authorized  by  the  Compensation  Commissioner. 
The  promptness  and  completeness  of  the  reports  sub- 
mitted by  the  attending  ])hysician  or  surgeon  in  each 
case  and  his  adherence  to  the  provisions  of  Rule  12, 
and  the  recommendations  made  by  the  medical  ad- 
visors will  guide  the  Commissioner  in  reviewing  his 
bill  for  medical  services  rendered. 

The  foregoing  rules  and  regulations  governing  med- 
ical ti-eatment  in  compensation  cases  under  the  Ne- 
braska Workmen’s  Compensation  Act  are  hereby 
adopted  and  made  effective  this  19th  day  of  .Tune, 
1923,  by  the  Department  of  Labor. 

Approved  by: 

(Signed)  Arthur  J.  Weaver,  Governor. 

(Signed)  Ernest  M.  Pollard,  Secretary. 


THE  SOCIETIES 

The  Elkhorn  Valley  Medical  Society  met  at  the 
Country  Club,  Norfolk,  July  31,  in  an  all-day  session, 
under  the  trees.  The  program  featured  general  prac- 
tice and  was,  with  several  exceptions,  put  on  by  gen- 
eral practitioners.  All  papers  were  well  discussed. 
The  angle  of  the  specialist  was  brought  out  in  the 
discussions  by  those  working  in  special  lines,  to  the 
benefit  of  all.  Forty  physicians  attended,  most  of 
them  accompanied  by  their  ladies.  Luncheon  was 
served  on  the  club  grounds  by  a professional  caterer. 

The  program  as  carried  out  follows:  Modern 

Treatment  of  Eclampsia,  Dr.  A.  J.  Schwedhelm, 
Creighton,  Neb.;  Summer  Diarrhoea,  Dr.  Walter  Ben- 
thack.  Pierce,  Neb.;  Immunization  and  Acute  Infec- 
tious Diseases,  Dr.  A.  E.  Cook,  Randolph,  Neb.;  Serum 
Treatment  in  Acute  Infectious  Diseases,  Dr.  R.  C. 
Gramlich,  Walthill,  Neb.;  Diagnosis  Gastric  Ulcer. 
Dr.  Harry  Morris,  Newman  Grove,  Neb. 

Surgery — Diagnosis  Acute  Appendicitis,  Dr.  Morris 
Neilsen,  Blair,  Neb.;  Stomach  Symptoms  and  Appen- 
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dicitis,  Dr.  W.  S.  Evans,  Columbus,  Neb.;  Abdominal 
Drainage,  Dr.  C.  G.  Moore,  Fremont,  Neb. 

Allergy — Dr.  E.  C.  McQuiddy,  Omaha,  Neb. 

The  meeting  was  generally  acclaimed  one  of  the 
most  interesting  in  years. 

The  Cedar- Dixon- Dakota-Thurston- Wayne  Counties 
Medical  Society  held  their  annual  picnic  at  the  Wayne 
Country  Club,  August  14.  The  doctors  brought  their 
families  and  enjoyed  a sumptuous  dinner  after  which 
the  day  was  given  over  to  sports. 

The  Custer  County  Medical  Society  held  its  annual 
picnic  meeting  at  Calloway,  August  13.  The  Custer 
County  Bar  Association  was  invited  to  participate. 
After  the  dinner  the  following  program  was  present- 
ed: "Doctors  and  Lawyers,”  by  Dr.  R.  W.  Fouls, 

Omaha;  “Lawyers  and  Doctors,”  Attorney  N.  T.  Gadd, 
Broken  Bow;  "Fractures,”  Dr.  R.  D.  Schrock,  Omaha. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATIONS 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examinations: 
Associate  Medical  Officer,  Assistant  Medical  Officer, 
Physician,  $3,800  a year;  Associate  Physician,  $3,200 
a year. 

Applications  for  associate  and  assistant  medical  of- 
ficer must  be  on  file  with  the  Civil  Service  Commis- 
sion at  Washington,  D.  C.,  not  later  than  December 
30. 

The  examinations  are  to  fill  vacancies  in  hospitals 
of  the  Public  Health  Service,  the  Indian  Service,  and 
in  other  establishments  of  the  Federal  classified  ser- 
vice throughout  the  United  States. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  their 
education,  training,  and  experience. 

On  account  of  the  needs  of  the  service,  papers  will 
be  rated  as  received  and  certification  made  as  the 
needs  of  the  service  require. 

Full  information  may  be  obtained  from  the  United 
States  Civil  Service  Commission,  Washington,  D.  C., 
or  from  the  secretary  of  the  United  States  Civil  Ser- 
vice Board  of  Examiners  at  the  post  office  or  cus- 
tomhouse in  any  city. 


HUMAN  INTEREST  TALES 

Dr.  L.  Albertson  has  located  at  Axtell. 

Dr.  and  Mrs.  J.  P.  Lord,  Omaha,  have  returned  from 
Europe. 

Dr.  C.  D.  Irwin,  has  located  at  Hastings,  his  boy- 
hood home. 

Dr.  Chauncey  L.  Anderson,  has  located  at  Stroms- 
burg  the  place  of  his  birth. 

Dr.  A.  J.  Schwedehelm,  Creighton,  spent  the  month 
of  August  in  a Chicago  pediatric  clinic. 

Dr.  J.  M.  Triplett,  Grand  Island,  has  been  appoint- 
ed physician  to  the  Soldiers’  Home  at  Burkett. 

Dr.  A.  B.  Cherry,  Pasadena,  Calif.,  former  practi- 
tioner at  Winside,  visited  in  Nebraska  in  July. 

Dr.  C.  M.  Pierce,  Chadron,  attended  postgraduate 
work  given  at  Harvard  Medical  College  during  June. 

Dr.  Hudson  Abbott,  of  Minden,  has  been  appointed 
resident  physician  of  the  Presbyterian  hospital.  New 
York. 

Dr.  Ralph  J.  Malott  formerly  of  Salt  Creek,  Wyo., 
has  located  at  Scottsbluff  in  association  with  Dr.  E. 
E.  Griggs. 

Dr.  L.  S.  Twinem,  North  Platte,  has  gone  to  the 
Rotunda  hospital,  Dublin,  for  postgraduate  work  in 
obstetrics. 

Dr.  W.  I.  McFarland,  formerly  of  Belleville,  Kansas, 
has  purchased  the  Boyce  hospital  at  Hebron  and  will 
operate  it. 

Dr.  Mary  Baer,  physician-missionary  from  Chlrali, 


India,  visited  in  the  state  of  Nebraska  recently  and 
spoke  in  Emerson. 

Dr.  and  Mrs.  J.  R.  Taylor,  Sidney,  motored  to  North 
Carolina  recently  and  enroute  the  doctor  attended 
clinics  in  Chicago. 

Dr.  Harold  Lammers,  New  York  City,  a "Creighton” 
graduate  spent  a month  at  Hartington  among  the 
scenes  of  his  youth. 

Dr.  and  Mrs.  G.  W.  Reneker,  Falls  City,  drove  to 
Keosauqua,  Iowa,  and  attended  a reunion  of  the 
Reneker  family  last  month. 

Dr.  Olga  Stastny,  Omaha,  has  been  elected  I'resi- 
dent-elect  of  the  Woman’s  National  Medical  Associa- 
tion at  the  recent  annual  meeting. 

Dr.  A.  B.  Dunn  formerly  of  Nebraska  City  has 
gone  to  Glendale,  Calif.,  to  locate  and  will  be  con- 
nected with  the  Glendale  Sanitarium. 

Dr.  C.  J.  Langenbahn,  from  St.  Paul,  Minn.,  has 
located  at  Chadron  in  association  with  Dr.  C.  M. 
Pierce.  He  will  do  surgery  and  obstetrics. 

It  is  reported  that  our  friend  Dr.  John  W.  Koutsky 
of  Omaha  has  become  an  oil  baron  by  appearance  of 
a gusher  on  his  property  at  Wametta,  Okla. 

A Mrs.  Newberry  of  Wayne  has  been  fined  for  un- 
lawful practice  of  medicine.  She  sold  an  ointment 
and  pretended  the  diagnose  and  treat  disease  with  it. 

Dr.  and  Mrs.  Sanford  Gifford,  Omaha,  have  gone 
to  Europe  to  be  gone  until  the  latter  part  of  Novem- 
ber. The  doctor  will  spend  his  time  at  European 
eye  clinics. 

Dr.  and  Mrs.  A.  P.  Fitsimmons,  Tecumseh,  visited 
a brother  in  Phoenix  during  July.  While  on  their 
return  trip  word  reached  them  that  the  brother  had 
suddenly  died. 

Dr.  Charles  M.  Swab,  Omaha,  addressed  the  Colo- 
rado Congress  of  Ophthalmology  on  June  29,  on  “Food 
Poisoning  and  its  Relation  to  Ophthalmology.”  He 
also  attended  the  Pacific  Coast  Oto-Ophthalmological 
Society  meeting  at  Salt  Lake  City. 


OUR  COUNTRY  DOCTOR 
A Requiem 

You’ll  know  him  by  his  muddy  shoes, 

Hi's  clothes  of  last  year’s  style; 

The  weary  look  about  him. 

The  sweetness  of  his  smile. 

You'll  know  him  when  the  school’s  let  out. 
And  see  the  children  flock 

To  catch  a cheery  word  from  him. 

And  shout  their  "Hello,  Doc!” 

You’ll  know  him,  too,  at  midnight. 

When  he  rides  thru’  sleet  and  rain. 

And  wades  deep  in  a swollen  stream. 

To  reach  your  bed  of  pain. 

You’ll  know  him  in  the  dawning. 

Still  sitting  by  your  bed 

In  damp  clothes — Oh,  so  patient — 

Hi's  hand  upon  your  head. 

He  was  never  in  a hurry. 

When  a kindly  word  could  cheer; 

And  the  little  jokes  he  saved  for  you 
Are  memories  most  dear. 

He  didn’t  fall  in  Flanders  Field, 

Where  crimson  poppies  grew; 

He  wore  himself  out,  waiting 
On  folks  like  me  and  you. 

He  had  no  cross  in  Flanders  Field, 

’Mid  poppies’  crimson  hue; 

The  cross  is  in  the  aching  hearts 
Of  folks  like  me  and  you. 

— Mary  M.  Hopkins. 

Copied  from  Roycrofter. 
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John  Mills  Mayhew,  Lincoln,  Neb.;  University  of 
Illinois  College  of  Medicine,  1895;  practitioner  at  Lin- 
coln for  twenty-eight  years;  specialist  in  internal 
medicine;  chief  of  the  medical  staff  of  the  Lincoln 


•John  Mills  Mayhew 

General  hospital;  major  in  medical  corps  of  the  army 
during  the  World  War  and  head  of  medical  staff  of 
the  hospital  at  Camp  Travis.  San  Antonio;  one  of 
the  most  active  and  forceful  members  of  the  Nebras- 
ka State  Medical  Association  for  a quarter  of  a cen- 
tury; co-author  with  Booth  Tarkington  of  some  col- 
lege plays;  a musician  of  note;  died  suddenly  Aug- 
ust 5,  1929,  aged  fifty-nine  years. 

Willis  J.  Raynor,  Grand  Island,  Neb.;  Medical  Col- 
lege of  Ohio,  1880;  physician  to  the  Soldiers’  and 
Sailors’  Home  at  Burkett,  the  past  five  years;  in  the 
army  medical  service  at  Denver  in  his  early  medical 
career;  in  service  in  the  Philippines  with  the  25th 
Infantry  in  1898-1899;  also  practitioner  at  St.  Paul 
and  Cushing,  Neb.  in  his  early  career;  died  .July  14, 
1929,  aged  about  seventy-three  years.  A son.  Dr. 
W.  J.  Raynor  Jr.,  is  in  practice  in  Denver. 

Noah  Hayes,  (retired)  Lincoln,  Neb.;  Georgetown 
University  School  of  Medicine,  1876;  last  known  sur- 
vivor of  the  iH-fated  Polaris  Arctic  expedition  of 
1871  of  which  he  was  surgeon;  resident  of  Lincoln 
for'  past  fifteen  years;  died  at  the  Soldier’s  Home 
at  Milford,  August  6,  1929,  aged  eighty-five  years. 

E.  C.  Dolan,  Sacramento,  Calif.;  Creighton  Univer- 
sity College  of  Medicine,  1925;  pursued  special  study 
since  in  New  York  and  Detroit  for  several  years; 
boyhood  resident  of  Omaha;  located  in  Sacramento 
since  last  September;  died  in  the  latter  place  after 
a month’s  illness,  aged  about  thirty  years.  Burial 
in  Omaha.  A brother.  Dr.  E.  T.  Dolan  lives  in  Kan- 
sas City,  Mo. 

Sylvester  A.  Preston,  Fremont,  Neb.;  University  of 
Nebraska  College  of  Medicine,  1900;  practitioner  at 
Fremont  for  the  past  twenty  years;  earlier  in  prac- 
tice at  Madison,  Beemer,  Howells;  active  member 
Nebraska  State  Medical  Association  and  for  several 


years  and  until  recently  councilor  for  the  Fifth  dis- 
trict; a former  president  of  the  Elkhorn  Valley  Med- 
ical Society  and  of  the  Dodge  County  Medical  Society; 
county  physician  of  Dodge  county  at  the  time  of  his 
death;  died  after  an  illness  of  some  weeks  in  an 
Omaha  hospital  August  13,  1929,  aged  sixty-two  years. 
A son.  Dr.  John  Preston,  some  time  ago  took  up 
the  threads  of  his  father’s  practice. 

Robert  A.  Billings,  Comstock,  Neb.;  Kansas  City 
Homeopathic  Medical  College,  1893;  was  found  un- 
conscious in  his  car,  death  following  shortly,  near 
Brownlee,  Neb.,  while  on  a camping  trip.  Evidence 
found  in  car  indicated  probable  drug  addiction.  Aged 
about  si.xty- eight  years. 

Leonard  Muir,  Alvo,  Neb.;  Lincoln  Medical  College, 
1897;  practitioner  at  Alvo  for  31  years;  died  of  pneu- 
monia in  a Lincoln  hospital  August  15,  1929,  aged 
about  fifty-five  years. 

Charles  H.  Maxwell,  Dakota  City,  Neb.;  Rush  Med- 
ical College,  1883;  native  of  Kewaunee,  111.;  widely 
known  and  beloved  practitioner  of  Dakota  City  for 
forty-six  years,  previous  to  which  he  practiced  for 
a short  time  at  Villisca,  Iowa;  member  Nebraska 
State  Medical  Association;  somewhat  of  an  authority 
on  the  early  history  of  northeastern  Nebraska  and  of 
the  folklore  of  the  Winnebago  Indians  and  primitive 
methods  employed  by  the  Winnebagoes  in  treating 
their  sick;  a true  friend  of  the  Winnebagoes;  his 
famous  Clydesdale  horse,  buckboard  and  himself  were 
familiar  figures  for  many  years;  died  July  19,  1929, 
aged  sixty-nine  years. 
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OZONE  AND  VENTILATION 
The  ill  effects  from  lack  of  ventilation  do  not 
arise  from  any  contaminating  substance  in  the 
air  but  are  due  to  the  physical  properties  of  the 
air — chiefly  its  lack  of  cooling  power.  “Bad 
air”  is  made  so  by  being  too  warm,  too  moist  or 
too  stagnant.  While  ozone  has  been  suggested 
as  a means  of  neutralizing  the  carbon  monoxide 
in  the  air,  particularly  in  garages,  this  is  based 
on  the  misconception  that  it  combines  with  car- 
bon monoxide  in  low  concentrations.  Its  use  in 
garages  is  inadvisable,  as  ozone,  by  its  odor,  will 
give  a feeling  of  false  security  and  thus  foster  a 
tendency  to  cut  down  ventilation.  There  has 
been  no  sound  scientific  work  brought  forward 
to  show  that  there  is  any  place  whatever  for 
ozone  in  the  problems  of  ventilation ; on  the  con- 
trary the  inefficacy  of  ozone  generators  has  been 
demonstrated  by  careful  scientific  experiments. 
{Jour.  A.  \I . A..,  June  29.  1929,  p.  2186). 
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THE  PRESENT-DAY  CONCEPTION  OF  TUBERCULOSIS* 

MILES  J.  BREUER,  M.  D.,  F.  A.  C.  P., 

Omaha,  Nebraska. 


One  hears  a good  deal  of  complacent  congrat- 
ulation expressed  nowadays  over  the  marvelous 
progress  that  has  been  made  in  the  control  of 
tuberculosis.  A sort  of  loose  general  impression 
seems  to  prevail  that  the  great  white  plague  has 
been,  if  not  conquered,  at  least  severely  disci- 
plined. While  it  is  true  that  there  has  been  a 
lowering  of  the  death  rate  from  tuberculosis  all 
over  the  world,  this  lowering  is  merely  parallel 
with  the  lowering  of  the  general  death  rate.^^^ 
In  only  two  countries,  Great  Britain  and  the 
United  States  Registration  Area,  has  there  been 
any  relatively  greater  decline  in  the  tuberculosis 
death  rate  as  compared  with  the  general  death 
rate;  and  in  these  the  difference  is  a very  small 
one. 

*R€ad  before  anr.ual  meeting  Nebraska  State  Medical  Association. 
Omaha.  May  16.  1929. 


Krause  has  demonstrated  that  the  decline  in 
the  tuberculosis  death  rate  has  been  parallel  with 
and  due  to  the  general  improvement  in  economic 
conditions ; people  now  live  in  more  comfort  and 
cleanliness.^^)  He  casts  serious  doubt  on  any 
belief  in  a decline  in  tuberculosis  death  rate  due 
to  intentional  efforts  to  combat  tuberculosis.  The 
decline  began  about  1850,  at  the  time  that  general 
living  conditions  began  to  improve  and  long  be- 
fore the  tubercle  bacillus  was  discovered  and 
before  society  began  to  take  any  conscious  thought 
of  fighting  tuberculosis. 

At  the  present  time,  one  death  out  of  ten  is 
due  to  tuberculosis.  Of  course,  people  cannot 
live  forever;  they  must  die  of  something.  The 
fact  that  distinguishes  the  tuberculosis  death  rate 
is  that  the  death  rate  from  the  five  other  princi- 
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pal  causes  reaches  its  highest  point  at  about  the 
age  period  of  seventy  years,  wliereas  in  tubercu- 
losis, the  peak  is  between  twenty  and  thirty  years 
of  age.  During  the  third  decade  of  life,  one-half 
the  total  deaths  are  due  to  tuberculosis. At 
life’s  most  useful  and  promising  age-period,  one- 
half  the  deaths  are  due  to  a cause,  the  prevention 
of  which  is  thoroughly  understood.  At  the  same 
time,  to  each  annual  death  from  tuberculosis, 
there  are  nine  active  cases  of  the  disease^^\  or 
nearly  three  active  cases  for  each  100  of  the  pop- 
ulation. Surely  that  is  not  a state  of  affairs  to 
be  complacent  about. 

However,  there  are  good  reasons  for  it.  It 
is  only  something  like  fifteen  years  that  even 
those  medical  men  who  give  their  entire  efforts 
to  tuberculosis,  have  begun  to  grasp  the  true 
significance  of  this  disease  in  its  entire  setting, 
as  related  to  the  individual  and  to  society.  The 
correct  conception  of  tuberculosis  has  not  yet 
found  its  way  to  the  rank  and  file  of  medical 
practice,  while  the  popular  ideas  of  it  are  grossly 
erroneous  and  misleading.  Yet,  the  nature  of  the 
disease  is  such  that  no  progress  can  be  made 
toward  lowering  its  death  rate,  without  the  most 
thorough  and  widespread  understanding  of  it 
throughout  all  layers  of  the  population.  The 
first  step  in  combating  tuberculosis  must  be  edu- 
cation. 

This  paper  is  a brief  review  of  tuberculosis  as 
understood  in  the  light  of  modern  knowledge. 

ETIOLOGY 

Tuberculosis  is  the  price  paid  by  the  human 
race  for  civilization.  It  is  the  penalty  paid  by 
the  individual  who  is  not  thoroughly  adapted  to 
his  social  and  economical  situation.  Civilization 
preserves  the  unadapted  individual,  who  under 
the  laws  of  natural  competition  would  be  elim- 
inated early  in  the  struggle  for  existence ; it  per- 
mits him  to  propagate  and  increase  his  unadapted 
biological  stock,  which  in  the  natural  struggle 
would  die  out.  And  having  preserved  the  in- 
dividual poorly  adapted  to  stress,  civilization  pro- 
ceeds to  subject  him  to  stresses,  which  in  modern 
life  are  an  increasing  burden  even  to  the  fittest. 
The  tubercle  bacillus  is  a mere  incident  in  this 
process  of  the  breakdown  of  the  unadapted  in- 
dividual under  stresses  too  severe  for  him. 

The  principal  factor  in  the  production  of 
tuberculous  disease  is  environment^''’^  Environ- 
ment means  any  and  every  experience  of  the  in- 
dividual that  affects  his  tissues.  Family  mal- 
adjustment is  as  much  “environment”  in  this 
sense  as  is  living  in  the  slums.  Vocational  mis- 
fits, influenza,  business  reverses,  too  much  drive 


on  the  job,  repeated  pregnancies,  are  all  environ- 
ment ; and  in  them  lies  the  explanation  of  tuber- 
culosis much  more  directly  than  in  the  existence 
of  the  tubercle  bacillus. 

Evidence  has  been  produced  abundantly  and 
repeatedly  that  practically  all  individuals  in  a 
civilized  population  have  become  infected  with 
the  tubercle  bacillus  by  the  time  they  are  fifteen 
years  of  age^^'^‘®b  The  conclusion  is  based 
on  the  widespread  distribution  of  tuberculin- 
allergy,  on  x-ray  findings,  physical  findings,  and 
post-mortem  evidence.  The  tubercle  bacillus 
seems  to  be  a normal  inhabitant  of  the  human 
body,  and  its  mere  presence  is  not  tbe  criterion 
that  determines  disease. 

At  present  there  are  several  different  views 
as  to  the  manner  in  which  tubercle  bacilli  find 
their  way  into  the  human  body.  Comet’s  hypo- 
thesis of  sputum  drying  into  dust  and  carrying 
with  it  tubercle  bacilli  into  the  patient’s  lungs 
with  inspired  air,  and  Fliigge’s  idea  of  the  trans- 
mission of  tubercle  bacilli  by  droplets  of  spray 
in  talking,  coughing,  etc.,  offer  explanation  for 
indoor  infection.  The  view  of  Aufrecht  and  Cal- 
mette suggests  that  infection  takes  place  by 
means  of  the  ingestion  of  anything  that  has  been 
in  contact  with  tuberculous  sputum,  and  the 
entry  of  the  germs  through  the  tonsils,  by  lym- 
phatics. and  through  the  gastro-intestinal  tract. 
Krause  has  recently  put  forth  the  idea  that  as 
most  individuals  are  infected  with  the  tubercle 
bacillus  in  early  childhood,  during  the  very  per- 
iod when  children  play  on  the  ground  and  put 
their  hands  and  ever}^thing  else  into  their  mouths, 
a great  deal  of  transmission  must  be  due  to 
ground  infection  out  of  doors.  Of  these  various 
views,  each  probably  contributes  its  quota  of 
truth  in  explaining  the  source  and  transmission 
of  bacilli. 

The  fact  remains  that  practically  ever)-one  ac- 
quires the  bacilli.  Yet  a relatively  small  pro- 
portion of  persons  suffer  with  the  manifest  dis- 
ease. To  explain  the  cause  of  this,  the  question 
of  allergy  must  be  examined. 

ALLERGY 

When  tubercle  bacilli  are  inoculated  for  the 
first  time  into  a normal,  non-infected  body,  hu- 
man or  animal,  they  are  rapidly  carried  from  the 
site  of  inoculation  throughout  the  entire  body, 
and  no  symptoms  of  illness  appear.  If  the  quan- 
tity of  inoculated  bacilli  is  large  enough,  the 
animal  may  die  in  a short  time,  with  none  of 
the  usual  symptoms  of  tuberculosis  whatever.  If 
the  dose  is  small,  no  external  or  clinical  effects 
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will  be  apparent.  But  something  has  occurred 
within  the  body  nevertheless. 

For  if  now  a second  dose  be  given,  the  sub- 
ject becomes  ill  with  all  the  acute  manifestations 
of  a tuberculous  infection.  The  bacilli,  instead 
of  being  distributed  over  the  body,  are  stopped 
at  the  site  of  entry,  where  a pronounced  inflam- 
matory reaction  occurs,  proceeding  to  a necrosis 
if  the  dose  has  been  large  enough.  The  second 
inoculation  produces  a tuberculous  lesion  and 
tuberculous  disease,  the  intensity  of  which  de- 
pends upon  the  size  of  both  the  first  dose  and 
of  the  second  dose  . A relatively  small  proportion 
of  the  bacilli  are  carried  past  the  site  of  inocula- 
tion to  the  nearest  lymph  node.  If  the  dose  is 
small,  all  the  bacilli  may  be  destroyed  at  the  site 
of  inoculation  or  in  the  lymph  node.  If  any 
remain  as  the  reaction  subsides  and  the  lesion 
heals,  they  are  enclosed  in  a dense  wall  of  fib- 
rous tissue,  which  renders  them  ineffective  to 
injure  their  host.  This  reaction  to  a second  and 
subsequent  doses,  due  to  the  sensitization  by  the 
first  dose,  is  termed  allergy. 

It  might  seem  at  first  thought  that  allerg)'  is 
a disadvantage  to  the  body.  But,  in  two  ways 
it  is  helpful.  Because  of  it,  the  tissues  are  stim- 
ulated to  build  a fibrous  wall  around  the  bacilli ; 
and  because  of  it  the  body  will  readily  recover 
from  a much  larger  dose  than  one  which  on  the 
first  inoculation  would  produce  death.  It  is  in 
reality  a protection ; and  it  remains  potent  as 
long  as  encapsulated  bacilli  remain  within  the 
body.  If  the  bacillus  is  eventually  overcome  and 
the  focus  heals,  allergy  gradually  disappears,  and 
the  body  will  again  react  as  to  an  initial  dose. 

If  the  initial  dose  has  been  a large  one,  it  pro- 
duces a high  degree  of  sensitization ; and  a sec- 
ond dose  small  in  amount  will  produce  a violent 
reaction,  which  may  be  severe  enough  to  kill  the 
patient.  Or  successive  inoculations  may  come  so 
close  together  at  times  when  the  system  is  weak- 
ened by  reactions  to  preceding  inoculations,  that 
the  resulting  symptoms  may  be  severe  enough  to 
cause  death. 

The  point  to  emphasize  is  that  the  manifest 
phases  of  the  illness,  the  fever,  toxemia,  necrosis, 
prostration,  loss  of  weight,  are  not  primarily  due 
to  the  tubercle  bacillus,  but  to  the  sensitized  state 
of  the  body  known  as  allergy.  Allergy,  while 
serving  fundamentally  to  protect  the  patient,  may 
under  certain  conditions  overreach  itself  and  de- 
stroy him.  Non-allergic  persons  do  not  have  in- 
flammations, and  do  not  get  sick  following  an 
infection,  though  they  may  die  from  it.  Infants 
and  savages  furnish  examples  of  such  a condi- 


tion. The  clinical  and  pathological  phases  of 
tuberculosis  always  mean  that  a re-inoculation 
has  taken  place ; and  are  due  to  an  intoxication 
by  the  focal  products  produced  by  the  immune 
reaction,  rather  than  to  any  specific  poison  from 
the  tubercle  bacilli.  An  injection  of  tuberculin, 
for  instance,  into  a non-immune  person,  pro- 
duces no  reaction,  however  large  the  dose  may 
be. 

PATHOGENESIS 

Cases  of  clinical  illness  from  tuberculosis  fall 
into  two  types.  The  commonly  known  chronic 
type,  when  it  first  comes  to  the  doctor,  already 
has  a history  of  many  years’  standing  behind  it. 
The  patient  has  been  up  and  down  a number  of 
times ; first  a period  of  indisposition  followed  by 
improvement ; then  slight  illness  and  improve- 
ment again ; feeling  fairly  good  for  a while  and 
then  down  again.  Each  succeeding  time  he  is 
down,  the  patient  is  lower  and  more  seriously  ill 
than  before.  These  episodes  are  called  “colds,” 
“breakdowns,”  “influenza,”  etc.,  until  the  time 
eventually  arrives  when  a diagnosis  of  tubercu- 
losis is  plain.  How  soon  this  time  arrives,  de- 
pends upon  the  diagnostician  as  well  as  upon  the 
actual  rapidity  of  the  progress  of  the  disease. 

The  second  type  of  case  is  a sudden  flare-up. 
Following  some  severe  exertion,  an  infection,  or 
other  stress,  the  patient  abruptly  falls  acutely  and 
severely  ill.  An  athlete  will  come  down  with 
acute  tuberculosis  after  a strenuous  event,  a 
mother  after  a pregnancy  and  lactation ; influenza 
or  typhoid  fever  may  be  followed  by  such  an 
attack,  which  is  the  beginning  of  a many  years’ 
struggle  against  tuberculosis. 

From  the  above  it  may  seem  that  the  disease 
has  two  different  mechanisms.  All  sorts  of  ex- 
planations have  been  offered  to  account  for  them, 
involving  the  virulence  of  the  bacilli  and  the  re- 
sistance of  the  patient.  As  a matter  of  fact, 
these  two  clinical  types,  as  well  as  the  occurrence 
of  acute  miliary  tuberculosis,  tuberculous  menin- 
gitis, tuberculous  pneumonia,  are  all  explainable 
as  a single  process  without  calling  in  any  dif- 
ference in  bacterial  virulence,  or  any  mysterious 
factor  of  individual  resistance.  There  is  a simple 
pathological  unity  underlying  all  the  varying 
clinical  manifestations  of  tuberculosis,  which  is 
the  encouraging  factor  about  the  present  day 
conception  of  the  disease.  In  practice  there  is 
no  real  dividing  line  between  the  acute  and 
chronic  types ; they  are  merely  the  extremes  of 
a series,  between  which  the  man  who  sees  a 
great  deal  of  tuberculosis  finds  all  possible  grad- 
ations. 

We  have  noted  that  a first  infection  is  acute 
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and  generalized,  but  confers  a pathological  im- 
munity; and  that  suhsetiuent  infections  are  local- 
ized and  chronic.  These  subsequent  infections 
result  in  tubercle  formation.  A tubercle  is  a 
focus  of  bacilli  surrounded  by  a fibrous-tissue 
capsule  of  greater  or  less  density  and  of  greater 
or  less  value  as  a protective  covering  to  prevent 
biochemical  interchange  between  the  bacilli  with- 
in and  the  tissues  without. 

The  body  has  a powerful  natural  tendency  to 
fibrose  and  sclerose  this  capsule,  to  make  it  denser 
and  more  impermeable.  That  is  its  method  of 
protecting  itself  against  further  depredation  by 
the  bacilli.  A thoroughly  enclosed  and  hardened 
tubercle  is  harmless  and  does  not  interfere  with 
good  health.  Numerous  influences  may  result 
in  weakening  its  wall  and  releasing  the  activity 
of  the  enclosed  bacilli.  A re-infection  by  bacilli 
from  the  outside  produces  an  allergic  reaction  of 
all  the  body  tissues;  but  this  reaction  is  strong- 
est about  a tubercle  and  tends  to  soften  it ; meta- 
bolic traffic  occurs  through  the  tubercle  wall; 
toxins  go  out,  supplies  for  the  bacilli  go  in ; the 
bacilli  may  even  break  out  and  spread.  The 
hyperemic  reaction  about  the  tubercle  may  be 
produced  by  any  infection,  an  influenza,  or  a 
severe  cold,  the  stress  of  athletics  or  of  physical 
labor  or  of  nervous  strain.  Tuberculin  from 
the  tubercle  and  the  toxic  products  of  the  sur- 
rounding allergic  reaction  are  sent  into  the  sys- 
tem, and  produce  the  symptoms  of  tuberculous 
disease. 

The  postpeurile  ages  of  our  population  are 
pretty  thoroughly  infected.  In  the  average  non- 
diseased  individual  the  tubercles  are  well  encap- 
sulated. Reinfections  from  without  or  by  spread- 
ing of  bacilli  from  old  foci  occur  constantly,  but 
are  small  and  far  apart.  Nevertheless  they  grad- 
ually result  in  the  formation  of  more  and  more 
tubercles.  The  progress  of  the  infection,  though 
slow  and  without  effect  on  the  clinical  health, 
is  observable  post-mortem,  and  especially  by 
x-ray.  Roentgenologists  have  noted  the  objec- 
tive appearances  for  a long  time,  though  the 
pathological  inteqiretation  is  but  recent. 

The  clinical  breakdown  of  the  patient,  with 
manifest  tuberculosis  involves  no  different  mech- 
anism than  the  above,  e.xcept  in  degree.  Through 
months  or  years  of  hard  work,  infection,  poor 
nutrition,  stress  of  any  kind,  there  is  a more 
rapid  increase  in  the  number  of  foci,  by  re- 
infections from  without  or  by  the  spreading  of 
bacilli  from  old  foci  within.  Each  new  group 
increases  the  number  of  sources  for  further 
spread.  For  a time  the  patient  is  not  severely 
hit  by  the  allergic  reaction  of  the  re-infections. 


and  recovers  readily.  15ut  the  rate  of  spread 
increases  in  geometric  ratio,  and  the  allergic  re- 
actions become  more  severe  correspondingly.  Re- 
infections occur  oftener,  and  the  patient  has  less 
time  in  which  to  recover  between  them.  Event- 
ually the  patient  realizes  that  he  is  ill,  and  that 
he  has  been  so  for  a long  time.  By  the  time  the 
diagnosis  is  made,  he  has  been  sick  for  some 
years,  and  there  have  been  several  periods  of 
development  and  subsidence. 

The  termination  of  untreated  or  unsuccessfully 
treated  cases  of  this  type  occurs  when  re-inocu- 
lations which  at  this  stage  are  always  from  with- 
in the  body,  become  so  extensive  and  so  frequent 
that  the  patient  has  no  time  to  recover  between 
them.  He  is  now  a “consumptive.” 

The  areas  in  the  body  where  tubercles  may 
exist  and  give  no  sign  of  their  presence,  unless 
they  are  extensive  enough  to  give  the  syste;-nic 
symptoms  of  the  tuberculin  effect.  This  is  true 
of  the  greater  portion  of  the  lungs  and  of  the 
mediastinal  and  mesenteric  lymph  nodes.  A 
tuberculous  node  in  the  neck,  because  it  attracts 
attention,  causes  a lot  of  alarm.  Ten  times  as 
much  infection  may  exist  in  the  mediastinal 
nodes  without  the  patient  or  his  physician  know- 
ing anything  about  it.  But  if,  as  occasionally 
hapf>ens,  one  of  the  mediastinal  nodes  ulcerates 
and  ruptures  into  a bronchus,  then  there  are 
bacilli  in  the  sputum  and  an  excited  diagnosis. 
As  a matter  of  fact  the  bacilli  in  the  sputum 
mean  that  surgical  evacuation  has  taken  place, 
and  the  patient  is  better  off  than  one  without  a 
positive  sputum.  Or,  an  ulcerating  node  may 
rupture  into  a vein,  producing  generalized  mil- 
iary tuberculosis  and  a quick  death. 

A hundred  or  a thousand  tubercles  may  exist 
in  the  lung  and  the  patient  not  be  particularly 
sick.  There,  may  be  ten  tubercles  in  the  men- 
inges, and  severe  disease  and  death  result.  There 
may  be  one  tubercle  in  the  larynx,  producing  a 
distressing  and  disabling  condition.  A vast 
amount  of  infection  may  exist  in  the  mesenteric 
lymph  nodes  without  any  e.xternal  signs;  a half 
dozen  tubercles  in  a joint  or  a kidney  cause 
.severe  symptoms,  illness,  and  disability. 

What  has  determined  the  difference  between 
the  silent  infection  on  the  one  hand  and  the 
clinically  sick  patient  on  the  other?  Pure  acci- 
dent ; merely  the  haphazard  chance  of  where  the 
tubercle  happened  to  localize.  The  amount  of 
infection,  the  resistance  of  the  patient  play  minor 
parts  in  the  pathogenesis  of  tuberculosis,  beside 
the  mere  fortuitous  factor  of  accidental  location 
of  the  tubercle.  Chance  alone  determines  wheth- 
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er  the  bacilli  locate  in  this  place  or  that ; hut  upon 
it  depend  the  patient’s  health  and  life. 

ACTIVITY 

From  these  considerations  it  is  evident  that 
a great  deal  of  tuberculosis  may  be  g’oing  for- 
ward in  the  body  in  a pathological  sense,  with- 
out the  patient’s  being  ill  or  aware  of  anything. 
There  is  a lot  of  pathological  activity  present 
in  many  people  who  to  all  practical  purposes 
are  perfectly  well. 

If  we  accept  the  meaning  of  the  term  “activ- 
ity” in  the  above  sense,  everybody  has  some. 
Sometimes  it  can  be  detected  by  clinical  examin- 
ation or  x-ray  in  clinically  well  persons  ; some- 
times it  exists  and  cannot  be  discovered.  Ob- 
viously, we  cannot  treat  all  those  who  are  in- 
fected on  pathological  or  immunological  evidence, 
for  that  would  mean  the  entire  population.  Where 
then  draw  the  line? 

On  the  other  hand,  a patient  may  have  no 
physical  or  x-ray  signs  at  all,  and  yet  have  at- 
tacks of  hemoptysis.  He  is  “active.”  There  may 
be  underweight,  disinclination  to  work,  amenor- 
rhea. or  frequent  and  protracted  colds ; and  noth- 
ing demonstrable  by  x-ray  or  physical  examina- 
tion. That  patient  is  “active.”  Another  may 
be  full  of  clinical  or  x-ray  signs ; if  he  feels 
good,  works  hard,  and  remains  that  way,  he  is 
not  “active.”  There  is  no  mystic  criterion  of 
physical  findings  or  x-ray  signs  to  indicate  activ- 
ity or  inactivity.  In  the  words  of  Krause : 
“There  is  no  anatomical  change  or  combination 
of  changes  (except  complete  fibrosis)  that  has 
anything  intrinsic  to  assure  activity  or  inactivity 
of  focus.  Every  one  of  them  can  exist  without 
symptoms  or  can  lead  to  symptoms  (activity) 
under  proper  conditions,  which  conditions  are  de- 
termined, not  in  the  focus,  but  in  body  condition 
or  organ  state. A patient  who  is  sick  is  ac- 
tive, regardless  of  technical  signs. 

The  word  “activity”  has  been  conjured  with 
too  much.  Pathologists  feel  that  it  is  an  inapt 
expression,  and  are  discounting  its  use.  The 
term  “manifest  disease”  is  finding  favor  in  its 
place. 

RESISTANCE 

The  pathological  phase  of  resistance  to  tuber- 
culosis is  allergy,  and  has  been  discussed.  If 
we  interpret  the  term  “resistance”  in  the  clinical 
sense  as  meaning  protection  against  illness  from 
the  disease,  allergy  is  the  opposite  thing.  It  is 
a sensitization,  a predisposition  to  the  clinical 
states  of  the  illness. 

From  the  standpoint  of  the  patient’s  health 


and  safety,  the  only  protection  again.st  tuberculo- 
sis is  the  fibrous  wall  around  the  tubercle.  If 
this  wall  holds,  and  mechanically  shuts  in  the 
bacilli  and  prevents  circulatory  exchange  of  met- 
abolic products  between  its  interior  and  exterior, 
the  patient  is  safe.  The  only  real  resistance  con- 
sists in  the  firmness  and  impenetralnlity  of  this 
fibrous  wall. 

The  balance  between  the  holding  power  of  the 
tubercle  wall_  and  the  forces  tending  to  get 
through  it,  depends  on  numerous  factors,  bodily, 
environmental,  hereditary,  and  acquired.  Some 
persons  have  a good  proliferative  reactivity  and 
quickly  encapsulate  the  foci ; they  are  not  sus- 
ceptible to  clinical  tuberculosis  ( though  they  are 
susceptible  to  cancer).  In  children,  fibrosis  takes 
place  slowly  and  tubercle  is  not  firmly  formed. 
A re-infection  occurring  shortly  after  a tubercle 
has  begun  to  form,  causes  the  reaction  about  it 
to  destroy  its  wall.  An  attack  of  measles  or  a 
pregnancy  occurring  befgre  a tubercle  has  be- 
come firmly  sclerosed,  brings  on  an  attack  of 
acute  clinical  tuberculosis ; but  if  it  occurred  a 
year  or  two  later  when  good  healing  had  taken 
place,  it  would  be  without  harmful  results  as 
far  as  tuberculosis  is  concerned. 

Good  clinical  resistance  means ; 

1.  That  infection  is  quickly  localized; 

2.  Firm  fibrosis  is  formed; 

3.  Spreading-  is  slow; 

4.  Evolution  by  re- infection  is  delayed. 

Re.sistance  or  the  lack  of  it  does  not  enter  as 
a factor  into  the  occurrence  of  phthisis  florida 
or  of  acute  miliary  tuberculosis.  The  former 
condition  is  due  to  oversensitization  from  too 
heavy  an  initial  dose  in  a non-allergic  individual, 
such  as  an  infant  or  a savage.  The  latter  condi- 
tion is  a pure  accident  of  localization  of  bacilli, 
due  to  the  evacuation  of  an  ulcerating  focus 
into  a somatic  highway  as  a vein  or  a large 
lymphatic  duct.  A close  analogy  is  found  in  the 
difference  between  the  general  effects  on  the 
patient  of  an  endocarditic  embolus,  in  whether 
it  lodges  in  a lung  or  in  a coronary  artery. 

DIAGNOSIS 

It  stands  to  reason  that  a diagnosis  early  in 
the  evolution  of  the  “manifest”  disease  is  an 
important  thing.  A correct  conception  in  the 
minds  of  the  physician  and  the  patient  as  to 
what  is  going  on  and  what  is  necessary  to  pre- 
vent disastrous  consequences,  will  mean  success 
if  arrived  at  early,  and  a doubtful  or  hopeless 
struggle  if  left  until  too  late. 

Recent  years  have  seen  brilliant  progress  in 
the  detection  by  clinical  examination  of  tubercu- 
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lous  processes  of  low-grade  intensity.  The  tech- 
nic(7  s 9 10))  will  not  be  discussed  here,  further 
than  to  say  that  the  day  is  past  when  we  depend 
for  a diagnosis  on  the  finding  of  the  bacillus  in 
the  sputum  or  the  tapping  out  of  a "spot"  in  the 
chest. 

In  arriving  at  a diagnosis,  the  big  question  is 
not:  Is  tuberculosis  present?  for  it  probably  is; 

but  what  is  its  relation  to  the  patient’s  illness? 
The  old  attitude,  in  the  presence  of  fever,  cough, 
and  debility,  of  being  afraid  to  call  it  tuberculo- 
sis and  considering  everything  else  until  tubercu- 
losis has  been  rigorously  proved,  is  now  reversed. 
Such  a case  is  now  presumed  to  be  tuberculosis 
until  proved  to  be  otherwise. 

Furthermore,  in  arriving  at  a diagnosis,  it 
must  be  kept  in  mind  that  the  symptoms  are 
due,  not  to  the  tubercle  bacillus,  but  to  the  body's 
reaction  to  the  bacillus.  Thus,  the  low-reacting 
case,  with  a low  fever  and  a low  leucocyte  count 
and  a great  deal  of  patholog>’,  may  be  quite  com- 
fortable. but  like  a non-allergic  case,  is  in  the 
greatest  danger.  The  acutely  ill  case  is  one 
that  is  over-sensitive  because  of  heavy  previous 
inoculations,  and  while  also  in  danger,  because 
the  body  may  overdo  the  defense  or  because  the 
defense  may  take  place  in  a dangerous  area ; still 
the  patient  is  better  off  because  the  symptoms 
are  but  evidence  of  a powerful  reaction  on  the 
part  of  the  body  in  its  effort  to  localize  and 
encapsulate  the  bacilli.  Furthermore,  the  dis- 
tressing symptoms  call  attention  to  .themselves 
and  elicit  the  proper  medical  attention. 

The  following  are  suggested  as  a criterion 
upon  the  basis  of  which  the  diagnosis  of  a “man- 
ifest” or  so-called  “active’’  condition  may  be 
made : 

1.  The  presence  of  an  anatomical  lesion. 

2.  The  presence  of  symptoms.  In  general  this 
means  a loss  of  capacity  to  tolerate  stress,  to  which 
the  body  reacts  by  temperature,  anorexia,  fatigue, 
and  dysfunction  of  the  cardio-vascular,  gastro-intes- 
tinal,  and  nervous  systems. 

3.  The  assurance  that  the  symptoms  are  due  to 
the  infection.  This  is  accomplished  largely  by  a 
thorough  and  complete  study  of  the  patient  and  the 
elimination  of  other  possibilities. 

TUBERCULIN 

I'or  purpose.^^  of  treatment,  we  are  in  .search 
of  factors  that  will  promote  fibrosis  of  tubercle. 
The  patient's  only  hope  lies  in  a firm  investment 
of  the  bacilli  in  a fibrous  sheath.  The  readiness 
with  which  this  takes  place  depends  partly  upon 
the  patient’s  natural  constitutional  tendency  to 
react  with  fibrosis,  and  partly  on  the  highest 
possible  efficiency  in  utilizing  what  proliferative 
powers  he  does  possess.  Naturally,  debilitative 


factors  interfere  with  fibrosis.  We  are  not  in 
possession  of  any  noteworthy  means  of  promot- 
ing fibrosis.  Calcium  and  parathyroid  therapy 
are  suggestive,  but  their  value  has  not  been  dem- 
onstrated. But  we  have  one  agent  that  does 
seem  to  be  of  some  assistance  in  stimulating  fib- 
rosis, and  that  is  tuberculin.  Tuberculin  is  use- 
ful for  that  one  purpose,  and  for  no  other. 

Tuberculin  is  difficult  to  use.  It  requires  pa- 
tience on  the  part  of  the  physician  and  the  patient. 
Results  are  not  apparent  at  once,  but  require 
months  of  time.  The  effects  of  a tuberculin  in- 
jection are  exactly  like  those  of  a re-infection, 
but  are  self-limited  in  time,  and  the  intensity  and 
extent  are  under  the  control  of  the  physician. 
The  subject  is  so  big  t-hat  the  details  cannot  be 
discussed  here.  In  the  words  of  Pottenger^^**) : 
“In  writings  on  tuberculosis,  many  indications 
and  contraindications  for  its  use  are  given,  but 
if  one  will  analyze  them  carefully,  they  amount 
to  about  this : all  patients  who  are  favorable  for 
cure  are  favorable  for  tuberculin  treatment,  and 
all  patients  who  have  serious  complications  which 
might  reduce  their  chance  for  cure,  are  unfavor- 
able for  tuberculin  treatment.  This  is  true,  but 
is  as  true  of  other  therapeutic  measures  as  it  is 
of  tuberculin.” 

REST 

The  second  method  that  we  have  at  our  dis- 
posal to  promote  healing  by  fibrosis,  is  to  pro- 
tect the  fibrous  capsule  when  it  has  begun  to 
form,  from  influences  that  tend  to  disintegrate 
it.  A consideration  of  the  factors  that  make  to- 
ward the  breaking  down  of  tubercle,  exertion, 
e.xposure,  mental  strain  or  depression,  infection, 
pregnancy,  etc.,  shows  that  they  are  all  classi- 
fiable under  the  one  caption  of  stress.  Stress 
of  any  kind  on  the  body  tissues  produces  reactions 
that  soften  tubercle  and  release  toxins  and  ba- 
cilli. 

Therefore,  in  defining  rest,  we  are  involved 
in  a relativism.  What  constitutes  rest  for  that 
particular  patient?  A vacation  trip  in  an  auto- 
mobile or  confinement  to  bed  ? May  he  read  ? 
May  he  have  visitors?  The  answer  is  purely 
relative.  For  a patient  who  has  come  down  with 
tuberculosis  while  at  his  occupation  of  handling 
freight,  washing  windows  at  the  railway  station 
may  be  rest.  For  the  girl  broken  down  at  her 
sedentary  college  studies,  rest  is  nothing  short 
of  all  day  in  bed  without  occupation. 

Rest  therefore  means  a relief  from  stress.  The 
more  nearly  perfect  the  relief,  the  more  rapid 
and  certain  the  recovery.  Even  in  those  cases 
where  a mere  relative  diminution  in  stress  is 
clinically  sufficient,  the  more  complete  the  rest. 
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the  more  rapid  and  efficient  is  the  sclerosis  of 
tubercle. 

PROPHYLAXIS 

Though  the  immediate  present  need  in  the 
fight  against  tuberculosis  is  early  diagnosis,  that 
is  but  a step  in  the  right  direction.  For  definite 
progress  in  the  battle,  not  cure,  but  prevention 
of  the  manifest  disease  states  is  the  important 
requirement. 

In  the  past,  prophylactic  (as  well  as  therapeu- 
tic ) efforts  have  concerned  themselves  too  much 
with  the  presence  of  the  tubercle  bacillus  in  the 
body.  It  seems  to  be  difficult  to  get  away  from 
the  conception  of  the  avoidance  of  infection. 
Yet  since  we  know  that  infection  of  civilized 
people  is  universal  without  manifest  illness,  wdiy 
should  we  concern  ourselves  with  the  mere  pres- 
ence of  the  infection? 

Perhaps  at  some  millenium  all  the  tubercle 
bacilli  on  earth  will  be  eradicated.  Today  there 
is  not  even  a speculative  way  of  approaching 
that  problem.  The  things  that  concern  us  are 
the  factors  that  turn  a silent  infection  into  mani- 
fest disease. 

The  cause  of  consumption  is  not  so  much  what 
the  bacillus  does  as  what  the  patient  does.  Any 
and  every  event  that  depresses  his  health  con- 
tributes toward  producing  his  manifest  disease. 
A common  cold  is  not  so  important  per  sc,  but 
because  it  aggravates  quiescent  tubercle.  Over- 
work must  be  avoided,  pregnancy  carefully 
handled,  always  with  a view  to  the  possibility  of 
stirring  up  a silent  tuberculosis.  Not  the  fam- 
ily history,  not  x-ray  phantoms  or  rales  in  the 
chest,  but  the  patient's  tolerance  of  stress,  should 
be  the  warning  of  how  he  is  to  conduct  his  life 
if  he  is  to  remain  well  and  safe.  Everybody 
has  his  limit,  high  or  low ; to  be  safe  from  mani- 
fest tuberculosis,  he  must  determine  that  limit  by 
experience  and  live  within  it. 
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DISCUSSION 

L.YWRENCE  T.  SIDWELL,  M.  D.  (Kearney):  Dr. 

Miles  .1.  Breuer’s  paper  on  "The  I’resent  Day  Con- 
ception of  Tuberculosis”  is  excellent.  A few  points 
he  makes  that  I wish  to  stress  are  as  follows: 

"The  correct  conception  of  tuberculosis  has  not  yet 
found  its  way  to  the  rank  and  file  of  medical  prac- 
tice, while  the  popular  ideas  of  it  are  grossly  erron- 
eous and  misleading."  Many  physicians  seem  afraid 
or  unwilling  to  diagnose  tuberculosis.  Some  feel  it 
is  necessary  to  find  the  germs  in  the  sputum  before 
doing  so.  Their  absence  means  nothing.  A positive 
diagni'sis  is  possible  without  finding  them.  The  fol- 
lowing danger  signs  should  make  us  suspicious  and 
help  lead  to  an  early  diagnosis  and  proper  treatment; 
Loss  of  weight  and  strength,  slight  afternoon  temper- 
ature, nervousness,  tired  feeling,  a cough  that  hangs 
on  unduly  long  and  blood  streaked  sputum. 

Our  medical  schools  should  give  more  attention  to 
tuberculosis.  General  hospitals  should  make  some 
provision  for  tuberculars.  There  is  too  much  phthis- 
iophobia  and  too  little  knowledge  about  the  disease. 
The  public  should  be  educated  and  come  to  realize 
that  tuberculosis  is  present  before  the  third  stage  is 
reached.  Everyone  should  know  what  the  early 
symptoms  are  and  that  early  tuberculosis  can  be 
cured  in  practically  every  case.  They  should  also 
know  how  to  prevent  the  spread  of  the  disease  and 
that  most  cases  are  infected  as  children. 

Rest  is  an  essential  factor  in  curing  tuberculosis, 
in  fact,  an  absolute  necessity  in  practically  all  cases. 
Exercise  is  also  essential  but  not  at  the  beginning' 
and  not  until  the  disease  has  improved.  Graduated 
exercise  is  a study  in  itself. 

There  are  several  points  in  the  Doctor’s  paper  that 
I am  not  wholly  in  accord  with.  First:  In  regard  to 
the  use  of  tuberculin.  I feel  that  exercise  properly 
used  will  produce  an  autoinoculation  which  can  be 
controlled  better  in  most  cases  and  one  does  not  run 
the  danger  that  you  do  with  tuberculin,  with  the  same 
end  results. 

Another  thing  I wish  to  call  attention  to  is  his 
statement  that  there  are  three  active  cases  of  tuber- 
culosis for  each  100  of  the  population.  I am  afraid 
that  he  has  made  a mistake  in  his  figures.  If  this 
were  true  it  would  mean  that  we  had  40.500  active 
cases  in  this  state.  He  says  there  is  one  death  for 
every  nine  active  cases  which  would  mean  approxi- 
mately 4,500  deaths  per  year  in  Nebraska  and  this  is 
just  ten  times  too  high. 

I cannot  entirely  agree  with  him  that  the  lowering 
of  our  death  rate  is  merely  parallel  with  the  lower- 
ing of  the  general  death  rate.  The  death  rate  from 
tuberculosis  25  years  ago  in  the  United  States  was 
approximately  200  for  every  100.000  of  the  population. 
It  now  is  approximately  80  per  100,000 — a 60%  reduc- 
tion and  still  decreasing.  Nebraska's  death  rate  has 
been  reduced  from  100  per  100,000  population  25  years 
ago  to  about  33  per  100,000  at  the  present  time.  In- 
cidentally Nebraska’s  death  rate  from  tuberculosis  is 
the  lowest  of  any  state  in  the  Union. 

E.  W.  ROWE.  M.  D.  (Lincoln);  I have  listened 
with  much  interest  to  Dr.  Breuer’s  paper.  The  inside 
story  of  tuberculosis  reads  like  a great  historical 
novel.  The  mysteries  of  medical  science  are  as  in- 
triguing as  any  of  the  great  problems  facing  modern 
progress.  Our  conception  of  allergy  as  applied  to  the 
disease  is  a scheme  which  so  far  seems  to  fit  like 
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a shoe.  It  explains  the  ups  and  downs  in  the  life 
of  one  suffering  from  pulmonary  tuberculosis.  It 
widens  our  conception  of  much  that  heretofore  was 
emperical.  In  his  general  picture  Dr.  Breuer  has  dis- 
cussed in  a limited  way  the  diagnosis  of  tuberculosis. 
Perhaps  this  is  the  reason  that  roentgenology  has  re- 
ceived but  a passing  mention.  Let  me  say  that  the 
workers  in  both  tuberculosis  and  roentgenology  are 
in  closer  agreement  than  ever  before.  The  old  spirit 
of  antagonism,  if  it  ever  existed,  has  disappeared.  It 
was  to  be  expected  that  certain  physicians  would  re- 
sent the  invasion  of  their  field  which  hitherto  was 
almost  exclusively  occupied  by  them.  At  first  the 
roentgenologists  passed  up  to  the  internist  a good 
deal  that  was  untried  and  overenthusiastically  pre- 
sented. On  the  part  of  the  internest  a new  relation- 
ship had  to  be  established. 

There  are  still  too  many  interpretations  attempted 
by  inexperienced  physicians.  Competent  services  by 
consulting  roentgenologists  are  now  available  in  pul- 
monary tuberculosis.  The  roentgen  rays  should  be 
employed  in  the  early  diagnosis  and  therefore  as  a 
check  to  the  progress  of  the  disease.  Some-  use  and 
rely  on  the  roentgen  ray  far  more  than  others.  The 
uncanny  skill  of  a highly  qualified  roentgenologist 
is  one  of  the  brilliant  accomplishments  in  the  field 


of  medical  endeavor.  Those  who  know  the  value  of  I 
roentgen  interpretation  know  there  is  no  greater  aid 
in  arriving  at  a pathological  or  clinical  evaluation  of  i 
a case. 

A good  roentgenogram  will  reveal  the  present  state  | 
of  the  disease  and  if  carefully  studied,  the  origin  of 
the  process,  the  periods  of  activity  and  tissue  reac- 
tion. All  the  pathological  processes  may  be  seen  from 
the  softer  shadows  of  infiltration  in  the  formation  of 
early  tubercles,  to  the  extensive  stage  of  involvement  I 
with  cavitation.  The  roentgenogram  is  a record  of  I 
the  reaction  of  the  normal  tissue  of  the  body  in  the 
organs  exposed  to  the  invasion  of  the  tuberculous  i 
bacilli.  It  is  important  as  a chart  to  the  clinician  in 
the  evaluation  of  hi's  case.  | 

DR.  BREUER  (closing):  I fully  expected  some- 

body to  disagree  with  those  figures.  I was  aston- 
ished myself  when  I received  them.  A letter  to  the 
National  Tuberculosis  Association  will  bring  a pile 
of  material,  the  chief  feature  of  which  is  evidence 
that  the  people  in  that  office  seem  to  have  studied 
the  question  very  thoroughly.  I was  convinced  their 
figures  were  fairly  correct.  I checked  up  with  two 
personal  letters  before  I dared  put  these  figures  in 
my  paper.  I believe  I will  let  them  stand.  I think 
these  figures  are  fairly  authentic. 


SO:\IE  PRACTICAL  COXSTDERATIOXS  OF  :MALXUTRITI0X  IX  THE  CHILD* 

HERMAN  M.  JAHR,  M.  D., 

Omaha.  Nebr. 


Definitions  in  medicine  are  rather  inadequate, 
therefore,  rather  than  define  malnutrition.  I shall 
attempt  to  describe  what  in  my  opinion  is  meant 
by  a malnourished  child.  The  material  for  this 
presentation  is  based  upon  a study  of  over  five 
hundred  children,  clinically  malnourished.  A 
small  number,  to  be  sure,  from  which  to  draw 
conclusions,  yet,  since  these  data  correspond  so 
closely  to  the  facts  obtained  from  other  reports. 
I have  taken  the  privilege  of  offering  the  find- 
ings to  you  in  hope  of  stimulating  discussion  and 
a better  understanding  in  the  relationship  of  phy- 
sician, parent,  and  child. 

To  begin  Avith,  the  malnourished  child  can  be 
recognized  by  his  genera!  appearance.  He  is 
usuallv  tired,  may  be  bright  or  dull,  with  circles 
under  his  eyes.  His  skin  may  be  moist  or  dry, 
and  usually  presents  an  inferior  texture  when 
compared  with  the  skin  of  the  robust  child.  The 
extremities  are  cold,  though  not  cyanotic.  He  is 
usually  poor  in  adipose  tissue,  although  we  fre- 
quently find  malnourished  children  who  are  ade- 
quately supplied  with  fat.  These  children  appear 
phlegmatic,  with  poor  muscle  tone.  The  defi- 
ciency in  muscle  tone  reflects  itself  in  constipa- 
tion, poor  posture,  easy  fatiguability,  and  occa- 
sional vague  and  indefinite  pains  in  the  legs. 
\^ery  frequently  this  muscle  weakness  is  the  cause 
of  eneuresis.  so  prevalent  in  this  type  of  child. 
The  malnourished  child  is  frequently  nervous  and 

*Bead  before  the  annual  meeting  Nebraska  State  Medical  Association, 
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irritable.  This  condition  is  a considerable  source 
of  trouble  in  the  management  of  these  children 
since  it  is  both  a result  as  well  as  a cause  of  mal- 
nutrition. Thus  unconventional  habits  of  various 
types  and  gradations,  temper  outbursts,  likes  and 
dislikes,  whims  and  fancies  toward  certain  foods 
almost  always  occur  especially  in  those  children 
of  the  so-called  better  classes. 

While  malnutrition  may  begin  in  early  or  late 
infancy  it  usually  becomes  prominent  during  the 
pre-school  years  and  extends  through  the  period 
of  pubescence.  In  this  brief  description  I have 
purposely  left  out  the  adenoid  facies  which  a 
good  many  malnourished  children  present.  I be- 
lieve that,  while  in  many  instances  infected  ton- 
sils and  a superabundance  of  adenoid  tissue  in- 
terfere with  proper  metabolism,  that  these  con- 
ditions are  more  frequently  the  result,  than 
the  cause  of  malnutrition.  I make  this  state- 
ment because  we  find  many  undernourished 
children  who  had  their  tonsils  and  adenoids  re- 
moved in  the  hope  of  improving  the  condition. 
After  a short,  temporary  gain  in  weight  they 
lapse  back  to  where  they  were  before  the  opera- 
tion. It  can  not  be  denied  that  focal  infections 
interfere  with  proper  physical  and  mental  growth. 
Bad  tonsils  and  carious  teeth  should,  of  course, 
receive  attention  in  the  treatment  of  malnutri- 
tion, but  I am  not  in  sympathy  with  those  who 
lay  the  entire  blame  for  malnutrition  on  the  up- 
per respiratory  tract. 
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My  experience  has  been  that  by  far  the  most 
prevalent  cause  of  malnutrition,  particularly 
where  underweight,  tiredness,  easy  fatiguability, 
are  the  prominent  factors,  are  faulty  feeding 
methods  employed  by  parents  whom  Aldrich  calls 
“calorie  stokers.”  We  live  in  an  age  of  "bally- 
hoo.” Every  institution  of  commerce  interested  in 
the  sale  of  its  wares  has  suddenly  turned  to  edu- 
cating the  public.  The  "information”  put  out  by 
well  paid  circus  barkers  is  handed  down  in  sym- 
phony and  song,  seasoned  with  a proper  reper- 
toire of  “human  interest”  stories  and  jokes.  Thus 
the  tobacco  vender  distributes  information  on 
how  to  avoid  overeating — all  one  has  to  do  is  to 
reach  for  a certain  cigarette  instead  of  a sweet. 
The  raisin  growers  are  anxious  to  know  whether 
you  have  had  your  iron  today,  the  apple  growers 
are  interested  in  keeping  the  doctors  away  from 
the  public,  the  organized  milk  dealers  assure  the 
public  that  milk  is  the  very  essence  of  good  food, 
and  so  on  down  the  list. 

In  addition  to  the  industrial  paternalism  there 
has  also  sprung  up  another  evil  within  the  last 
few  years  that  tends  to  interfere  with  the  nutri- 
tion of  the  child.  I am  referring  here  to  the 
numerous  “nutritionists”  of  the  cooking  school 
variety  who  put  out  information  that  is  more 
harmful  than  the  msisinformation  put  out  by  com- 
mercial houses.  These  nutritionists  write  article 
and  books,  deliver  lectures  before  organizations 
on  how  to  feed  children,  themselves  having  no 
definite  ideas  on  what  child  nutrition  involves. 
They  usually  have  a few  hazy,  and  disorganized 
notions  on  calories,  carbohydrates,  proteins,  vita- 
mines  and  roughage ; and  with  this  armamentar- 
ium they  appear  learned  and  distinguished  edu- 
cators on  nutrition.  The  public,  in  turn,  swal- 
lows this  buncombe  in  toto,  then  wonders  why 
the  child  insists  on  being  so  stubborn  and  per- 
sistently refuses  vegetables,  milk,  in  fact  refuses 
anything  and  everything  that  the  mother  knows, 
and  tries  to  make  the  child  know,  is  good  for 
him. 

Let  us  now  get  the  child’s  viewpoint.  Every 
human  being  wants  to  be  important  and  stand 
out  prominently  in  the  crowd.  We  all  want  to 
be  noticed,  all  crave  attention.  In  fact  social 
and  economic  progress  is  based  on  the  inherent 
desire  of  man  to  be  somebody.  Here,  then,  is  a 
child  who  has  enough  intelligence  to  crave  atten- 
tion, and  at  the  other  end  are  the  mother  and 
father  extremely  anxious  that  Johnny  grow  up 
to  be  strong  and  sturdy  and  have  red  blood  in 
him.  Red  blood,  the  boy  is  told,  depends  on  iron, 
a mineral  which  is  found  in  spinach.  The  child 


must  therefore  eat  a lot  of  spinach.  .\n  argu- 
ment ensues  about  the  taste  of  this  vegetable  and 
if  the  elders  use  a good  sales  talk  the  boy  may 
give  in  for  a while,  but  spinach  and  the  boy, 
you  may  be  sure,  will  remain  anything  but 
friends.  If  the  father  or  mother  wins  the  first 
turn  the  other  side,  the  child,  will  win  at  the 
ne.xt  session.  What  is  true  of  spinach  is  also 
true  of  other  vegetables,  then  cereals,  then  milk, 
until,  when  the  mother  tells  the  story  in  the  clinic 
or  in  the  office,  the  child  does  not  eat  a thing 
unless  forced  to  do  so,  which  is  after  all,  all  that 
this  child  wants.  He  has  learned  to  get  his  at- 
tention that  way,  and  it  is  mighty  difficult  to 
change  him  now.  The  parents  listen  to  more 
radio  talks  and  read  a few  more  articles  on  child 
nutrition  and  it  seems  that  the  greater  the  anxiety 
of  the  parents  with  regard  to  the  child’s  not  eat- 
ing, the  greater  becomes  the  reluctance  of  the 
same  child  to  partake  of  calories,  proteins,  carbo- 
hydrates, vitamines,  and  especially  roughage. 

Thus  the  erroneous  information  or  the  half- 
baked  education  that  the  modern  parents  receive 
in  exchange  for  their  patronage  of  the  elaborate 
radio  programs  or  their  various  organizations  has 
tended  to  produce  a negativistic  child.  A wise 
man  once  said  that  a little  knowledge  is  worse 
than  no  knowledge  at  all,  and  he  was  certainly 
right  when  applied  to  the  problem  of  child  feed- 
ing. 

There  is  yet  another  factor  that  we  must  con- 
sider in  connection  with  the  causes  of  malnutri- 
tion. The  physiologist  tells  us  that  the  secre- 
tions of  the  digestive  juices  are  regulated  by  cer- 
tain glands  which  in  turn  are  affected  by  the  var- 
ious psychological  and  emotional  states  of  the  in- 
dividual. The  emotions  affect  the  ingestion,  the 
digestion,  and  assimilation  of  food.  Picture  the 
child  who  has  a long  list  of  do’s  and  don’t’s  to 
carry  out  at  meal  time.  There  is  a certain  class 
of  parents,  particularly  in  the  middle  classes  in 
the  upper  economic  scale  who  are  always  worried 
about  their  child’s  manners  at  the  table.  “Eat 
this  with  a fork,”  “Take  smaller  bites,”  “Sit 
up  straight,”  “Say  ‘please’,”  “Don’t  Talk,” 
“Don’t  say  ‘ain’t’,”  and  untold  other  commands 
at  table  tend  to  produce  anything  but  a pleasant 
situation  at  mealtime. 

The  problem  becomes  peculiarly  difficult  if, 
as  so  frequently  obtains,  there  is  disharmony  be- 
tween the  parents  with  regard  to  the  propriety 
and  advisability  of  these  commands.  The  child, 
ever  ready  to  take  advantage  of  the  situation,  is 
sure  to  use  his  weapon  when  he  realizes  the  in- 
justice done  him.  He  refuses  to  eat. 

Another  factor  in  the  interference  with  proper 
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nutrition  in  the  child  is  tiredness.  It  should  he 
remembered  that  the  growing  child  at  play  us- 
ually works  rather  hard.  This  is  particularly 
true  of  the  child  of  school  age.  While  it  is  true 
that  work  tends  to  produce  a demand  for  addi- 
tional food  it  also  behooves  us  to  know  that  a 
hov  mav  play  so  hard  as  to  become  too  tired  and 
fatigued  to  be  able  or  ambitious  to  partake  of  a 
full  meal. 

.V  practical  point  to  consider  in  connection 
with  prooer  nutrition  of  the  child  is  brought  out 
hy  Aldrich  in  his  little  book  “Cultivating  the 
Child's  Appetite.”  This  author  contends  that 
fats  being  slow  in  leaving  the  stomach  interfere 
with  the  hunger  impulse  in  the  individual.  If 
we  remember  that  hunger  pain  is  due  to  the  con- 
traction of  the  empty  stomach,  it  is  conceivable 
that  the  fattening  process  attempted  on  under- 
weight and  thin  children  may  not  only  be  unsuc- 
cessful if  based  on  high  calorie  feeding,  but  it 
mav  indeed  work  the  other  way,  that  is,  the  child 
will  eat  less  and  therefore  remain  underweight 
under  this  regime.  Personally,  T do  not  find  this 
factor  a prominent  feature  in  the  condition  des- 
cribed. 

Last,  but  not  by  any  means  least,  in  the  cate- 
gorv  of  malnutrition  we  should  consider  the  ner- 
vous child.  A description  of  this  type  of  child 
is  beyond  the  scope  of  this  paper.  In  fact  we 
are  all  acquainted  with  him  so  thoroughly  that 
he  needs  no  description  here.  Whether  nervous- 
ness is  the  cause,  or  the  result  of  malnutrition 
is  a speculative  question.  It  may  be  either  or 
both.  The  fact  is  that  most  nervous  children 
are  malnourished.  They  are  frequently  bright 
children  subject  to  the  slightest  suggestion,  with 
the  various  emotional  outbursts,  laugh  and  cry 
easily,  have  various  means  of  showing  their  im- 
portance by  tantrums  of  all  sorts,  with  whims 
and  moods  galore,  especially  with  regard  to  food. 
The  parents  plead  and  bribe,  and  urge  them  to 
eat.  at  times  resorting  to  punishment  in  a half 
hearted  way,  with  this  result : The  child  when 
finally  made  to  swallow  his  food,  soon  begins  to 
gag  and  in  the  eyes  of  his  excited  and  excitable 
audience  simply  vomits  every  mouthful  he  has 
taken  on  acquiescent  terms.  So  goes  the  battle 
day  in.  day  out.  and  at  times  these  children  get 
to  the  proverbial  skin  and  bone  variety. 

I have  not  much  to  say  about  the  child  whose 
malnutrition  is  leased  on  scanty  food  due  to  pov- 
erty. are  a wealthy  nation,  and  with  the 

various  social  agencies  to  care  for  those  who 
lack  food,  malnutrition  as  it  exists  in  some  of 
the  European  countries  is  practically  unknown 
here.  We  find  a few  cases  in  the  clinics  where 


sufficient  food  is  not  available.  It  is  of  interest 
to  know  that  not  one  child  in  this  group  is  re- 
ported as  being  finicky  about  his  food.  These 
children  eat  what  they  get  and  are  at  times  thank- 
ful that  they  have  something  to  put  in  their  stom- 
achs. I doubt  very  much  whether  a menu  re- 
gardless of  how  rich  in  foodstuffs,  would  in  any 
way  interfere  with  their  appetites.  They  like 
every  article  of  food  they  get,  when  they  get  it. 

DIAGNOSIS 

Most  writers  agree  that  a child  whose  weight 
does  not  come  within  seven  per  cent  of  the  re- 
quired weight  for  height  and  age  as  given  hy 
the  various  tables  should  be  considered  malnour- 
ished. Personally,  I do  not  believe  that  this  rule 
holds  true  for  all  children.  We  frequentlv  find 
youngsters  who  are  perfectly  well  physically  and 
mentally  yet  whose  weight  is  ten  per  cent  or 
even  twelve  per  cent  less  than  normal.  \Miile 
the  height  and  weight  charts  are  very  valuable 
to  us  as  guides  on  nutrition,  other  factors  must 
be  considered  before  a child  is  classes  as  mal- 
nourished. The  standard  should  be  respected  but 
the  general  conditions  of  the  individual  must  be 
given  preference  in  the  evaluation  of  the  data  ob- 
tained on  careful  study.  This  I find  to  be  true; 
The  great  majority  of  children  who  show  a ten 
per  cent  deviation  from  the  standard  also  show 
other  criteria  which  justifies  a classification  of 
malnutrition. 

PROGNOSIS 

Generally  speaking  the  prognosis  for  the  mal- 
nourished child  is  very  favorable,  if  properly 
managed.  Under  proper  care  the  child  shows  a 
prompt  gain  in  weight  and  along  with  this  there 
is  distinct  improvement  in  all  other  features 
which  marked  the  child  as  malnourished. 

tre.\t:ment 

Here,  as  in  all  other  branches  of  the  practice 
of  medicine,  prevention  is  far  easier  than  cure. 
It  must  be  remembered  that  malnutrition,  as  such, 
is  the  direct  result  of  an  insufficient  food  assim- 
ilation. This  insufficiency  may  be  in  quality,  in 
quantity,  or  both,  of  the  required  needs.  Thus 
it  makes  but  a slight  difference  whether  there  is 
an  abundance  of  carbohydrates,  proteins,  and  fats 
with  scarcity  of  vitamine  content  or  mineral  in- 
take. On  the  other  hand,  the  vegetable  and 
therefore  mineral  ingestion  may  be  ample,  yet 
when  there  is  an  insufficiency  of  vitamin  these 
substances  can  not  be  utilized  by  the  organism. 
Thus  it  is  of  extreme  importance  to  ascertain 
that  there  is  ample  supply  of  all  of  the  food  es- 
sentials in  the  dietary  of  the  individual. 

Furthermore,  we  know  definitely  that  the  habit 
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patterns  with  regard  to  food  as  well  as  other 
activities  begin  in  infancy  and  extend  to  the  first 
five  or  six  years  of  age,  after  which  attempted 
change  is  extremely  difficult.  It  becomes  evident 
that  the  refusal  of  cereals,  vegetables,  and  other 
foods  introduced  when  the  child  is  five  or  six 
months  old,  cannot  he  taken  lightly  if  malnutri- 
tion in  late  childhood  is  to  be  averted.  Not  so 
much  for  nutritional  value  of  these  foods  as  for 
the  habit  training,  is  it  important  that  the  baby  he 
made  to  realize  that  what  is  given  him  he  must 
accept  or  go  hungry. 

As  a prerequisite,  it  is  necessary,  of  course, 
that  the  mother  have  sane  views  on  the  actual 
food  needs  of  the  child,  particularly  with  regard 
to  the  various  food  she  is  advised  to  use.  Vege- 
tables, for  instance,  are  a very  important  item  in 
the  menu  of  the  baby  because  of  the  mineral  con- 
tents. Yet  it  is  a useless  waste  of  energy  on  the 
part  of  the  attendant  and  the  child  to  fight  over 
more  than  one  or  two  teaspoonfuls  of  well  pre- 
pared, concentrated  fresh  vegetable  mash.  Again, 
nothing  will  promote  permanent  aversion  toward 
certain  foods  more  effectively  than  a struggle  be- 
tween attendant  and  child.  The  introduction  of 
small  amounts  of  the  new  foods  with  gradual 
increase  in  the  quantities  of  the  given  article  will 
not  onW  do  away  with  dislikes  for  these  foods, 
but  rather  will  the  child  develop  a taste  for  them. 
One  must  bear  constantly  in  mind  that  explicit 
instructions  to  the  mother  on  how  to  prepare 
these  infant  foods  are  as  necessary  as  the  very 
recommendation  of  the  given  food.  The  palata- 
bility  of  the  dietary  is  a highly  important  factor 
in  cultivating  the  child’s  appetite  to  these  items. 

We  take  it  for  granted,  of  course,  that  we  are 
dealing  with  a normal  baby.  Too  little  attention 
is  paid  to  the  milder  feeding  disturbances  of  in- 
fancy. I firmly  believe  that  there  would  be  far 
less  malnutrition  in  later  childhood  if  physicians 
were  to  study  carefully  the  feeding  habits  during 
the  first  two  years  of  the  child’s  life.  To  inter- 
dict a certain  food  on  the  mere  ground  that  the 
baby  does  not  like  it  or  because  it  produced 
vomiting  on  one  or  two  occasions  is  to  invite 
finickiness  later  on.  Everv  effort  should  be 
made  to  determine  whether  the  food  thus  refused 
is  actually  doing  physiologic  harm.  The  treat- 
ment of  the  idiosyncrasies  to  the  various  foods 
is  beyond  the  scope  of  this  theme.  It  has  been 
my  observation  that  only  on  rare  occasions  is  the 
spitting  up  of  food  due  to  anything  but  faulty 
feeding  methods  either  in  the  preparation  or  in 
the  administration  of  the  menu. 

I am  also  of  the  opinion  that  our  present  meth- 
od of  stereotyped  feeding  schedules  for  infants 


and  children  is  not  ideal  as  it  started  out  to  be. 
The  three-hour  or  the  four-hour  schedule  of  in- 
fant feeding  is  sometimes  taken  too  biblically,  and 
I wonder  how  many  bad  feeding  habits  this  rou- 
tine system  is  creating.  One  wonders  at  times 
whether  the  grandmother  is  very  far  from  right 
in  advising  her  daughter  to  nurse  the  baby  ac- 
cording to  his  needs  rather  than  according  to 
the  hands  of  the  clock.  No  two  babies  are  alike. 
If  we  insist  on  being  scientific,  by  what  reason- 
ing do  we  assume  that  the  stomach  of  every  in- 
fant empties  itself  in  exactly  the  same  time?  I, 
for  one,  believe  that  we  could  do  better  by  our 
little  patients  if  we  should  individualize  rather 
than  generalize  the  feeding  care  that  these  folk 
require.  I have  seen  fretful,  colicky,  crying 
babies  on  three  and  four  hours  schedules  lose 
these  annoying  symptoms  when  under  apologies 
I reduced  the  feeding  schedule  to  two  and  one- 
half  hours  during  the  first  three  or  even  four 
months  of  life.  I have  similarly  increased  the 
feeding  time  to  five  and  six  hours  with  the  same 
results. 

TREATMENT  OP  ESTABLISHED  CASE  OF 
MALNUTRITION 

A thorough  physical  examination  is  the  pre- 
requisite to  the  treatment  of  every  case  of  malnu- 
trition. This  is  important  first  because  of  the 
valuable  findings  that  may  be  elicited  which  may 
interfere  with  the  proper  metabolism  of  the  in- 
dividual. Second,  because  a detailed  examina- 
tion will  elicit  confidence  and  cooperation  both 
in  the  patient  and  his  parents.  The  co-operation 
of  parents  and  child  is  an  absolute  essential  to 
successful  treatment.  Confidence  in  the  physi- 
cian is  of  utmost  importance  since  most  parents 
of  malnourished  children  have  been  educated  by 
radio  and  cooking  school  nutritionists  previously. 
One  of  the  tasks  of  the  physician  is  to  undo 
what  those  institutions  have  sold.  Nothing 
gives  more  satisfaction  to  a parent  than  a thor- 
ough examination  of  their  child. 

Remediable  defects  should  be  corrected,  bad 
tonsils,  carious  teeth,  should  receive  prompt  at- 
tention, as  these  conditions  interfere  directly  with 
the  intake  and  assimilation  of  food. 

The  height  and  zeeight  ratio:  Not  a little  con- 
fusion exists  on  the  evaluation  of  the  various 
height  and  weight  tables  used  in  the  public 
schools  as  standards  for  the  physical  status  of 
the  child.  While  these  standard  figures  are  not 
ideal,  one  is  seldom  justified  in  condemning  them 
as  a valueless  nuisance.  It  is  true  that  faulty 
height  and  weight  are  only  a part  of  the  picture 
of  malnourishment.  Yet  these  features  are  very 
important  indices  of  the  child’s  general  health. 


388 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


October,  1929 


To  me  it  seems  that  physicians  tend  to  ridicule 
and  ignore  these  charts  while  parents  always 
worry  about  the  notes  the  children  bring  home 
from  school,  so  many  pounds  underweight.  One 
is  not  justified  in  entirely  ignoring  these  figures 
since  they  do  represent  an  average  height  and 
weight  obtained  from  many  thousands  of  nor- 
mal children.  It  is  remarkable  to  note  the  im- 
provement in  the  child’s  general  condition  as  the 
figures  approach  those  of  the  standard  for  his 
age. 

Numerous  reports  b}’  reliable  workers  have 
shown  that  the  weight  charts  are  of  definite  value. 
We  have  proved  it  to  our  satisfaction  that  there 
is  a definite  relationship  between  the  degree  of 
malnutrition  and  backwardness  in  school.  A 
tired  child  is  usually  also  a restless  child.  He 
can  not  concentrate  on  his  work  and  sooner  or 
later  becomes  a problem  in  school  as  well  as  in 
the  home.  As  his  physical  condition  imroves  his 
school  work  begins  to  show  a corresponding  im- 
provement. Unconventional  habits  such  as  en- 
uresis. fingernail  biting,  parvus  nocturna,  have 
also  improved  with  the  patient’s  increase  in 
weight.  Whether  this  mental  improvement  is 
due  to  a physiological  improvement  in  the  mus- 
cle tone  or  whether  more  attention  is  paid  to 
mental  as  well  as  to  physical  hygiene  is  imma- 
terial. The  point  is  that  there  is  manifest  a def- 
inite improvement  in  all  phases  of  the  child’s 
life. 

Method : When  the  child  first  presents  him- 
self, a careful  history  is  taken  with  particular  re- 
gard to  his  early  development,  feeding  disturb- 
ances, present  food  habits,  emotional  status, 
school  status,  and  social  habits.  This  is  followed 
by  a careful  physical  examination  including  the 
height  and  weight. 

For  all  children  who  are  seven  per  cent  or 
more  underweight  the  following  orders  are  pre- 
scribed and  transmitted  to  the  parents  in  minut- 
est details.  In  the  clinic  the  nurse  visits  the  home 
within  a day  or  so  to  see  that  the  orders  are  car- 
ried out.  In  private  practice  the  parents  are  us- 
ually eager  to  co-operate  and  do  so  willingly. 

Food : The  child  is  to  have  three  square  meals 
a day. 

8 a.  m.  The  breakfast  consists  of  raw  or 
cooked  fruit  every  morning,  a cooked  cereal, 
the  latter  where  possible,  to  be  cooked  in  milk  and 
water  1 ;1  for  ten  minutes  in  the  open  flame  and 
one  to  one-half  hours  in  double  boiler.  Toast 
ad  lib,  bacon  or  an  egg,  milk.  In  connection 
with  serving  breakfast  the  mother  is  instructed 
to  wake  the  child  at  7 :30,  have  him  attend  to  his 


toilet  and  dress  in  such  a time  as  would  give 
him  at  least  one-half  hour  to  eat  his  breakfast 
before  it  is  time  to  leave  for  school,  and  if  he 
does  not  go  to  school  he  will  have  all  the  more 
time  to  play  out  doors  in  the  fresh  air  and  morn- 
ing sunshine. 

Noon  Lunch : Bread  and  butter  as  much  as 
the  child  wants,  soup  with  plenty  of  vegetables. 
These  three  items  should  always  be  present.  We 
do  not  tell  the  mother  what  to  cook,  nor  do  we 
advise  any  special  foods.  They  are  not  necessary. 
I feel  that,  to  a great  extent,  it  is  not  so  impor- 
tant what  the  child  eats  of  the  simple  foods,  as  it 
is  hoiv  much  he  eats.  The  energy  quotient  of  a 
child  is  high.  Undernourished  children,  especial- 
ly, have  an  increased  metabolic  rate  and  need  a 
lot  of  food.  The  dessert  should  be  of  the  simplest 
kind,  be  easily  digested,  and  have  good  food 
value.  Bread  pudding,  rice  pudding,  tapioca, 
custard,  are  all  economical  foods,  easily  prepared, 
and  usually  relished. 

3 p.  m.  A sandwich — ham,  cheese,  or  jellv. 

Milk. 

6 p.  m.  Dinner:  Bread  and  butter,  as  much 
as  the  child  desires.  Leafy  vegetable,  the  child 
should  have  a raw  vegetable  every  day.  Lettuce 
is  the  ideal  vegetable  not  only  because  of  its  min- 
eral content  but  also  for  its  vitamines  and  bulk. 
Lettuce  is  best  served  crisp  and  cold.  The  rest 
of  the  meal  is  determined  by  the  mother.  Here 
again  emphasis  is  placed  on  quantity  rather  than 
quality  except  for  the  above  items. 

Sweets : In  connection  with  candy,  ice  cream, 
and  pastries,  it  should  not  be  forgotten  that  in 
spite  of  the  cigarette  manufacturers,  these  ar- 
ticles really  make  a good  food,  easy  to  take.  In 
fact,  it  is  not  unusual  for  a mother  to  complain 
that  much  to  her  dismay  those  are  the  only  foods 
that  the  child  will  take.  The  only  objection  that 
I can  see  to  these  foods  is  that  they  are  usually 
abused.  I advise  frequently  to  use  them  as  des- 
sert, providing  the  child  has  eaten  a good  meal. 

Milk:  It  is  said  that  milk  by  virtue  of  its  min- 
eral and  vitamine  contents  is  an  ideal  food.  That 
both  minerals  and  vitamines  are  necessary  for 
proper  growth  is  well  known  to  all.  However, 
it  should  be  remembered  that  raw  milk  is  far 
from  being  the  most  digestible  food.  The  large 
casein  curd  is  rather  difficult  to  digest.  Also 
milk  is  poor  in  iron.  Milk  we  also  know  causes 
distention  from  gas.  The  calcium  is  a valuable 
mineral  but  if  we  consider  that  the  average  child 
only  needs  6 mg  per  pound  per  day  we  are  forced 
to  doubt  the  excellency  of  milk  as  a food  for  chil- 
dren. Yet  to  those  who  like  it,  it  makes  a good 
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beverage,  and  as  such  it  should  he  considercil.  I 
have  seen  children  who  take  a whole  quart  a day 
or  more  and  have  all  the  signs  of  malnutrition. 
I know  children  who  do  not  take  more  than  a 
few  sips  a day  and  who  are  well  nourished.  Al- 
so, we  see  very  frequently  children  who  refuse 
milk  and  are  underweight.  Looking  at  it  from 
a practical  standpoint  I do  not  believe  that  milk 
plays  much  of  a part  in  nutrition  of  the  child.  I 
certainly  do  not  see  the  justice  in  setting  a goal 
for  one  quart  a da}'  per  child,  and  in  addition 
fight  for  it ! 

With  regard  to  general  directions  for  serving 
foods,  we  recommend  this  procedure: 

1.  No  excitement  immediately  before  or  after  the 

meal.  The  child  must  be  rested  before  he  sits  down 
to  the  meal.  • 

2.  The  meal  should  be  well  prepared,  served  with 
ease,  in  a proper  setting.  The  table  should  be  as  at- 
tractive as  is  economically  x>ossible. 

3.  Put  the  food  on  the  table  without  remarks  as  to 
its  merits.  The  child  knows  that  it  is  good  for  him, 
or  you  would  not  serve  it. 

4.  Table  conversation  should  always  be  of  a (luiet 
and  pleasant  nature. 

5.  If  the  child  has  to  be  discussed,  steer  the  talk 
so  as  to  emphasize  his  good  qualities.  Never  allude 
to  his  short-comings. 

6.  Never  say  how  little  the  child  eats.  Let  him  feel 
important  by  his  good  appetite  rather  than  by  poor 
food  intake.  Do  not  put  a premium  on  his  not  eating. 
He'll  try  to  be  more  important  by  eating  larger 
([uantities. 

7.  Never  say  that  the  child  does  not  like  a certain 
food.  Whenever  the  occasion  presents  itself  boast 
of  his  liking  everything.  He  will  usually  live  up  to 
the  reputation. 

8.  Do  not  argue  about  table  etiquette  during  the 
meal.  It  is  easier  for  a child  to  do  as  you  DO  than 
it  is  to  do  as  you  SAY. 

9.  If  food  is  refused,  take  it  off  the  table  without 
any  sign  of  concern  about  it.  Do  not  show  disap- 
pointment over  it.  It  may  happen  again  and  again, 
but  ultimately  he  will  le.arn  to  take  his  food  without 
a whimper. 

10.  Do  not  serve  food  between  meals  if  the  child 
has  not  partaken  of  a fair  quantity  of  food  at  the 
table  during  the  last  meal  time.  Let  him  .get  hungry 
and  ho  will  enjoy  eating  at  regular  times. 

Rest : Every  child  who  is  ten  per  cent  or  more 
underweight  is  required  to  lie  down  for  at  least 
one  hour  during  the  day.  This  is  very  import- 
ant in  the  treatment  of  malnutrition.  In  fact, 
when  a child  returns  within  one  or  two  weeks 
without  having  gained  in  weight,  we  usually  get 
the  story  that  he  did  not  rest  during  the  day. 
It  is  unusual  for  a child  not  to  gain  if  directions 
are  followed  out.  The  most  frequent  cause  for 
not  gaining  under  these  directions  is  the  com- 
mon cold. 

Let  it  be  remembered  that  a gain  in  weight  in 
the  child  is  not  nearly  as  difficult  to  attain  as  it 
is  in  the  adult.  After  all  it  is  a simple  matter. 


If  the  food  taken  in  is  in  e.xcess  of  that  required 
for  energy  expenditure  the  remainder  will  be 
stored  in  the  tissue  and  a gain  in  weight  will  re- 
sult. There  is  no  economic  factor  involved  in 
prescribing  limitation  of  activities  of  the  child. 
Most  children  can  rest  one  hour  after  school.  It 
is  remarkable  to  see  what  this  one  hour's  rest 
can  do  to  improve  the  child's  general  condition. 

hood  and  rest  are  the  most  important  factors 
in  the  treatment  of  malnutrition.  The  greater 
the  degree  of  underweight  the  greater  is  the  av- 
erage gain  in  weight  if  directions  are  followed 
carefully.  B.  Y.,  gained  four  pounds  in  one 
week.  C,  S..  a nine  year  old  boy  who  was  four- 
teen per  cent  underweight  gained  six  pounds  in 
two  months.  As  the  figures  for  weight  approach 
normal,  the  gain  is  lessened,  but  these  children  al- 
ways show  some  gain,  as  every  child  should.  No 
child  who  is  under-nourished  should  go  to  bed 
later  than  eight  o'clock,  preferably  earlier. 

Play : It  is  not  natural  for  a child  to  sit  idle. 
He  is.  and  always  should  be.  doing  something. 
The  malnourished  child  should  spend  as  much 
of  his  time  as  the  weather  will  allow  out  doors 
in  play.  It  is  not  wise  to  limit  the  nature  of  his 
activities,  because  of  fear  of  implanting  a sense 
of  invalidism.  Rather  should  it  be  insisted  on 
that  he  rest  before  he  goes  out  to  play,  and  also 
that  he  return  in  time  to  rest  up  before  the  meal. 

Ultra-Violet : There  is  a small  percentage  of 
children  who  fail  to  gain  in  weight  in  spite  of 
careful  attention  to  the  procedure  outlined  above. 
The  ultra-violet  ray  has  been  reported  of  bene- 
fit in  these  cases.  I have  tried  it  in  several  cases 
both  in  office  and  clinic,  and  I must  confess  that 
I am  not  enthusiastic  about  its  use.  These  chil- 
dren have  had  everything  done  from  tonsillec- 
tomies to  mastoidectomies  with  the  same  result : 
They  will  gain  a pound  one  month  and  lose  one 
and  a half  the  next.  They  all  suffer  from  re- 
peated upper  respiratory  infections,  one  follow- 
ing in  the  wake  of  the  other.  I have  also  used 
yeast  with  no  particular  success  in  the  stubborn 
cases. 

Drugs : Drugs  are  of  no  great  value  in  the 
treatment  of  malnutrition,  with  this  exception. 
All  malnourished  children  who  come  to  us  are 
anemic.  They  are  anemic  because  of  improper 
food  intake  whether  qualitative  or  quantitative. 
Few  of  them  eat  vegetables,  a fact  which  un- 
doubtedly contrilnites  greatly  to  their  pale  color. 
I frequently  give  iron  not  so  much  to  combat  the 
anemia,  as  because  most  mothers  demand  tonics. 
The  more  I give  it  the  more  I am  satisfied  that 
the  mothers  are  right  in  demanding'it.  Nothing 
lends  more  encouragement  to  a doting  mother 
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than  a pair  of  rosy  cheeks  in  her  child.  It  also 
g^ives  the  child  a little  confidence  in  himself  and 
he  is  spurred  to  do  better.  I use  iron  more  now 
than  I did  when  I first  started  and  I really  have 
some  confidence  in  it. 

The  only  other  druj^s  1 use  in  this  connection 
are  the  mild  sedatives  for  the  extremely  nervous 
children.  I am  satisfied  that  the  bromides  or 
chloral  hydrate  are  good  old  drugs  which  we 
do  not  use  often  enough  when  they  are  actually 
indicated.  Personally  I began  to  use  them  only 
two  years  ago  after  I had  read  Cameron’s  ex- 
cellent book  on  “The  Nervous  Child.”  Symp- 
tomatic treatment  here  is  just  as  important  as  it 
is  in  other  branches  of  medicine.  A nervous  and 
restless  child,  who  is  constantly  tortured  by 
night  mares,  and  who  gets  up  in  the  morning 
even  more  tired  than  before  he  went  to  bed 
should  receive  at  least  as  much  relief  as  is  ac- 
corded his  adult  nervous  and  hysterical  friends. 

CONCLUSION 

It  is  said  that  approximately  fifty  per  cent  of 
the  school  children  of  the  United  States  are  mal- 
nourished. From  the  outline  that  I have  just 
presented  on  the  practical  phase  of  this  situation 
it  seems  that  the  physician  who  has  children  un- 
der his  care  can  alleviate  this  condition  by : 

1.  Educating  the  parents  on  proper  essentials 
for  child  feeding. 

2.  Careful  study  of  minor  feeding  disturbanc- 
es in  infancy  with  the  view  of  averting  improper 
food  habits  in  later  childhood. 

.‘).  Conscientious  study  of  those  children  who 
are  malnourished  and  issuing  sound  advice  with 
reference  to  their  management.  The  factors  in 
treatment  of  established  cases  consist  of : 


a.  Simple  but  wholesome  foods  served  without 
sales  talks  unaccompanied  by  over-solicitude. 

b.  Ample  rest. 

c.  Proper  amount  of  play  in  fresh  air. 

d.  Judicious  treatment  of  symptomatic  fea- 
tures accompanying  malnutrition. 

DISCUSSION 

H.  B.  HAMILTON,  M.  D.  (Omaha):  The  essayist 
has  worked,  talked,  and  done  some  writing  on  the 
subject.  I got  out  of  his  paper  there  is  one  thing 
which  must  be  done,  and  that  is  to  make  a diagnosis. 
They  are  not  all  from  the  same  cause.  It  is  necessary 
to  give  a thorough  examination  and  find  out  what 
factors  are  causing  malnutrition  of  the  child.  Dr. 
Jahr  mentioned  many  factors  which  enter  into  the 
problem  of  the  malournished  child.  It  is  not  easy 
to  define.  Some  are  overweight.  Our  standards  of 
weight  to  age  and  height  are  of  value,  but  they  do 
not  constitute  an  accurate  criterion  of  the  child’s 
nutrition.  I am  not  sure  mere  pounds  are  necessarily 
the  best  criterion.  I think  the  child's  endurance  is 
of  more  importance.  We  have  no  standard  to  mea- 
sure it  except  comparison  of  children  of  the  same  age 
playing  in  the  same  group. 

The  matter  of  rest  is  an  important  thing.  Children 
are  over-active  and  are  stimulated  to  excel  in  school 
activities.  They  take  dancing  and  music — things  all 
right  in  themselves,  but  if  thrust  on  one  child,  the 
poor  patient  is  overworked. 

The  definition  of  a good  diet  seems  to  be  covered 
by  having  sufficient  calori.s  and  something  which  is 
digestible  and  with  sufficient  variety,  and  with  vita- 
mins and  minerals.  A generalized  diet  allows  the 
child  to  have  a selection.  I rarely  pass  out  diet 
charts.  I think  I am  better  able  to  fit  the  needs  of 
the  individual  child. 

The  matter  of  'malnutrition  cannot  be  done  by  radio 
talks  or  newspaper  or  magazine  articles.  What  you 
need  to  do  is  to  make  of  it  an  individual  thing;  to 
take  the  child  to  a doctor  who  gives  a thorough  ex- 
amination and  looks  at  the  child  from  every  stand- 
point, and  then  does  what  is  necessary.  The  doctor 
must  be  informed  as  to  what  is  having  an  influence 
on  that  malnutrition,  and  guide  it  from  that  stand- 
point. 

— 1120  Medical  Arts  Bldg. 


DATA  FOR  PRELIM IN.VRY  REPORT  OX  STL’DY  OF  MATERNAL  MORTALITY 

IN  NEBRASKA  IN  192T 


FRANCES  C.  ROTHERT,  M.  D., 
Children’s  Bureau,  Washington,  D.  C., 
and 

. EARL  C.  SAGE,  M.  D., 

State  Leader  of  iMaternal  Welfare, 


Omaha, 

A Study  of  all  maternal  deaths  in  Nebraska  in 
the  years  1927  and  1928  attributed  to  causes  con- 
nected with  pregnancy  and  childbirth  was  begun 
in  December.  1927.  This  is  being  made  through 
the  cooperation  of  the  Nebraska  State  Medical 
Association,  the  State  Department  of  Public  Wel- 
fare, and  the  United  States  Children’s  Bureau  ; 
the  medical  association  requesting  the  study  and 
assuring  the  cooperation  of  the  physicians,  the 


Nebr. 

Department  of  Public  Welfare  (duough  the  Bu- 
reau of  Health  ) furnishing  copies  of  the  death 
and  birth  certificates,  the  Children’s  Bureau  pay- 
ing the  salaries  and  travelling  expenses  of  the 
physicians  who  gathered  the  material.  These 
physicians.  Dr.  MaBelle  True,  then  of  Lincoln, 
and  Dr.  Herman  M.  Jahr,  of  Omaha,  obtained 
case  histories  of  the  women  who  died.  They  as- 
certained the  facts  by  means  of  personal  inter- 
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views  with  the  physicians  who  attended  them. 
The  hospitals  also  furnished  data  relating  to  their 
deaths.  The  Children’s  Bureau  is  tabulating  the 
results.  It  is  the  individual  physicians  of  the 
State, who  have  so  generously  given  their  time, 
effort  and  their  confidence,  who  have  furnished 
the  material.  This  study  is  not  yet  completed. 
A number  of  case  histories  remain  to  be  gathered. 
A few  tabulations  of  the  1927  cases  have  been 
made  and  will  be  presented  now  in  this  prelimin- 
ary report.  The  material  for  the  two  years,  giv- 
ing, as  it  will,  a larger  number  of  cases,  can  be 
analyzed  in  much  greater  detail,  and  will  be  later 
presented  to  the  society. 

TOTAL,  URBAN  AND  RURAL  RATES 
In  1927  there  were  in  Nebraska  1G5  deaths  as- 
signed by  the  Bureau  of  the  Census  to  puerperal 
causes;  that  is,  1G5  deaths  in  which  pregnancy 
or  childbirth  was  the  decisive  factor.  The  rate 
per  10,000  live  births  was  59.2.  This  was  seven 
points  lower  than  the  rate  for  192G,  which  was 
G6.5,  but  slightly  higher  than  that  for  1925,  which 
was  57.1. 

Table  I,  Live  Birth  and  Maternal  Mortality,  Nebraska, 
1927 


Women  who  died  from  causes 
connected  with  childbirth 
Rate  per  10.000 

Area  Births  Number  live  births 

Total  27,865  165  5^2 

Urban  6,778  62  91.5 

Rural  21,087  10.2  48.8 


Of  these  1G5  deaths,  G2  were  urban,  42  occur- 
ring in  Omaha,  and  20  in  the  other  four  cities 
listed  by  the  Census  as  having  10,000  or  more 
inhabitants,  Lincoln,  Grand  Island.  Hastings  and 
North  Platte,  and  103  of  the  deaths  occurred  in 
the  smaller  towns  and  rural  areas.  The  rates  per 
10,000  live  births  were  92  for  the  urban  area, 
which  includes  all  cities  of  less  than  10,000.  The 
higher  mortality  for  cities  is  due  in  part  to  the 
deaths  of  non-residents  in  the  cities.  The  G2 
deaths  from  puerperal  causes  in  cities  of  10,000 
and  over  include  fifteen  deaths  of  women  who 
came  from  small  towns  and  other  States,  all  of 
them  either  after  their  delivery  or  abortion,  or 
as  emergency  cases.  If  these  deaths  were  not 
charged  to  Omaha  and  the  larger  cities,  the  urban 
rate  would  be  materially  reduced,  but  would  still 
remain  higher  than  the  rural  maternal  mortality 
rate. 

CAUSES  OF  DEATH 

The  distribution  of  these  deaths  by  cause  of 
death  is  shown  in  Table  II.  Of  the  1G5  deaths, 
70  were  certified  as  due  to  puerperal  septicemia, 
33  to  puerperal  albuminuria  and  convulsions,  21 
to  puerperal  hemorrhage,  14  to  puerperal  phleg- 


masia alba  dolens,  embolus,  or  sudden  deatli ; 13 
to  other  accidents  of  labor,  13  to  accidents  of 
pregnancy,  one  to  “following  childbirth  not  oth- 
erwise defined.”  From  the  interviews  with  the 

Table  II,  Cause  of  death  as  given  on  death  certificate 
of  women  who  died  from  causes  connected  with 
childbirth;  maternal  mortality,  Nebraska,  1927 


Women  who  died  from  causes 
connected  with  childbirth 

Cause  of  death  as  given  ' Rate  per  lo.onn 

on  death  certificate  Number  Uve  births 


Total  

165 

59.0 

Accidents  of  pregnancy 

12 

5.0 

Puerperal  hemorrhage  

21 

8.0 

Other  accidents  of  labor 

12 

5.0 

Puerperal  septicemia  

Puerperal  phlegmasia,  alba  dolens. 

70 

25.0 

embolus,  sudden  death 

Puerperal  albuminuria  and  con- 

14 

5.0 

vulsions  

Following  childbirth  (not  other- 

22 

12.0 

wise  defined)  

1 

(1) 

1.  Not  computed. 


physicians  it  was  found  that  ten  deaths  would 
have  been  classed  differently  if  the  full  facts  of 
the  case  had  been  stated  on  the  death  certificate. 
Three  of  these  deaths  were  found  to  be  undoubt- 
edly due  to  criminal  abortions,  which  are  classed 
by  the  Census  Bureau  with  homicide,  not  with 
puerperal  deaths.  In  four  other  cases  it  was 
found  that  the  puerperal  state  was  apparently 
not  the  decisive  factor.  However,  this  must  not 
be  thought  of  as  reducing  the  true  puerperal  rate, 
as  these  cases  are  almost  certainly  balanced  by 
others  which  are  now  incorrectly  classed  as  non- 
puerperal  because  of  omissions  from  the  death 
certificates,  omissions  made  either  negligently,  or, 
in  some  few  cases  purposely  to  protect  the  repu- 
tation of  the  patient.  The  deaths  from  sepsis  will 
be  discussed  later  in  this  report. 

PARITY  AND  AGE  GROUPS 
Of  the  1G5  women  who  died,  58  were  primi- 
parae  and  101  were  multiparae ; of  six  the  par- 
ity is  not  known.  The  maternal  mortality  rate 
per  10,000  live  births  was  71  for  primiparae  and 
51  for  multiparae.  The  rates  for  the  different 


Table  III,  Age  distribution  of  women  who  died  from 
causes  connected  with  childbirth;  maternal 
mortality,  Nebraska,  1927 


Age  of  mother 

Women  who  died  from  causes 
connected  with  childbirth 

Number 

Kate  per  10,000 
live  births 

Total  

165 

59.2 

15-19 

years  

10 

39.0 

20-24 

years  

27 

35.0 

25-29 

years  

37 

50.0 

30-24 

years  

39 

73.0 

35-29 

vears  

21 

91.0 

40  years  and  over 

21 

161.0 

age  groups  are  given  in  Table  III.  Except  for 
a rate  slightly  higher  in  the  15  to  19  year  group 
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than  in  the  next  group  (probably  due  to  the  pre- 
dominance of  primiparae  in  the  former ) the  rate 
increases  with  the  age  of  the  mother. 

CHARACTER  OF  ISSUE 
A striking  finding  of  this  study  is  the  fact  that 
less  than  half  of  the  pregnancies  of  these  women 
w’ho  died  were  carried  through  to  a successful 
conclusion  as  far  as  the  baby  was  concerned. 
This  is  shown  in  Table  IV. 

Table  IV,  Character  of  is.sue  of  women  who  died  from 
causes  connected  with  childbirth;  maternal 
mortality,  Nebraska,  1927 


Women  who  died  from  causes 
connected  with  childbirth 


Character  of  issue 

Tout 

Urban 

Rural 

Total  

165 

62 

103 

Live  birth  

74 

23 

51 

Stillbirth  

26 

8 

18 

Abortion  

46 

24 

22 

Ectopic  gestation  

10 

3 

7 

No  issue  

9 

4 

5 

Of  the  1C)5  women  who  died,  only  74,  or  45 
per  cent  gave  birth  to  live  babies.  Of  the  re- 
maining 91,  26  had  stillbirths,  46  had  abortions, 
10  had  ectopic  gestations,  and  nine  died  unde- 
livered. About  half  of  the  rural  mothers  and 
slightly  more  than  one-third  of  the  urhan  moth- 
ers. who  died  gave  hirth  to  living  children.  In 
spite  of  the  much  larger  rural  population,  with 
its  far  greater  number  of  both  births  and  deaths, 
there  were  actually  a larger  number  of  deaths 
following  abortions  in  the  cities  than  in  the  coun- 
try. In  fact,  the  rate  for  deaths  from  abortions 
per  10,000  live  births,  is  10  for  the  rural  area, 
and  35 — more  than  three  times  as  great — for  the 
cities.  It  must  he  constantly  borne  in  mind,  how- 
ever, that  our  series  includes  only  those  women 
who  died.  No  deductions  can  be  drawn  from 
this  about  the  relative  proportions  of  live  births, 
still  births,  abortions  and  ectopics  among  those 
women  who  did  not  die.  There  is  no  way  of  de- 
termining how  many  abortions  occur  for  even  if 
doctors  reported  all  that  occurred  in  their  prac- 
tices. there  are  probably  many  women  who  have 
abortions  who  do  not  consult  a ])hysician. 

The  46  abortions  in  this  series,  28  per  cent  of 
all  deaths,  consisted  of  14  spontaneous,  five  ther- 
apeutic. 19  self-induced,  and  three  criminal  and 
five  for  which  the  cause  could  not  be  ascertained  ; 
13.3  per  cent  of  all  the  deaths  ascribed  to  puer- 
peral causes  followed  self-induced  or  criminal 
abortions.  However,  this  does  not  include  those 
criminal  abortions  which  were  frankly  reported 
as  such,  on  the  death  certificate,  or  which  were 
concealed  under  some  non-puerperal  cause,  such 
as  appendicitis,  or  pneumonia. 

An  interesting  feature  is  that  of  these  22  deaths 


following  self-induced  or  criminal  abortions.  19 
were  of  married,  and  only  three  of  single  women. 
Only  four  of  these  deaths  were  of  primiparae. 
Wdiether  there  were  additional  deaths  among  sin- 
gle women  that  were  so  disguised  on  the  death 
certificates  that  they  were  not  included  in  our 
study,  is  not  known. 

PRENATAL  CARE 

For  the  purposes  of  classification,  the  prenatal 
care  that  these  patients  received  was  divided  in- 
to three  grades ; and  certain  groups  of  cases,  the 
self-induced  and  criminal  abortions  and  cases 
where  pregnancy  terminated  before  the  third 
month,  were  excluded  from  those  for  which  pre- 
natal care  was  required.  The  phrase  “Prenatal 
care  inapplicable”  will  be  used  to  describe  this 
group.  Of  the  116  applicable  cases  on  which 
there  was  a report  on  prenatal  care,  no  prenatal 
care  whatever  had  been  given  in  62  cases,  or  in 
63  per  cent.  The  others  are  classified  as  follows: 

Grade  I-a : Those  who  had  prenatal  care  as 
described  in  Standards  of  Prenatal  Care,  Chil- 
dren’s Bureau  publication  No.  153.  This  is  the 
only  grade  that  can  be  considered  adequate.  It 
may  be  summarized  as  follows : The  physician 
at  the  first  visit  should  take  and  record  a careful 
history,  medical,  surgical,  gynecological,  and  ob- 
stetrical. He  should  make  a complete  physical 
examination,  including  the  examination  of  heart, 
lungs  and  abdomen  ; pelvic  measurements,  both 
internal  and  external ; and  the  taking  of  blood 
for  a Wassermann  reaction.  Minute  instructions 
in  the  hygiene  of  pregnancy  should  be  given.  The 
patient  should  be  examined  by  a physician  at 
least  once  a month  during  the  first  six  months, 
then  oftener  as  indicated,  preferably  every  week 
in  the  last  four  weeks.  (For  the  purpose  of  this 
study  the  first  visit  was  allowed  to  take  place 
during  the  second  month.)  At  each  visit  to  the 
physician  the  patient's  general  condition  must  be 
investigated,  blood  pressure  taken  and  recorded, 
urinalysis  done,  pulse  and  temperature  recorded, 
and  the  weight  of  the  patient  taken  if  possible. 
Abdominal  examination  should  be  made  at  each 
visit  and  the  height  of  the  fundus  determined  at 
this  examination. 

Only  four  of  the  women  who  died  had  re- 
ceived prenatal  care  of  this  grade. 

Grade  1-b ; Those  who  had,  first,  a general 
physical  examination,  including  examination  of 
heart,  lungs  and  abdomen  : second,  measurements 
external  and  internal,  except  in  pregnancies  ter- 
minating before  the  eighth  month  and  for  multi- 
parae  who  have  had  a previous  normal  delivery ; 
third,  regular  monthly  visits  to  physician  begin- 
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ning  with  or  before  the  fiftli  month,  with  exam- 
ination of  urine  and  blood  pressure  at  each  visit. 

Sixteen  women  had  prenatal  care  of  this  grade. 
These  cases  have  been  combined  with  the  four 
of  Grade  1-a  to  give  20  which  is  called  Grade  1. 
This  constitutes,  only  17  per  cent  of  all  of  those 
llG  for  whom  prenatal  care  was  applicable  and 
reported  upon. 

Grade  II:  Those  that  had,  first,  a general 
physical  examination,  including  e.xamination  of 
heart,  lung's  and  abdomen ; and,  second,  regular 
monthly  visits  to  physician  beginning  not  later 
than  the  seventh  month,  with  examination  of 
urine  and  blood  pressure  at  each  visit.  Twenty- 
one  women,  or  18  per  cent  of  the  cases  under 
consideration,  had  prenatal  care  of  this  grade. 

Grade  III : Those  who  had  some  prenatal  care, 
but  not  care  meeting  the  requirements  of  Grade 
II.  It  may  have  consisted  on  only  a single  visit. 
Thirteen  women,  or  11  per  cent  of  the  cases  un- 
der consideration  had  prenatal  care  of  this  grade. 

The  numbers  of  urban  and  rural  mothers  re- 
ceiving the  various  grades  of  prenatal  care  are 
shown  in  Table  V.  It  must  be  always  kept  in 

Table  V,  Grade  of  prenatal  care  received  by  mothers 

who  died  from  causes  connected  with  child- 
birth, maternal  mortality,  Nebraska,  1927 

Women  who  died  from  causes 


Grade  of  Prenatal  connected  with  childbirth 


Care 

Number 

Per  cent 
distribution 

Total  

165 

Prenatal  care  reported 

116 

100.0 

Grade  1 

20 

17.2 

a 

4 

3.4 

b 

16 

13.8 

Grade  2 

21 

18.1 

Grade  3 

13 

11.2 

None  

62 

53.4 

F^renatal  care  not  reported 

15 

Inapplicable  (1)  

34 

1.  Self-induced  and  criminal  abortions  and  cases  where  pregnancy 
terminated  before  third  month. 


mind  that  these  are  only  the  mothers  who  died, 
and  the  care  they  had  does  not  necessarily  reflect 
the  quality  of  prenatal  care  received  by  those  who 
lived. 

Of  the  54  women  reported  as  receiving  pre- 
natal care,  39  consulted  their  physician  at  some 
time  during  the  first  five  months  of  pregnancy, 
therefore  they  apparently  could  have  had  Grade  1 
prenatal  care.  Half  of  them,  or  20  of  the  39, 
received  Grade  I prenatal  care.  Of  the  other 
half,  13  were  given  Grade  II  care,  and  six  had 
Grade  III  care. 

Of  those  receiving  prenatal  care,  all  but  two 
had  blood  pressure  examinations.  The  Wasser- 
mann  test  was  reported  as  given  in  ten  cases. 


less  than  one-fifth  of  the  cases  in  which  there 
was  some  prenatal  care  reported.  External  pel- 
vic measurements  were  reported  as  made  in  27 
cases,  or  one-half  the  cases  where  some  prenatal 
care  was  reported  as  given,  but  in  only  11  of 
these  was  it  stated  that  internal  measurements 
also  were  taken. 

OBSTETRICAL  OPERATIONS 
The  numbers  of  the  various  obstetrical  opera- 
tions which  were  performed  on  these  women  are 
given  in  Table  VI.  Some  obstetrical  operation 

Table  VI,  Obstetrical  operations  performed  on  women 
who  died  from  causes  connected  with  childbirth; 
maternal  mortality,  Nebraska,  1927 


Women  who  died  from  causes 

Obst6tri'ca.l  connected  with  childbirth 


operation.s 

Total 

Primi- 

parae 

Multi- 

parae 

Not 

reported 

Total  

165 

58 

101 

6 

Obstetrical  operations 

66 

30 

36 

Cesarean  

15 

11 

4 

Forceps  (instrumental 

delivery)  

11 

6 

5 

Laparotomy  for  ectopic  g:es- 

tation  

4 

2 

2 

Manual  removal  of  placenta 

6 

3 

3 

Mechanical  dilatation  of 

cervix  

6 

2 

4 

Podalic  version  (and  extrac- 

tion)  

3 

3 

Therapeutic  abortion  

5 

2 

3 

Forceps  with — 

Mechanical  dilatation  .... 

1 

1 

Version  

3 

1 

2 

Mechanical  dilatation  and 

version  

9 

2 

7 

other  combinations  . 

3 

1 

2 

No  obstetrical  operation 

99 

28 

65 

6 

was  performed  in  GG  cases,  or  40  per  cent  of  the 
whole.  Of  the  58  primiparae,  30,  about  half, 
had  some  obstetrical  operation ; of  the  107  multi- 
parae  or  not  reported,  one-third  had  some  obstet- 
rical operation.  Of  the  66  having  obstetrical  op- 
erations, 33  had  some  prenatal  care;  of  these  11 
had  Grade  I,  15  had  Grade  II,  and  seven  had 
Grade  III.  Twenty-four  had  no  prenatal  care, 
and  in  nine,  the  prenatal  care  was  either  not  re- 
ported or  inapplicable.  Of  the  44  patients  hav- 
ing had  either  Cesarean  Section,  forceps  delivery, 
podalic  version,  or  embryotomy,  only  26  were 
known  to  have  had  prenatal  care.  Of  these  six 
had  Grade  I,  13  had  Grade  II,  and  seven  had 
Grade  III.  Fourteen  of  these  were  reported  as 
having  had  external  measurements  taken,  but 
only  six  of  these  were  known  to  have  had  in- 
ternal measurements  taken  also. 

HOSPITALIZATION 

Ninety-four  of  the  165  cases  received  care  at 
some  time  during  their  illness.  A large  majority 
of  the  women  who  died  in  the  larger  cities  re- 
ceived such  care — 55  out  of  the  62.  Thirty-nine 
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of  the  103  rural  or  small  city  deaths  were  of 
women  who  had  been  at  least  part  of  the  time  in 
hospitals.  However,  only  a little  more  than  half 
of  these  94  hospitalized  cases  were  delivered  in 
the  hospital.  These  49  cases  classed  as  deliverd 
in  hospitals  include  four  laparotomies  for  ectopic 
gestation,  five  therapeutic  abortions,  and  six  cases 
Avho  entered  the  hospitals  after  attempts  had  been 
made  to  deliver  them  at  home.  Half  of  the  49 
cases  delivered  in  hospitals  were  planned  hospi- 
tal deliveries.  Thirty-eight  of  the  women  who 
died  entered  the  hospital  after  their  delivery  or 
abortion,  and  seven  women  who  received  hospital 
care,  including  two  with  unoperated  ectopics,  died 
without  issue.  Other  factors  of  interest  in  the 
consideration  of  these  hospital  deaths,  such  as  the 
size  and  equipment  of  the  hospitals  and  whether 
the  patient  had  vaginal  or  other  manipulation  be- 
fore entering  the  hospital,  will  be  discussed  in 
the  final  report.  Unfortunately  no  data  are  avail- 
able on  what  proportion  of  the  total  births  occur- 
red in  hospitals,  so  that  it  will  be  impossible  to 
work  out  death  rates  on  hospital  and  non-hospital 
cases. 

MEDICAL  ATTENTION  AT  DEATH 

Two  of  the  women  are  known  to  have  had  no 
medical  attention  whatever ; one.  a coroner’s 
case,  was  unlikely  to  have  had  any,  and  in  eleven 
cases  the  physician  first  saw  the  patient  when  she 
was  dying. 

PUERPERAL  SEPSIS 

Probably  the  most  salient  fact  in  the  analysis 
of  the  sepsis  cases  is  that  of  the  64  deaths  found 
due  to  sepsis  after  interviewing  the  physicians, 
34 — more  than  half — followed  abortions;  and  17 
of  these,  or  more  than  one-fourth  of  all  the  sep- 
sis deaths,  followed  self-induced  abortions.  If 
the  deaths  following  self-induced  abortions  w'ere 
eliminated,  the  sepsis  death  rate  would  be  re- 
duced from  23  to  17  per  10,000  live  births.  These 
self-induced  abortions  were  certainly  at  least  po- 
tentially infected  before  a physician  was  con- 
sulted. 

Of  the  30  fatal  sepsis  cases  that  did  not  fol- 
low- abortions,  12  had  had  some  obstetrical  oper- 
ation, by  which  is  meant  an  operation  directed  to- 
ward the  delivery  of  the  fetus.  Others,  however, 
had  other  operations. 

The  whole  subject  of  intrauterine  manipulation 
in  relation  to  sepsis  cases  may  be  summarized  as 
follows;  Of  the  64  sepsis  deaths,  33  were  re- 
ported as  of  cases  who  had  some  intrauterine 
manipulation  other  than  vaginal  examination.  In 
16  cases  this  occurred  before  the  appearance  of 
symptoms  of  sepsis,  usually  as  an  operation  as  a 
method  of  inducing  abortion;  in  15  cases  the  in- 


trauterine manipulations  (usually  curettage  or  in- 
trauterine douches)  w'ere  done  after  sepsis  had 
set  in,  in  two  cases  they  were  done  both  before 
and  after  symptoms.  For  23  of  the  sepsis  cases 
no  intra-uterine  manipulation  w^as  reported. 

Fourteen  of  the  64  women  who  died  of  sepsis 
w-ere  delivered  in  hospitals.  For  11  of  these  the 
hospitalization  was  reported  as  planned,  for  three 
it  was  emergency  hospitalization. 

Of  the  43  sepsis  cases  in  which  prenatal  care 
could  be  considered  demanded  (i.  e.,  excluding 
self-induced  and  criminal  abortions  and  cases  in 
which  pregnancy  terminated  before  the  third 
month),  five  received  Grade  I prenatal  care,  six 
had  Grade  II,  two  had  Grade  III,  23  had  none, 
and  for  seven  there  was  no  report. 

With  regard  to  technique  at  delivery  most  of 
the  physicians  attending  those  cases  of  sepsis 
following  deliveries  at  seven  months  or  later  re- 
ported that  they  had  at  least  attempted  aseptic 
technique;  all  except  one  of  those  reporting  on 
rubber  gloves  had  worn  them ; the  patient  was 
scrubbed  and  an  antiseptic  used  in  all  the  cases 
attended  by  a physician  on  which  there  are  data, 
and  shaving  w'^as  done  in  half  the  cases.  In  the 
24  delivery  cases  followed  by  sepsis,  where  a 
physician  was  present,  a report  on  vaginal  ex- 
aminations was  made  in  21  cases.  In  five  cases 
no  vaginal  examinations ; in  six  only  one ; in  ten 
two  or  more. 

CONCLUSIONS 

1.  Of  the  165  maternal  deaths  in  the  state  of 
Nebraska  during  1927,  70  of  this  number  were 
due  to  puerperal  septicemia.  This  is  43%  of 
the  total.  Such  deaths  could  have  been  prevent- 
ed, with  the  exception  of  the  13.3%  which  were 
due  to  self-induced  abortions.  30.3%  of  these 
deaths  may  still  be  charged  to  the  physicians. 

2.  Nine  of  these  mothers  died  undelivered,  and 
only  74  of  these  women  gave  birth  to  live  babies. 

3.  Deaths  from  abortions  are  three  times  as 
great  in  the  cities  as  in  the  rural  district — there 
being  10  such  deaths  in  the  country  and  35  in 
the  city.  Of  the  22  deaths  due  to  self-induced  or 
criminal  abortions,  19  of  the  women  were  mar- 
ried and  3 were  single. 

4.  The  lack  of  prenatal  care  is  appalling.  There 
were  62  mothers,  or  53%  of  the  women  who  died 
who  had  no  prenatal  care.  In  this  day  of  en- 
lightenment it  is  hard  to  conceive  of  such  state 
of  affairs.  In  only  11  instances  in  the  165  wom- 
en who  died  were  there  internal  pelvic  measure- 
ments made.  Forty  per  cent  of  these  165  women 
who  died  from  disease  incident  to  childbirth  had 
some  obstetrical  operation  performed.  One-half 
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of  the  primipara  and  one-third  of  the  multipara 
fall  into  this  group. 

5.  Fifty-seven  per  cent  or  94  cases  had  hos- 
pital care. 


G.  Nebraska  is  the  first  state  for  which  such 
tabulations  have  been  made.  Nebraska’s  maternal 
mortality  rate  is  less  than  that  of  the  whole  birth 
and  death  reg'istration  area  for  the  United  States. 


C.ATAKACTS* 

W.  W.  PEARSON,  M.  D., 
Des  Moines,  la. 


When  I was  assisting  an  oculist,  who  had 
been  for  years  and  still  is  a very  successful 
cataract  operator,  a prominent  oculist  from  Cin- 
cinnati paid  him  a visit.  This  oculist  made  a 
statement  which  impressed  me  greatly.  He  said 
that  he  was  losing  his  interest  in  ophthalmology 
because  practically  everything  was  known  about 
it  and  there  was  not,  therefore,  much  opporunity 
for  further  study.  I have  never  even  approached 
the  point  where  I could  begin  to  reach  such  a 
conclusion. 

The  subject  which  I am  presenting  at  this 
time  is  as  old  as  ophthalmology  but  I have  never 
been  in  a meeting  where  the  subject  of  cataract 
was  up  for  discussion  that  I did  not  leave  feeling 
I had  learned  something. 

It  may  not  be  amiss  for  me  to  describe  the 
methods  which  I employ.  First,  if  the  physical 
examination  reveals  nothing  to  contra-indicate 
operation,  good ; but,  if  there  is  present  some 
systemic  trouble  such  as  diabetes  or  chest  com- 
plication which  can  be  at  least  improved  by  de- 
laying the  operation,  this  is  done.  The  condition 
of  the  nose  and  of  the  teeth  is  investigated  and 
the  question  of  lacrimal  drainage  and  conjuncti- 
val condition  is  considered.  (Other  things  being 
equal — the  younger  the  patient  the  better  the 
risk).  Some  operators  prefer  to  clip  the  lashes 
and,  no  doubt,  in  cases  of  deep  set  eyes  and  un- 
usual lash  conditions,  this  is  an  advantage.  It  is 
seldom,  however,  that  I have  found  it  necessary. 

If  the  conjunctiva  appears  clean  I prefer  to 
disturb  it  as  little  as  possible  with  strong  solu- 
tions. F'irst  a drop  of  4%  solution  of  cocaine  is 
used  in  each  eye.  This  is  followed  by  a few 
drops  of  adrenalin  and  atropine.  Next  a few 
drops  of  20%  argyrol  or  2%  solution  of  mer- 
curochrome  is  used  in  the  conjunctival  sac  and 
this  is  flushed  out  with  sterile  water.  The  lids, 
the  sides  of  the  nose,  the  brows,  and  the  area 
about  the  orbit  are  brushed  with  a cotton  swab 
saturated  with  a 2%  solution  of  mercurochrome. 
Following  this  the  cocaine  is  instilled  at  few 
minute  intervals  until  6 to  8 drops  are  used.  Of 

•Paper  read  at  the  sectional  meeting  of  the  American  College  of  Sur- 
geons. Lincoln.  Nebr.,  March  14-15.  1929. 


course,  in  case  of  lacrimal  infection,  some  days 
are  consumed  in  eliminating  this  condition  as  a 
complication.  There  was  a time  when  I used 
silver  nitrate  preparatory  to  the  cataract  opera- 
tion but  I formed  the  impression  that,  following 
the  operation,  the  resultant  irritation  provoked 
too  much  movement  of  the  eye  under  the  dress- 
ing. This  resulted,  in  some  cases,  in  the  slipping 
of  the  iris  into  the  wound,  and,  in  other  cases, 
the  healed  wound  itself  did  not  appear  so  good. 

I think  it  wise,  from  the  time  the  patient  enters 
the  operating  room,  in  case  he  is  not  deaf,  to 
visit  with  him  while  the  eye  is  being  prepared 
and  to  allay,  as  far  as  possible,  any  nervousness 
he  may  feel.  In  the  greater  number  of  my  cases 
an  assistant  prepares  the  eye.  To  myself  I have 
always  delegated  the  care  of  the  instruments. 
These  I have  sterilized  in  Doctor  Black’s  solu- 
tion which,  I believe,  he  terms  the  1-2-3  mixture. 
This  is  made  of  1 part  oil  of  cinnamon,  2 parts 
carbolic  acid,  and  3 parts  oil  of  wintergreen. 
The  delicate  cataract  instruments  may  be  left  in 
this  solution  indefinitely  without  damage.  From 
this  solution  I take  the  instruments  through  ster- 
ile water  and  dry  them  carefully  with  gauze. 
For  many  years  I used  the  speculum  but,  during 
the  past  ten  or  fifteen  years,  in  most  instances, 
the  assistant  has  held  the  lids  open  with  Fisher’s 
hooks.  As  a fixation  forceps  I make  use  of 
Prince’s  instrument  grasping,  usually,  the  intern- 
al rectus  tendon.  I am  always  careful  to  secure 
a firm  bite.  With  this  there  is  occasionally  a 
slight  conjunctival  hemorrhage  but  it  has  never 
proved  of  any  consequence.  I have  always  oper- 
ated with  my  right  hand,  standing  at  the  head  of 
the  patient  while  operating  on  the  right  eye,  and 
at  the  right  side  of  the  patient  when  operating  on 
the  left  eye.  Practically  all  of  my  Graefe  knives 
have  been  of  Weiss  make.  During  the  war,  for 
some  reason,  I could  not  get  the  Weiss  knives 
sharpened  as  well  as  I could  both  before  and 
after  that  time.  I even  had  one  point  curl  while 
passing  the  knife  through  the  sclera.  This, 
however,  was  not  a Weiss  knife.  The  size  of 
my  incision  is  influenced  somewhat  by  the  type 
of  cataract,  but  it  is  usually  about  ]/z  the  cornea 
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and  it  is  made  upward,  the  patient  being  direct- 
ed to  turn  tlie  eye  silghtly  downward.  I liave 
found  a great  deal  of  difference  between  operat- 
ing on  prominent  and  deep  set  eyes.  This,  how- 
ever. has  not  influenced  the  results.  There  has 
been,  of  course,  some  difficulty  with  senile  pa- 
tients. although,  in  no  case  have  I been  forced 
to  give  up  the  operation  nor  to  sacrifice  an  eye 
because  of  it.  I might  say  that,  three  or  four 
vears  ago.  I tried  out  the  lens  protein  test  in  a 
series  of  thirty  or  thirty-five  cases.  I found  only 
one  or  two  that  reacted  strongly.  This  will  be 
brought  out  later  in  mentioning  one  particular 
case. 

Over  a period  of  two  or  three  years,  prepara- 
tory to  the  operation,  I had  the  conjunctiva  light- 
ly swabbed  and  slides  made  for  microscopic  ex- 
amination. When  it  seemed  indicated  I had  cul- 
tures made.  My  conclusion,  from  experience,  is 
that  no  great  assistance  is  derived  from  this. 

M’ith  the  incision  I have  always  endeavored 
to  make  a fair  sized  conjunctival  flap.  In  the  far 
greater  number  of  cases  I have  employed  an  iri- 
dectomy, using  an  ordinary  iris  forceps  and 
grasping  the  iris  slightl}’  back  of  the  free  margin 
and,  after  carefully  withdrawing  it  from  the 
wound,  have  excised  it  with  De  Weeker’s  scis- 
sors, cutting  straight  up  or  down.  This  gives 
the  nicest  iridectomv.  For  many  years  I used 
the  cystatome  but  more  recently  I have  employed 
the  multiple  tooth  capsule  forceps  to  remove  the 
greater  portion  of  the  anterior  capsule.  This, 
successfully  done,  with  the  jaws  of  the  forceps 
out  to  the  free  margin  of  the  iris  or  even  under 
it,  has  largely  done  away  with  the  necessity  of 
later  needlings.  It  has  been  my  experience  that, 
in  a few  cases,  the  upper  portion  of  the  lens  was 
not  sufficiently  freed  from  the  capsule  so  that 
I was  forced  to  supplement  this  with  careful  use 
of  the  cystatome.  Formerly  I made  pressure  at 
the  lower  margin  or  below  the  cornea  with  the 
back  of  a Daviel  scoop.  I have  also  employed  a 
spatula  against  the  back  portion  of  the  wound 
and,  in  more  recent  years,  I have  made  use  of 
Fisher’s  spatula.  Instead  of  the  scoop  I have 
used  a hook  similar  to  the  Smith  hook.  I have 
never  employed  irrigation  in  an  anterior  chamber 
but  have  carefully  worked  out  as  much  of  the 
cortical  material  as  possible.  I neglected  to  say 
that,  having  rapidly  completed  the  scleral  inci- 
sion, I hesitate  a few  moments  before  finishing 
the  conjunctival  incision.  It  is  my  custom  to 
open  the  upper  part  of  the  wound  with  a spatula 
and  to  put  a drop  of  cocaine  on  the  line  of  the 
incision  so  as  to  secure  a better  anesthesia  of 
the  iris.  After  waiting  a few  moments  I tell  the 


patient  that  he  may  feel  it  slightly  but  not  enough  I 

to  provoke  pain  and  I then  proceed  with  the  iri-  1 

dectomy.  Having  completed  the  extraction,  with  |j 

a .spatula  I am  careful  to  see  that  there  is  no  ' 

inturning  of  the  lips  of  the  wound,  that  the  iris  i 

margins  are  in  i)lace.  and  that  no  fragment  of  ' 

capsule  is  in  the  wound.  I have  had  but*  little  (j 

trouble  with  fragments  of  capsule  being  healed 
in  the  wound.  It  has  always  seemed  to  me  that 
there  was  more  danger  of  the  iris  and  fragments 
of  capsule  becoming  healed  in  the  wound  when 
the  incision  was  made  a little  back  of  the  sclero- 
corneal  margin. 

At  the  conclusion  of  the  operation  both  eyes 
are  closed  and  a small  amount  of  bichlorid  oint- 
ment is  used  along  the  marign  of  the  lids.  Gauze  1 

is  placed  ne.xt  to  the  eyes  and  a dressing  is  built  ' 

up  with  cotton.  This  is  covered  with  another  j 

piece  of  gauze  and  a two  inch  bandage,  placed  | 

about  the  head,  holds  the  dressing  in  place.  A | 

card-board  mask  completes  the  procedure.  The  / 

patient  is  then  lifted  from  the  operating  table  to  ' 

the  cart,  taken  to  his  room,  put  to  bed,  and  asked  \ 

to  remain  on  his  back  as  quietly  as  possible.  When  ' 

he  becomes  tired  pillows  are  slipped  along  under  , 

the  side  of  the  operated  eye.  He  is  not  permitted 
to  raise  up  in  bed  until  the  following  morning 
when  the  back  rest  is  used. 

I have  employed  the  intra-capsular  operation 
mostly  by  accident  because  I could  never  quite  i 
convince  myself  that  the  lower  percentage  of 
safety  justified  the  percentage  improvement  in 
vision  as  the  result  of  its  employment. 

During  my  assistantship  and  further  study 
abroad  I was  privileged  to  see  a number  of  op- 
erations before  performing  one  myself.  Schmidt 
Replier,  in  Gottingen,  operated  in  the  same  man- 
ner as  did  my  chief.  Nothing  special  in  his  work 
attracted  my  attention.  Professor  Fuchs,  whom 
I saw  operate  many  times  and  for  whom  I fre- 
quently held  the  Sachs  illuminator,  impressed  me 
as  being  a safe  operator.  I did,  however,  see 
him  lose  a good  portion  of  the  vitreous  without 
removing  the  cataract  in  an  uncomplicated  case. 

The  patient  was  a Bohemian  woman  who  did  not 
understand  his  language.  I saw  Louis  Miller,  in 
Fuchs’  clinic,  perform  many  cataract  operations 
in  most  of  which  he  made  a downward  incision. 

I never  saw  one  of  his  cases  go  wrong  on  the 
operating  table.  De  Weeker,  of  Paris,  operated 
with  his  eye  within  a very  few  inches  of  his  pa- 
tient’s eye.  He  appeared  to  have  but  the  one 
functioning  eye  and  this  one  was  highly  myopic. 

He  was,  however,  very  skillful.  Landolt  and 
Panus  were  both  skillful  operators.  This  was  in 
the  early  aseptic  period  and,  preparatory  to  oper- 
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ating,  Lanclolt  would  stand  around  with  Ins  luinds 
encased  in  sterile  sacks. 

The  first  corneal  stitch  that  I ever  heard  of 
was  being  done  by  a young  oculist  in  Paris.  It 
was  not  my  good  fortune  to  see  him  work. 

At  one  of  the  meeting.s.  of  the  American  Col- 
lege of  Surgeons  in  New  York,  after  asking  sev- 
eral New  York  oculists  as  to  whether  the  intra- 
capsnlar  operation  was  being  done,  and  receiving 
a negative  reply,  I dropped  into  a little  homeo- 
pathic dispensary  way  down  on  the  east  side. 
There  I saw  Dr.  Hallet  do  three  beautiful  intra- 
capsnlar  operations.  I asked  him  to  drop  me  a 
line  as  to  the  results.  In  about  ten  days  he  wrote 
me  that  all  three  had  done  well. 

About  the  same  time  I saw  Dr.  \'erhoff,  of 
Boston,  perform  a number  of  intra-capsular  oper- 
ations all  of  which  went  beautifully.  However, 
he  pointed  to  one  case,  which  he  had  operated 
the  day  before,  in  which  the  eye  was  pinched 
and  a large  amount  of  vitreous  lost. 

I have  been  impressed  by  the  apparently  care- 
less methods  employed  by  some  of  the  most 
successful  operators.  While  some  operators  do 
not  observe  the  strictest  aseptic  precautions  in 
the  preparation  of  their  hands,  it  has  been  my 
observation  that  the  eye  has  been  properly  pre- 
pared and  the  points  of  the  instruments  used 
have  not  been  contaminated. 

A good  many  years  ago  Dr.  Jackson  stopped 
off  in  Des  Moines.  In  conversation  with  him  I 
discussed  the  possibility  of  the  cataract  being 
raised  out  of  the  eye  rather  than  by  the  ordinary 
pressure  method.  I had  heard  of  Dr.  Hulen,  of 
the  Northwest,  having  suggested  operating  in  this 
manner,  and  I had  also  seen  a short  reprint  of 
some  Argentine  oculist  having  made  use  of  this 
method.  A few  years  later  the  Baraker  instru- 
ment appeared  in  this  country.  After  looking  it 
over  and  considering  the  possibilities  of  compli- 
cations arising  from  its  use  I decided  not  to 
employ  it. 

I have  never  been  able  to  get  away  from  the 
idea  that,  immediately  following  the  operation, 
perfect  quiet  insures  a larger  percentage  of  good 
results.  Some  prefer  to  operate  with  the  patient 
in  bed  so  that  he  will  not  have  to  be  moved.  Re- 
ports appear  occasionally  of  patients  who,  imme- 
diately following  operation,  have  risen  from  bed, 
removed  the  bandages  and  gone  home.  And  still 
they  have  had  a good  functional  result.  Such  a 
course  is,  however,  not  to  be  recommended. 

A couple  of  years  ago  I dropped  in  on  my  old 
chief  and,  after  a few  moments  chat,  he  asked 


if  I wished  to  see  a cataract  operation.  I went 
with  him  to  the  operating  room.  There,  with  a 
nurse  standing  l>y  but  taking  uo  |)art  in  the  oper- 
ation, he  removed  a cataract,  bandaged  the  eye, 
and  left  the  patient  on  the  table  for  ten  or  fifteen 
minutes  while  we  discussed  different  things  iu 
ophthalmology.  Then  he  turned  to  the  nurse 
and  told  her  to  take  the  patient  to  her  room.  The 
patient’s  feet  were  swung  to  the  floor  and,  after 
she  stood  up,  her  hands  were  placed  on  the 
nurse’s  shoulders  whereupon  they  lock-stepjied 
down  the  hall  to  her  private  room.  Such  is  his 
procedure  after  perhaps  forty-five  successful 
years’  experience  in  cataract  work. 

While  I have,  at  different  times,  considered 
corneal  sutures,  such  as  I saw  employed  at  the 
Hotel  Dieu,  in  Alontreal,  and  the  different  sug- 
gested conjunctival  flaps  and  bridges,  I have 
never  used  them. 

It  was  my  good  fortune  to  operate  for  perhajis 
fifteen  years  before  losing  an  eye  from  infection. 
Then  I operated  in  a neighboring  town  and  left 
the  patient  in  the  care  of  the  local  physician. 
Some  time  later  I asked  him  to  send  the  patient 
to  the  hospital  and  I operated  on  the  second  eye. 
Everything  went  well  for  seven  days  when  a 
close  inspection  of  the  wound  showed  there  was 
no  healing  tendency.  This  was  watched  care- 
fully for  several  days  longer  when  a slight  point 
suggested  infection  appearing  along  the  line  of 
incision.  This  eventually  extended  into  the  eye 
resulting  in  its  loss.  This  is  the  only  case  of  its 
kind  that  has  ever  come  under  my  observation. 

We  occasionally  hear  some  one  speak  of  the 
photophobia  which  sometimes  follows  the  removal 
of  a cataract.  About  twenty  years  ago  I per- 
mitted a patient  to  return  home  ten  days  after  the 
operation.  One  of  his  neighbors  happened  to  be 
in  my  office  a few  days  later,  and  he  said  he  had 
seen  this  chap  coming  down  the  road  riding  a 
horse.  The  sun  was  shining  on  the  snow.  His 
retina  had  been  protected  by  the  cataract  for  fif- 
teen or  twenty  years.  An  irritated  condition  of 
the  eye  developed  which  continued  for  a few 
weeks  but  after  that  he  had  standard  vision  and 
lived  for  many  years. 

As  to  the  time  the  patient  should  be  kept  in 
the  hospital  following  operation,  naturally  it 
varies.  Some  operators,  employing  the  conjunc- 
tival sutures,  dismiss  the  patient  within  a few 
days.  I can  recall  two  of  my  patients  who  left 
the  hospital  to  vote  within  four  days,  rather 
against  my  orders.  Both  had  good  resutls. 

At  times  I have  been  surprised,  in  removing 
immature  cataracts,  to  find  the  clear  cortical  ma- 
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terial  in  the  anterior  chamber  clouding  up  in  a 
few  days.  Some  of  these  cases  have  cleared  up 
without  the  slightest  inflammatory  reaction,  while 
others  have  caused  a great  deal  of  trouble  and 
the  results  have  been  indifferent.  I think  of  one 
case,  returned  after  a year,  in  which  it  appeared 
that  the  entire  posterior  layer  of  cortex  had  not 
been  absorbed.  The  next  day,  following  a needl- 
ing operation,  vision  in  this  eye  was  better  than 
16/24.  There  was  no  reaction  and  the  secured 
vision  continued  good.  The  sticky  type  of  cata- 
ract, which,  too  often,  I have  been  able  to  detect 
only  in  the  course  of  the  operation,  has  caused 
considerable  trouble.  I recall  one  case  where  ex- 
amination of  the  eye,  at  first  glance,  revealed  no 
lacrimal  complication.  This  was  during  the  war 
and  an  assistant,  who  was  not  in  the  habit  of 
preparing  the  eye  for  operation,  did  not  catch  it. 
I did  an  intra-capsular  operation  but  infection 
set  in  and  I lost  the  eye. 

There  is  one  case  I operated  about  ten  years 
since.  This  patient,  a woman,  was  a diabetic, 
over  sixty  years  of  age.  There  was  a lacrimal 
interference  which  was  corrected  by  probing  and 
irrigation  over  a period  of  a few  weeks.  A com- 
bined method  was  employed.  There  was  noth- 
ing unusual  in  the  operation.  The  patient  left 
the  hospital  in  about  ten  days,  the  eye  looking 
well.  She  returned  in  three  weeks  with  an  iri- 
tis which  later  developed  in  the  other  eye.  I 
never  regarded  this  as  a sympathtic  trouble  but 
rather  as  an  iritis  resulting  from  the  diabetes. 
This  latter  condition  was  under  treatment  all  the 
while  before  the  operation,  and  during  the  time 
she  was  under  my  care.  The  free  margin  of  the 
iris  of  the  operated  eye,  when  the  inflammatory 
trouble  had  subsided,  was  drawn  across  the  pupil- 
lary space  so  that  no  pupil  resulted.  About 
three  years  later,  this  woman  having  been  prac- 
tically blind  during  this  period,  I opened  the  eye, 
picked  up  a piece  of  iris  in  the  pupillary  space 
and  removed  it.  Since  then  she  has  had  about 
16/39  vision.  This  permits  her  to  go  about  and 
to  take  care  of  her  household  duties. 

Several  years  ago  I operated  on  the  eye  of  a 
woman  who  had  had  a low  grade  of  iritis  over 
a period  of  years  together  with  a complete  pos- 
terior synechia  with  pupillary  deposit.  After 
opening  the  eye  I succeeded  in  doing  an  iridec- 
tomy, loosened  the  iritic  adhesions,  and  removed 
the  opaque  lens  in  the  capsule.  There  was  but 
slight  reaction  and  the  patient  had  about  16/24 
vision.  She  has  been  able  to  read  newspaper 
type  easily. 

Another  case,  similar  to  this,  was  that  of  a 


man  who  came  up  from  Kansas  City  with  an  oc- 
cluded pupil  and  a complete  posterior  synechia. 
I was  able  to  operate  in  much  the  same  way  but 
I did  not  do  an  intra-capsular  operation  as  in 
the  previous  case.  This  was  followed  by  some 
reaction  but  the  vision  is  comparatively  good. 
The  patient  went  home  without  having  a lens 
fitted.  He  uses  this  eye,  however,  in  driving  his 
truck  daily  over  the  streets  of  Kansas  City. 

My  experience  in  operating  on  diabetics  has 
not  been  bad.  I recall  the  case  of  a sea  captain 
who  had  lost  one  leg  because  of  diabetic  gan- 
grene. At  the  age  of  eighty-six  he  became  blind. 
I removed  one  of  his  cataracts  at  this  time  and, 
a year  later,  removed  the  second.  With  the  lens 
correction  he  had  standard  vision  with  each  eye. 

The  oldest  patient  I ever  operated  was  ninety- 
two.  There  was  no  mishap  and  the  wound  heal- 
ed kindly.  I did  not  have  the  opportunity  to 
make  a careful  refraction  correction.  This  pa- 
tient, however,  saw  enough  to  get  about  and 
lived  nearly  a year  following  the  operation. 

One  condition  I did  not  mention  was  that  of 
milky  secretion  from  the  meibomian  glands  which 
I endeavored  to  correct  over  a period  of  weeks 
preparatory  to  operation.  The  operation  itself 
was  smooth  in  every  detail.  The  afternoon  of 
the  day  on  which  the  operation  was  performed  the 
patient’s  daughter-in-law  called  me.  She  said 
her  father  was  moving  around  a great  deal  and 
insisting  on  having  more  food  than  the  hospital 
supplied.  He  developed  an  infection  which  re- 
sulted in  the  loss  of  his  eye. 

The  temperament  of  the  patient  should,  many 
times,  influence  our  decision  as  to  the  time  of  the 
operation.  I recall  one  case.  The  orderly,  after 
going  to  the  patient’s  room  to  get  her,  returned 
to  the  operating  room  alone.  He  reported  the 
patient  to  be  in  a highly  nervous  condition.  I 
went  to  her  room  and  saw  for  myself  how  excited 
she  was.  I immediately  told  her  that  she  need 
not  worry,  that  there  was  no  necessity  for  oper- 
ating at  that  time,  and  that  we  could  and  would 
postpone  it  until  she  was  ready.  She  went  home. 
Perhaps  a year  later  she  sent  word  that  she  would 
like  to  have  me  come  there  and  operate.  I did 
this  and  she  had  almost  standard  vision.  At  the 
time  of  the  operation,  while  still  a little  nervous, 
her  condition  was  not  at  all  serious. 

It  occasionally  happens  that,  after  a highly 
satisfactory  extraction,  a great  disappointment 
ensues  when  the  refraction  is  done.  Recently  I 
had  such  an  experience.  The  best  vision  I could 
secure  was  about  16/80.  With  the  ophthalmo- 
scope nothing  could  be  detected  to  account  for 


Vol.  xrv,  No.  10 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


399 


the  poor  vision.  The  central  field  tracing  showed 
a large  blind  spot.  Searching  investigation  did 
not  reveal  the  cause.  It  was  evidently  post-bul- 
bar.  Fortunately,  after  several  months,  the  blind 
spot  disappeared  and  the  vision,  with  the  refrac- 
tion correction,  approaches  normal. 

Along  with  this  case  I might  mention  two 
cases  of  congenital  cataract  in  children.  In  both 
cases  the  eyes  were  apparently  equal  in  vision. 
After  operating  on  one  eye,  to  my  dismay,  I 
found  it  to  be  practically  amblyopic.  Operation 
on  the  second  eye,  however,  was  followed  by 
good  vision  and  gratifying  results. 

I have  had  my  experience  in  operating  on  the 
second  eye  after  the  first  eye  had  been  lost  by 
another  operator.  Recently  I had  one  of  these 
cases.  The  subject  was  tuberculous.  He  had  a 
mouth  full  of  infection  about  a few  remaining 
teeth.  He  was  very  deaf  and  his  tissues  were 
very  sclerotic.  The  operation  was,  however,  un- 
eventful except  that  it  required  some  time  to  take 
up  the  remnant  of  cortical  material.  The  vision 
was  good. 

I have  had  some  interesting  experiences  in  op- 
erating for  cataract,  when  the  suspensory  liga- 
ment was  torn  as  a result  of  trauma  at  some 
previous  time.  One  of  the  saddest  cases  I ever 
had  was  that  of  a man  about  fifty  years  of  age, 
who  had  but  one  eye.  This  one  was  highly  my- 
opic with  a cataractous  lens.  He  was  absolutely 
deaf.  I stated  previously  that  I had  never  lost 
an  eye  on  the  table  nor  had  quit  without  extract- 
ing the  cataract.  I was  wrong.  This  is  the  one 
exception.  The  moment  the  incision  was  made, 
without  apparent  cause,  a considerable  amount  of 
fluid  vitreous  escaped.  There  had  been  no  tear 
of  the  suspensory  ligaments  in  the  course  of  the 
operation.  So,  rather  than  remove  the  lens  with 
a spoon,  I closed  the  eye.  But  I had  not  given 
my  patient  sight. 

Needless  to  say,  one  reporting  his  experiences 
should  state  the  plain  truth.  We  have  yet  to  see 
the  man  with  100%  successes  in  any  operation. 
In  watching,  recently,  an  operator  perform  two 
cataract  operations,  in  an  eastern  city,  I am  sure 
this  was  not  done.  This  oculist  announced  that 
he  would  perform  two  intra-capsular  operations. 
In  the  first,  he  left  a considerable  portion  of  the 
capsule.  In  the  second,  vitreous  was  lost.  When 
asked  about  it,  by  one  of  those  present,  he  de- 
clared that  no  vitreous  had  been  lost. 

I mentioned,  above,  my  experience  with  Ver- 
hoff’s  lens  protein.  I carried  im'  tests  through 
over  thirty  cataract  cases.  In  only  one  was  there 
a marked  skin  reaction.  Operation  was  delayed 


several  months  in  an  effort  to  overcome  this. 
When  finally  I operated,  with  the  removal  of  the 
anterior  capsule  with  forceps,  a good  portion  of 
the  bulk  of  the  lens  escaped  as  a watery  fluid  into 
the  anteriar  chamber.  A small  nucleus  was  re- 
moved with  a great  deal  of  difficulty.  The  eye 
healed  kindly  but,  for  some  reason  wliicli  I can- 
not explain,  vd.s<on  was  never  but  slightly  better 
than  20/24.  I asked  this  gentleman  to  see  two 
of  the  outstanding  oculists  in  this  country.  One 
of  them  wrote  me  that  there  was  an  optic  neu- 
ritis, and  the  other  wrote  that  there  was  probably 
a low  grade  infection.  I could  never  demon- 
strate, to  my  own  satisfaction,  that  either  was 
present.  There  developed  a kerato-rnalacia  of 
unusual  type  after  about  two  years.  During  that 
time  the  cornea  was  clear.  The  tension  increased 
and  the  vision  failed. 

Mention  was  made,  above,  of  good  results  fol- 
lowing neglect  of  care  immediately  after  extrac- 
tion. In  the  ophthalmological  section  of  the  A. 
M.  A.,  in  Minneapolis,  several  unusual  experi- 
ences were  reported.  I have  had  mine.  One  of 
the  most  striking,  as  I recall  it,  was  that  of  a 
colored  man.  He  was  a giant  of  a fellow,  about 
6 ft.  3 in.  in  height.  The  evening  following  the 
cataract  extraction  he  was  found  standing  up  in 
his  bed.  The  eye  dressings  were  disturbed  but 
the  results,  as  to  vision,  were  good. 

Last  December  I removed  a cataract  for  a 
man  who  was  alx)ut  sixty  years  of  age.  I de- 
layed operation  several  weeks  in  order  to  prepare 
him  for  it.  For  years  he  had  suffered  with  ar- 
thritis. The  characteristic  deformity  of  the  hands 
is  extreme.  In  addition  to  this  he  coughed  a 
great  deal  because  of  a chronic  bronchial  condi- 
tion. There  was  nothing  unusual  in  the  opera- 
tion. The  eye,  as  it  was  dressed  each  day,  was 
fine  up  to  the  seventh  day  when  it  was  some- 
what congested.  And  the  aqueous  in  the  an- 
terior chamber  was  found  to  be  quite  clouded. 
The  tension  of  this  eye  was  never  above  twelve 
either  before  or  following  the  operation.  Ap- 
parently the  pain  was  slight  for  the  patient’s 
sleep  was  uninterrupted.  This  condition  continued 
about  a week  following  which  it  cleared.  Today 
the  patient  has  almost  standard  vision  with  the 
proper  lens  correction. 

In  conclusion  I must  confess  that  this  rambling 
account  of  my  experiences  reminds  me  of  some- 
thing an  interni.st  told  me  one  morning  when  I 
met  him  in  the  hospital.  I inquired  as  to  the 
condition  of  a well  known  citizen.  The  internist 
said  he  had  just  left  him.  On  entering  his  room 
he  had  asked  the  patient  how  he  felt.  “Fairly 
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well,”  was  the  answer.  He  then  asked  how  the  thought  of  all  the  good  things  I had  ever  done 
patient  had  put  in  the  night.  “W'ell”,  came  the  in  my  life.  The  rest  of  the  time  I thought  of  all 
replv.  “I  did  not  sleep  much.  The  first  hour  I the  bad  ones  and,  I am  not  through  yet.” 


STUDIES  IX  EARLY  ASYMPTOM.-VTIC  XEUROSYPHILIS='= 

A.  E.  BENNETT,  M.  D„ 

Omaha,  Nebr., 

G.  N.  NILSSON,  M.  D., 

Bloomfield,  Nebr. 


In  the  recent  history  of  clinical  medicine  no 
more  remarkable  revolution  of  ideas  has  taken 
place  than  in  the  case  of  the  relationship  of  syph- 
ilis to  the  nervous  system.  John  Hunter  taught 
in  1190  that  syphilis  never  affected  the  internal 
organs,  and  attributed  the  paralyses  which  occa- 
sionally followed  syphilis  to  the  mercurial  treat- 
ment. 

The  first  important  abnormal  findings  in  the 
spinal  fluid  were  made  by  Widal,  Sicard  and  Ra- 
vaut^^^  in  1901.  They  reported  a hyperlymph- 
ocytoses in  90%  of  their  cases  of  tabes  and  pare- 
sis. Xageotte,  at  the  same  time,  also  reported 
similar  findings.  Their  observations  were  con- 
firmed two  years  later  by  Schonborn^^P  In  1903 
Ravaut^^^  reported  a series  of  138  cases  of  secon- 
darv  syphilis  without  obvious  central  nervous  sys- 
tem involvement  in  which  he  found  pleocytosis  in 
43  percent.  He  also  mentions  a few  cases  of  pri- 
mary syphilis  in  which  he  found  an  increased  cell 
count.  A suggestion  by  Widal,  Sicard  and  Ra- 
vaut  that  an  increase  in  the  albumin  content  of  the 
spinal  fluid  was  of  significance  was  further  in- 
vestigated by  Guillian  and  Paraut^^P  who  in  1903 
succeeded  in  the  separation  of  the  globulin  from 
the  albumin  content  by  means  of  magnesium  sul- 
phate. The  pathologic  significance  of  pleocy- 
tosis with  increased  amounts  of  globulin  and  al- 
bumin in  the  spinal  fluid  in  cases  of  neuro-syph- 
ilis was  thus  established. 

Plant,  in  1908,  first  performed  spinal  fluid 
Wasserman  reactions.  Lange^^P  in  1912,  de- 
scribed his  gold  chloride  test.  This  marks  the 
last  departure  in  spinal  fluid  examination.  Since 
that  time  we  have  acquired  no  new  tests  that  add 
to  our  theoretical  knowledge.  Many  modifica- 
tions of  each  test  have  been  introduced  since  that 
time  but  no  new  idea  of  theoretical  importance 
has  come  out  of  these  various  modifications  or 
additional  tests. 

In  190G  Hoffman^®)  produced  experimental 
syphilis  in  monkeys  with  spinal  fluid  obtained 
from  a case  of  early  syphilis,  thus  showing  that 
spirochetes  entered  the  cerebrospinal  fluid  in  the 
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early  stages  of  the  disease.  The  finding  of  spir- 
ochetes in  the  spinal  fluid  has  had  no  practical 
application  as  a laboratory  procedure. 

In  191.5  Wile  and  Stokes*^^  discussed  at  length 
the  presence  of  abnormal  cerebrospinal  fluid  find- 
ings in  the  primary  and  secondary  stages  of  syph- 
ilis. An  interesting  report  by  Cornaz^®^  in  1918 
showed  that  pleocytosis  was  found  in  35  percent 
of  the  cases  of  early  syphilis,  before  the  appear- 
ance of  cutaneous  and  mucous  membrane  lesions. 
In  1919  NicolaiU®^  reported  a series  of  51  cases 
of  primary  syphilis  prior  to  the  appearance  of 
secondary  manifestations.  Eighteen  of  these  cas- 
es showed  a definite  increase  of  lymphocytes  in 
the  spinal  fluid.  Similar  results,  with  some  var- 
iation in  percentage  of  cases  showing  pleocytosis, 
have  since  been  reported  by  Klauder^^*^),  Mc- 
Iver<i^\,  Scott  and  Pearson^^-^  and  Larkin 
and  CornwalP^^k  These  observations  are  of 
great  importance  in  indicating  the  frequency  with 
which  the  central  nervous  system  is  involved  in 
the  early  stages  of  syphilis.  Moore^^^^  states: 
“The  percentage  of  patients  thus  found  to  have 
early  fluid  abnormalities  approximates  the  inci- 
dence of  late  clinical  neurosyphilis,  which  makes 
it  probable  that  when  central  nervous  system  in- 
va.sion  does  take  place  it  practically  always  oc- 
curs during  the  first  month  of  the  infection  rath- 
er than  at  some  later  period.”  Wile  and  Mar- 
shalP^^)  in  a study  of  spinal  fluid  in  1869  cases  in 
all  stages  of  the  disease  concluded:  “Invasion  of 
the  central  nervous  system  occurs  extremely  early 
in  the  disease.  If  the  nervous  system  is  found  to 
be  uninvolved  by  spinal  fluid  studies  during  the 
first  months  of  the  infection  it  is  seldom  invaded 
later.”  These  important  facts  mean  that  an  early 
examination  of  the  spinal  fluid  is  indicated  in 
every  syphilitic.  Earlv  spinal  fluid  examination 
means  early  diagnosis  of  neurosyphilis  during  the 
asymptomatic  stage  and  makes  possible  the  pre- 
vention of  the  serious  late  manifestations.  It  is 
undoubtedly  true  that  the  majority  of  cases  of 
neurosyphilis  in  which  the  symptoms  occur  five 
to  tw'enty-five  years  after  infection  woud  have 
shown  pathologic  changes  in  the  spinal  fluid  dur- 
ing practically  the  entire  course  of  the  infection. 
The  constituents  of  the  fluid  in  the  early  stages 
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are  varied,  depending  upon  the  type  of  involve- 
ment. Usually,  the  findings  in  general  are  of  a 
mild  nature.  Occasionally  a stronger  positive 
Was.sermann  reaction  is  present  early  in  the  ab- 
sence of  other  pathologic  findings,  at  times  show- 
ing a typically  paretic  fluid. 

During  the  past  four  years  neurologic  and 
spinal  fluid  examinations  have  been  done  on  all 
syphilitic  patients  in  the  out  patient  department 
of  the  University  of  Nebraska  College  of  Medi- 
cine. Unfortunately  for  study  purposes,  the  cere- 
brospinal fluid  examinations  have  been  done  at 


showing  a positive  spinal  fluid  Wasserinan  will 
be  found  in  the  accompanying  table. 

For  practical  purposes,  it  has  been  generally 
accepted  that  a positive  Wasserinan  reaction  in 
the  cerebrospinal  fluid  represents  a spirochetal  le- 
sion within  the  central  nervous  system.  The  var- 
iation in  strength  of  the  spinal  fluid  Wasserinan 
reaction  is  a phenomena  which  has  caused  much 
speculation.  It  is  well  known  that  a strongly 
positive  spinal  fluid  Wasserinan  means  a poten- 
tial case  of  paresis,  and  these  strong  positive  cases 
are  much  more  resistant  to  treatment  than  those 


TABLE  1 


PATIENT 

AGE 

DURATION 

TREATMENT 

APPEAR. 

CHANCRE 

SECONDARY 

SYltfPTOMS 

BLOOD 

WASS. 

SP.  FL. 
WASS. 

LANGE 

CELLS 

CLIN- 

ICAL 

29862 

P. 

24 

4 mon. 

4 

mon.  ago 

neg. 

neg. 

■ l4--2-j-.4-t-.8-f- 

122110000 

44 

neg. 

33243 

M. 

23 

1 mon. 

5 

mon.  ago 

2 

2+ 

.i4-.24-.44-.8-f- 

5554332210 

neg. 

28111 

F. 

24 

9 mon. 

9 

mon.  ago 

leg. 

neg. 

.1— .2— .4— .84- 

1111000000 

18 

neg. 

35576 

M. 

20 

1 mon. 

1 

mon.  ago 

7 

neg. 

1— .2— .44-. 84- 

4432100000 

5 

neg. 

33816 

M. 

21 

1 mon. 

1 

yr.  ago 

pos. 

neg. 

i4-.24-.44-.8-f- 

1233330000 

5 

neg. 

38409 

M. 

28 

2 mon. 

2 

mon.  ago 

pos. 

44- 

.14-.24-.44-.84- 

1111000000 

neg. 

39001 

M. 

23 

1 yr. 

1 

yr.  ago 

pos. 

34- 

.14-.24-.44-.8-f- 

3433200000 

4 

pos. 

41725 

P. 

22 

5 mon. 

6 

mon.  ago 

neg. 

neg. 

.1— .24-.44-.84- 

0000000000 

15 

neg. 

35162 

P. 

26 

9 mon. 

1 

yr.  ago 

pos. 

neg. 

.14-.24-.44-.8-f- 

1232000000 

4 

neg. 

Note: 

The  blood  was  positive  in  only  three  out  of  the  nine  cases. 

any 

convenient 

time  during  the  treatment,  and 

giving 

a weaker  reaction 

. This  is 

only  a 

gener- 

only  in  a very  few  cases  before  beginning  treat- 
ment. Consequently,  our  collection  of  early  cas- 
es is  relatively  small. 

In  416  patients  routine  spinal  fluid  examina- 
tions have  been  done  one  or  more  times.  Fifty- 
seven  of  these  were  cases  in  which  the  exam- 
ination was  made  during  the  first  year  of  infec- 
tion. A definite  pleocytosis  was  observed  in  10 
cases  or  17.6  percent;  the  Wasserman  test  was 


alization  which  has  many  exceptions  for  at  times 
one  finds  a strongly  positive  spinal  fluid  Wasser- 
inan becoming  negative  with  a relatively  small 
amount  of  treatment.  Particularly  is  this  found 
to  be  true  in  the  early  asymptomatic  neurosyphilis 
and  in  certain  acute  cases  of  cerebrospinal  syph- 
ilis, as  well  as  in  some  late  cases  of  meningo-vas- 
cular  syphilis.  Yet,  there  are  many  cases  of  tabes 
in  which  the  Wasserman  reaction  is  weakly  posi- 


TABLE  2 


PATIENT 

AGE 

DURATION 

TREATMENT 

AJ»PEAR. 

CHANCRE 

SECONDARY 

s™ptoms 

BLOOD 

WASS. 

SP.  FL. 
WASS. 

LANGE 

CELLS 

PRO- 

TEIN 

29902 

F. 

25 

none 

Chan.  Pres. 

neg. 

neg. 

neg. 

2110000000 

56 

.007 

34426 

M. 

22 

1 yr. 

1 yr.  ago 

neg. 

4 + 

neg. 

1100000000 

50 

.032 

30011 

M. 

26 

9 mon. 

11  mon.  ago 

neg. 

neg. 

neg. 

1221100000 

15 

.028 

35508 

M. 

26 

1 mon. 

1 mon.  ago 

pos. 

14- 

neg. 

1111000000 

35 

.044 

34608 

M. 

49 

5 mon. 

6 mon.  ago 

pos. 

neg. 

neg. 

1122210000 

15 

.012 

25332 

P. 

27 

1 yr. 

1 yr.  ago 

7 

neg. 

neg. 

1111000000 

52 

.065 

37878 

F. 

23 

1 mon. 

3 mon.  ago 

neg. 

3-b 

neg. 

2333211000 

45 

.016 

42059 

M. 

28 

6 mon. 

6 mon.  ago 

neg. 

neg. 

neg. 

1110000000 

20 

.048 

40180 

F. 

19 

10  mon. 

10  mon.  ago 

neg. 

ne^. 

neg. 

2224000000 

2 

.036 

NOTE:  Protein  .02 

(20  mgm. 

per  100  cc) 

or  above  is 

pathologic. 

positive  in  9 cases  or  15.9  percent.  There  were  tive  in  which  much  treatment  does  not  alter  the 


18  or  31  percent  in  all  that  showed  cerebrospinal 
involvement.  These  were  all  asymptomatic  ex- 
cept two  cases  that  showed  positive  clinical  symp- 
toms of  central  nervous  system  involvement.  One 
patient  had  a negative  spinal  fluid  Wasserman, 
but  a pleocytosis  of  35  cells.  The  other  patient 
had  a 4 plus  Wassermann  and  a Lange  gold  curve 
3433200000.  The  chancre  had  been  contracted 
nine  weeks  previous  to  the  cerebrospinal  fluid 
examination  in  the  finst  patient  and  one  year  pre- 
vious in  the  second  patient. 

A summary  of  the  findings  in  those  cases 


reaction.  The  phenomenon  of  a negative  spinal 
fluid  Wasserman  in  active  neurosyphilis  with 
some  or  all  of  the  other  tests  positive  has  been 
observed  in  all  types  of  neurosyphilis  with  the  ex- 
ception of  general  paresis.  No  definite  explana- 
tion for  this  phenomenon  has  ever  been  made. 

The  question  of  the  presence  of  an  early  pleo- 
cytosis and  increased  protein  content  in  the  spinal 
fluid  has  been  subject  to  much  discussion.  Of 
our  57  patients  examined  within  one  year  after 
the  chancre  9 or  15.8  percent  showed  pathologic 
spinal  fluid  findings  but  not  a positive  Wasser- 
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man  reaction.  These  findings  of  definite  pleo- 
cytosis, protein  excess  or  Lange  gold  change  are 
indicative  of  early  cerebrospinal  syphilis.  These 
ca.ses  were  all  under  active  treatment.  Table  2 
illustrates  the  pathologic  findings  in  these  9 
cases. 

In  only  two  ca.ses  of  this  group  have  clinical 
symptoms  suggestive  of  nervous  involvement  de- 
veloped. Case  29902  that  was  examined  during 
the  primary  stage,  one  year  later  developed  head- 
aches. amblyopia,  increased  irritability  in  spite  of 
vigorous  treatment.  L'nfortunately  the  patient 
left  the  dispensary  without  any  further  check  of 
the  spinal  fluid.  Case  35508  had  developed  sub- 
jective paresthesias  and  amblyopia  about  G months 
after  the  chancre  without  objective  signs  that 
were  suggestive  of  early  neurosyphilis. 

It  is  an  established  fact  that  a pleocytosis  in 
the  spinal  fluid  is  indicative  of  an  inflammatory 
lesion  of  the  brain,  spinal  cord  or  meninges.  The 
origin  of  these  cells,  while  not  definitely  known, 
is  thought  for  the  most  part  to  be  from  the  men- 
inges, although  it  is  perfectly  possible  that  some 
cells  from  the  perivascular  infiltration  of  the  par- 
enchymatous tissue  are  also  poured  into  the  cere- 
brospinal fluid  an  make  their  way  to  the  lumbar 
sac.  However  the  majority  of  cells  recovered  at 
lumbar  puncture  have  undoubtedly  originated 
from  the  spinal  meninges.  Experimental  work 
by  Young  and  .Hpers^^**^  seems  to  have  fairly 
well  established  this  fact. 

Acute  meningeal  reactions,  particularly  those 
affecting  the  spinal  meninges,  will  give  a high 
cell  count,  sometimes  one  or  two  thousand  cells 
per  cubic  millimeter,  but  when  dealing  with 
counts  below  100,  it  is  the  belief  of  Young  and 
Alpers  that  no  such  conclusions  are  justified. 
There  have  been  cases  of  paresis  rejiorted  which, 
during  life,  showed  a normal  cell  count  and  at 
autopsy  a fair  amount  of  cerebral  meningitis : on 
the  other  hand  there  are  also  cases  on  record 
which  during  life  showed  a cell  count  consider- 
ably above  normal  and  at  autopsy  a very  mild 
meningitis.  Therefore,  it  has  been  emphasized 
by  many  observers  that  in  dealing  with  cell 
counts  below  100  per  cm.  it  is  not  justifiable  to 
draw  clear  cut  conclusions  as  to  the  existence  or 
non-existence  of  a relatively  marked  chronic 
meningitis. 

The  question  of  how  soon  after  infection  by 
syphilis  lymphocytosis  appears  in  the  cerebrospin- 
al fluid  is  one  that  cannot  be  definitely  answered. 
Ravaut^^^^  has  reported  its  presence  two  months 
after  infection,  and  Fildes  cites  a case  in  which 
he  found  a positive  fluid  Wassermann  100  cells 


per  cm  and  one  spirochete  in  the  fluid  five 
months  after  infection  without  any  symptoms  of 
neurosyphilis.  Cornaz<^^)  reports  a series  of  76 
cases  of  primary  syphilis  with  no  secondary  man- 
ifestations. In  21  of  these  the  blood  Wasser- 
mann was  still  negative,  and  pleocytosis  observed 
in  only  2 cases.  Of  the  52  punctures  made  when 
the  blood  Wassermann  was  already  positive,  35 
percent  showed  an  increased  cell  count.  Cornaz 
also  reports  81  cases  of  roseola  both  with  and 
without  persistence  of  chancre.  The  blood  Was- 
sermann was  positive  in  every  case  and  lympho- 
cytosis increased  in  10  percent  of  the  cases.  These 
observations  fully  confirmed  the  earlier  work  by 
Bind,  of  the  relative  frequency  and  early  exten- 
sion of  the  infection  into  the  meninges,  since  in 
35  percent  of  the  cases  in  the  chancre  stage  the 
number  of  leucocytes  was  already  increased  at  a 
time  when  the  secondary  manifestations  were  still 
absent.  It  is  probable  that  pleocytosis  is  the  re- 
action to  spirochete  invasion  of  the  meninges  and 
this  occurs  during  the  early  blood  dissemination 
of  the  spirochetes  from  the  chancre.  Pleocytosis 
is  therefore  the  first  indication  of  neurosyphilis. 

The  value  of  the  colloidal  gold  test  in  the  diag- 
nosis of  early  cases  of  neurosyphilis  is  probably 
more  limited  than  the  preceding  ones.  The  rea- 
son for  the  reaction  obtained  with  the  spinal 
fluid  is  not  definitely  known.  The  most  plaus- 
ible theory  is  that  the  reaction  depends  upon  the 
ratio  between  the  globulin  and  total  protein  pres- 
ent. Solomon<^®)  held  that  the  variation  between 
the  paretic  and  non-paretic  curves  is  one  of  de- 
gree and  not  of  kind,  that  it  is  quantitative  rath- 
er than  qualitative.  The  statement  is  based  on 
experimental  work  with  fluids  in  various  dilu- 
tions, and  appears  rather  conclusive.  Thus,  it 
follows  in  line  with  what  has  already  been  seen 
to  be  the  case  in  regard  to  the  strength  of  the 
Wassermann  test.  Occasionally  a true,  so-called 
paretic  curve  may  be  observed  in  early  cases  of 
syphilis.  Among  our  57  cases  of  early  syphilis 
one  case  showed  a definite  paretic  curve,  si.x  cas- 
es a modified  curve  in  this  zone  and  one  a strong 
reaction  in  the  luetic  zone. 

Thompson^^*^)  concludes  after  studying  eight 
thousand  cerebrospinal  fluids  that,  while  the  vast 
majority  of  cases  of  paresis  give  a paretic  curve, 
the  presence  of  this  curve  was  also  observed  in 
almost  50  percent  of  cases  of  cerebrospinal  syph- 
ilis as  well  as  in  many  cases  of  early  neurosyph- 
ilis. Therefore,  he  feels  that  such  curves  do  not 
differentiate  cerebrospinal  syphilis  from  paresis, 
nor  do  they  differentiate  syphilitic  involvement 
from  multiple  sclerosis,  brain  tumor,  etc. 

However,  an  early  slight  disturbance  of  the 
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Lange  curve  in  the  presence  of  a pleocytosis  and 
perhaps  also  increased  protein  content  of  the 
cerebrospinal  fluid,  constitute  the  early  findings 
in  syphilitic  involvement  of  the  central  nervous 
system.  If  the  colloidal  gold  test  is  an  indica- 
tion to  the  degree  of  involvement  of  the  nervous 
system,  then  it  seems  that  it  should  be  of  pri- 
mary importance  especially  as  a guide  to  the 
choice  of  treatment. 

What  has  been  said  in  regard  to  the  previous 
two  tests  holds  true  also  for  the  protein  content 
of  the  cerebrospinal  fluid ; that  is,  that  an  in- 
crease of  protein  by  no  means  diagnostic  of  syph- 
ilis of  the  central  nervous  system,  as  an  increase 
usually  occurs  in  most  organic  nervous  diseases. 
The  degree  of  increase  of  the  protein  content  is 
indicative  of  the  severity  of  the  disorder  and 
acuteness  of  the  process  within  the  central  ner- 
v'ous  si'stem.  Total  protein  estimations  are  a 
valuable  guide  in  progress  with  treatment^-^^  In 
the  presence  of  a pleocytosis  in  the  early  cases 
of  neurosyphilis,  the  protein  content  is  usually 
increased.  In  the  great  majority  of  cases,  how- 
ever, the  increase  of  protein  content  occurs  after 
the  appearance  of  pleocytosis  in  the  cerebrospinal 
fluid.  In  our  series  the  protein  content  was  in- 
creased in  6 cases ; unfortunately,  total  protein 
examinations  were  not  run  in  all  of  our  cases. 

As  a brief  resume  of  the  last  three  tests,  it 
may  be  said  that  an  early  pleocytosis  should  place 
one  on  guard  and  indicate  the  need  of  intensive 
treatment,  with  additional  spinal  fluid  examina- 
tions at  not  too  infrequent  intervals.  Criminal 
negligence  is  a term  which  is  often  used  in  medi- 
cal literature  in  referring  to  the  numerous  cases 
of  syphilis  discharged  from  clinics  and  private 
physicians  every  day  as  cured,  on  the  strength  of 
absence  of  symptoms  and  one  or  more  negative 
blood  Wassermanns.  Too  frequently  we  find  at 
the  dispensary  well  advanced  cases  of  neuro- 
syphilis presenting  a history  of  “cure"  some  five, 
ten  or  fifteen  years  ago.  A case  of  syphilis 
should  never  be  discharged  without  an  examina- 
tion of  the  spinal  fluid  to  determine  the  presence 
or  absence  of  nervous  system  involvement.  Un- 
doubtedly, fewer  cases  of  neurosyphilis  would 
exist  if  this  rule  was  strictly  adhered  to,  and 
fewer  yet  if  a spinal  puncture  was  done  as  a mat- 
ter of  routine  at  the  beginning  of,  or  following, 
the  first  course  of  intravenous  treatment.  If  a 
physician  realizes  his  responsibility  he  will  al- 
ways advise  the  syphilitic  of  the  importance  of 
early  spinal  fluid  examination.  By  so  doing,  he 
has  discharged  his  duty,  and  if  later  he  is  con- 
fronted with  grave  neurosyphilis,  he  need  not 
feel  responsible  for  the  development.  An  early 


pleocytosis,  a slight  change  in  tlie  Lange  curve 
and  an  increase  of  the  i)rotein  content  of  the 
cerebrospinal  fluid  are  strongly  .suggestive  of 
.syphilitic  involvement  of  the  central  nervous  sys- 
tem. These  three  abnormal  findings  are  com- 
paratively easily  brought  to  normal  under  early 
and  persistent  treatment.  In  the  positive  cases 
spinal  fluid  examinations  should  be  done  at  cer- 
tain intervals  throughout  the  treatment  and  be- 
fore discharge. 

Another  indication  for  examination  of  the 
cerebrospinal  fluid  should  be  a so-called  Wasser- 
mann  fast  blood  in  systemic  syphilis.  Nearly 
always  this  means  some  deep  seated  systemic  in- 
volvement of  the  disease  and  calls  for  a careful 
analysis,  not  only  of  the  nervous  system  but  also 
of  the  cardio-vascular,  osseous,  gastro-intestinal 
and  other  systems  to  determine  the  one  involved. 

Just  why  the  nervous  .system  or  any  other  sys- 
tem should  be  selected  by  the  spirochete  after 
blood  stream  involvement  has  not  been  definitely 
determined.  One  theory  holds  that  it  is  a matter 
of  individual  organ  resistance  to  the  spirochete. 
Another  that  there  are  different  strains  of  spiro- 
chetes with  affinity  for  certain  organs.  Cases 
have  been  recorded  in  which  one  syphilitic  has 
infected  four  or  five,  all  of  whom  have  developed 
paresis  and  others  have  been  recorded  in  which 
one.  syphilitic  has  infected  individuals  that  all  de- 
veloped tabes.  Another  instance  has  been  quoted 
by  Hunt<-2)  in  which  nine  patients  were  infected 
from  the  same  source,  all  developing  neurosyph- 
ilis. The  Negro,  when  infected,  tends  to  become 
cardiovascular  syphilitic^-^L  while  the  white  man, 
with  his  more  highly  organized  nervous  system, 
tends  to  become  a neurosyphilitic. 

Of  the  subjective  symptoms  suggestive  of 
nervous  involvement  during  the  primary  and  sec- 
ondary stages,  the  occipital  headache  radiating  to 
the  top  of  the  head  is  perhaps  the  most  constant 
one.  This  headache  is  usual’y  worse  at  night 
and  is  probably  due  to  meii’ngeal  irritation.  Ir- 
ritability, mental  fatigue  and  loss  of  weight  are 
frequent  prodromal  symptoms  of  neurosyphilis 
which  may  appear  at  an  early  period.  Acute 
general  pains  of  varying  severity  and  without 
demonstrable  cause  are  often  observed.  These 
pains,  when  localized,  may  closely  simulate  those 
of  other  diseases  and  many  ca.ses  are  on  record 
where  unnecessary  abdominal  surgery  has  been 
resorted  to^^^L 

BluemeB”’’^  reports  a series  of  100  cases  of 
neurosyphilis  at  a stage  of  the  disease  when  their 
symptoms  first  become  apparent.  Twenty-two 
of  these  cases  gave  their  principal  complaint  as 
being  weakness  and  pains  of  the  legs : eighteen 
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complained  of  various  strokes  and  spells ; thir- 
teen of  numbness  and  tingling;  twelve  showed 
various  types  and  degrees  of  mental  symptoms ; 
nine,  eye  symptoms  such  as  blurring  and  diplopia ; 
eight,  abdominal  svmptoms  such  as  nausea,  vom- 
iting and  various  types  of  abdominal  pains  simu- 
lating gallbladder  disease,  appendicitis  and  renal 
colic : seven,  cranial  nerve  symptoms  with  the  A . 
A’ll.  and  A'lII  cranial  nerves  most  commonly  in- 
volved ; three  epilepsy : three  bladder  disturbances 
and  two  general  asthenia.  A great  percentage 
of  these  cases  in  addition  to  the  above  mentioned 
svmptoms.  also  complained  of  headache.  Atten- 
tion should  he  called  to  the  fact  that  the  symp- 
tom complex  in  some  of  these  early  cases  fre- 
quently are  neurasthenoid.  Perhaps  the  patient 
has  at  some  previous  time  been  treated  for  syph- 
ilis and  presents  a negative  blood  Wassermann. 
He  becomes  known  as  a case  of  chronic  neuras- 
thenia and  perhaps  after  drifting  from  one  medi- 
cal office  or  clinic  to  another  he  falls  into  the 
cultist's  hands.  Careful  neurologic,  and  if  indi- 
cated, spinal  fluid  e.xamination  in  the  so-called 
neurasthenic,  will  result  in  fewer  fully  developed 
cases  of  neurosyphilis. 

In  this  connection  it  should,  however,  be  em- 
phasized that  lumbar  punctures  should  not  be 
made  without  a preliminary  eye  ground  examin- 
ation. The  presence  of  a choked  disc  contra-in- 
dicates spinal  puncture  until  careful  observation 
has  ruled  out  brain  neoplasm. 

A great  deal  has  been  written  on  the  effect  of 
treatment  on  the  early  signs  of  neurosyphilis  and 
in  a general  way  the  agreement  is  that  the  ser- 
ology approaches  a negative  condition  more  or 
less  coincidentallv  with  the  clinical  improvement. 
It  is  a well  recognized  fact  that  the  signs  of  men- 
ingo-vascular  syphilis  are  the  most  easily  affect- 
ed by  treatment,  and  that  cases  of  paresis  are  the 
most  ressitant.  The  tabetic  cases  are  somewhere 
midway  between  the  two.  Since  many  cases  of 
meningo  vascular  syphilis  and  tabes  give  rela- 
tively mild  spinal  fluid  reactions,  compared  with 
those  in  cases  of  paresis,  it.  therefore,  follows  that 
the  weaker  spinal  fluids  are  more  readily  return- 
ed to  normal  than  are  the  stronger.  Xot  infre- 
quently. however,  especially  in  the  early  cases 
of  syphilis  a strong  so-called  paretic  formula  may 
he  returned  to  normal  with  a relatively  small 
amount  of  intravenous  ar.sphenamine.  whereas 
cases  of  meningo-vascular  syphilis  with  much 
weaker  fluids,  usuallv  long  standing  cases,  have 
been  recorded  that  were  absolutely  resistant  to 
intravenous  therapy,  and  in  some  instances  also 
resistant  to  subarachnoid  therapy.  Malarial  in- 
oculation is  indicated  in  these  resistant  cases. 


In  general,  there  is  some  uniformity  of  opin- 
ion that  the  cell  count  is  the  test  most  easily 
brought  to  normal  by  treatment.  This  has  re- 
peatedly been  observed  especially  in  ca.ses  that 
have  received  treatment  with  tryparsamide. 
There  appears  to  be  no  agreements  as  to  the 
rapidity  of  return  to  normal  of  the  A\’assermann. 
gold  solution,  protein  or  globulin  tests.  It  is  our 
observation  that  the  protein  content  returns  to 
normal  following  a normal  cell  coimt.  Cases  are 
recorded  in  which  every  test  except  the  W'asser- 
mann  returned  to  normal  and  others  in  which  the 
Wassermann  was  the  first  test  to  become  normal, 
all  the  others  remaining  positive ; and  likewise 
with  each  one  of  the  other  tests.  It  appears, 
therefore,  that  no  definite  formula  can  he  set 
down  by  which  the  various  tests  respond  to 
treatment  with  the  possible  exception  of  an  early 
reduction  in  cell  count  and  protein  content. 

In  a general  way,  symptomatic  improvement 
closely  parallels  the  changes  in  serology.  In 
cases  of  long  standing  infection,  treatment  has 
much  less  effect  both  in  regard  to  serology  and 
subjective  symptoms,  while  the  comparatively  re- 
cent cases  respond  much  more  favorably. 

In  reviewing  late  medical  literature  on  the  sub- 
ject of  neurosyphilis  one  is  impressed  with  the 
constant  plea  for  an  early  diagnosis  and  a sug- 
gestion if  not  a demand  that  a spinal  fluid  ex- 
amination be  done  on  every  case  of  syphilis. 
These  pleas,  suggestions  and  demands  are  based 
on  investigations  of  thousands  of  cases  of  syph- 
ilis in  all  stages  of  the  disease,  by  authorities  both 
in  the  field  of  experimental  investigation  as  well 
as  clinical  observation.  AA’hen  one  then,  with 
this  abundance  of  .statistics  fresh  in  mind,  reviews 
some  400  cases  of  syphilis  in  all  stages  of  the 
disease,  and  finds  one-third  of  the  patients  in  the 
first  year  of  the  disease  showing  pathologic  spin- 
al fluids,  the  importance  of  such  early  diagnosis 
and  such  routine  fluid  examination  is  obvious. 
An  early  diagnosis  leads  to  early  treatment  be- 
fore sufficient  damage  has  been  done  to  the  par- 
enchymal tissues  of  the  central  nervous  system  as 
to  render  them  irreparable. 

SUMM.VRY 

Out  of  410  cases  of  systemic  syphilis  under 
routine  clinic  treatment  cerebrospinal  fluid 
studies  have  been  done  during  some  stage  of 
treatment.  In  -tT  cases  fluids  were  examined 
within  one  year  after  the  initial  lesion. 

Eighteen,  or  31  per  cent  of  these  51  cases,  had 
positive  serologic  findings  with  a cellular  in- 
crease suggestive  of  early  neurosyphilitic  involve- 
ment. All  but  one  case  were  asymptomatic.  In- 
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creased  cell  count  is  the  most  constant  early  si^n 
of  nenrosyphilis.  F’rotein  excess  is  next  in  im- 
portance. Later  the  colloidal  gold  and  Wasser- 
mann  reactions  are  positive. 

If  a patient  is  to  become  neurosyphilitic  the 
invasion  of  the  cerebrospinal  system  by  the  spiro- 
chete occurs  in  the  blood  stream  stage.  If  he 
escapes  the  secondary  stage  without  cerebrospinal 
involvement  it  is  unlikelv  that  he  will  succumb 
to  neurosyphilis. 

The  outstanding  lesson  is  early  spinal  fluid  ex- 
amination to  prevent  serious  late  neurosyphilis. 
Early  asymptomatic  neurosyphilis  usually  re- 
sponds well  to  treatment. 

BIBLIOGRAPHY 

1.  Widal,  Sicard  and  Ravaut,  Bui.  et  Meu.  Soc.  Med. 
d hop.  de  Par.  1901,  18:31. 

2.  Schonborn,  Neurol.  Centralbl.  1903,  4:1. 

3.  Ravaut,  Am.  de  Dermat.  et  Syph.  1903,  4:1. 


4.  Guillian  and  1‘araut.  Rev.  Neurol.  Par.  1903,  11: 
40B. 

5.  Lange,  Berlklin.  Wehnsche.  1912,  19:397. 

6.  Hoffman,  Dermat.  Stsche,  1906:  Pg.  561. 

7.  Wile  and  Stokes,  .lour.  Am.  Med.  Ass.  77:979. 

8.  Cornax,  Cor.  BI.  f.  Schweiz.  Aerzte.  48:1584. 

9.  Nicolau.  Am.  de  Dermat.  ct  Syi>h.  7:200. 

10.  Klauder,  Am.  Jour.  Syph.  3:559. 

11.  Mclver,  Jour.  Am.  Med.  Ass.  80:1765. 

12.  Scott  and  Pearson,  Am.  Jour.  Syph.  4:201. 

13.  Larkin  and  Cornwall.  Am.  Jour.  Syph.  3:76. 

14.  Moore,  Johns  Hopkins  Hosp.  Bull.  33:231. 

15.  Wile  and  Marshall.  Arch.  Der.  & Syph.  1921, 
3:272. 

16.  Young  and  Alpers,  Arch.  Neurol  and  I’sychiat. 
12:537. 

17.  Ravaut,  Am.  de  Dermat.  et  Syph.  17:64. 

18.  Cornaz,  Cor.  Bl.  f.  Schqeiz,  Aerzte,  48:1584.  Abst: 
.lour.  Nerv.  and  Ment.-  Dis.  49:282. 

19.  Solomon,  Koeford  and  Welles,  Boston  Med.  and 
Surg.  Jour.  173:  956. 

20.  Thompson,  Arch.  Neurol,  and  Psychiat.  5:131. 

21.  Young  and  Bennett  Am.  Jour.  Med.  Sci.  172: 
249. 

22.  Hunt,  Am.  Jour.  Syph.  10:537. 

23.  Musser  and  Bennett.  Arch.  Int.  Med.  34:833. 

24.  Bennett.  Am.  Jour.  Med.  Sci.  170:538. 

25.  Bluemel,  Am.  Jour.  Syph.  10:420. 


DIAGNO.SIS  AND  TREATMENT  OF  MANIC-DEPRESSIVE  PSYCHOSIS* 

E.  L.  EMRICH,  A.  B.,  M.  D., 

Asst.  Supt.  Norfolk  State  Hospital, 

Norfolk,  Nebr. 


This  form  of  mental  disease  is  one  of  the  most 
important,  if  not  the  most  important,  of  any  of 
the  psychoses.  It  comprises  from  12  to  20%  of 
admissions  to  state  hospitals.  The  following  is 
Kraepelin’s  definition  of  this  class  and  I wor- 
ship him  when  it  comes  to  classifying  and  de- 
scribing the  insanities. 

“Manic-Depressive  insanity  is  characterized  by 
the  recurrence  of  groups  of  mental  symptoms 
throughout  the  life  of  the  individual,  not  lead- 
ing to  mental  deterioration.  These  groups  of 
symptoms  are  sufficiently  well  defined  to  be 
termed  the  manic,  the  depressive,  and  the  mixed 
phases  of  the  disease.  The  chief  symptoms  us- 
ually appearing  in  the  manic  phase  are : psycho- 
motor excitement  with  pressure  of  activity, 
flight  of  ideas,  distractibility,  and  happy  though 
unstable  emotional  attitude.  In  the  depressive 
phase  we  expect  to  find  psychomotor  retardation, 
absence  of  spontaneous  activity,  dearth  of  ideas, 
and  depressed  emotional  attitude ; while  the  symp- 
toms of  the  mixed  phase  consist  of  various  com- 
binations of  the  symptoms  characteristic  of  both 
the  manic  and  depressive  phases.” 

Women  predominate  three  to  one,  as  my  ex- 
perience goes.  Bad  heredity  occurs  in  70  to  80% 
of  cases.  First  attack  may  come  from  10  to  70 
years  of  age.  It  may  be  with  the  first  menstrua- 

•Read  before  the  Madison  Five  Counties  Medical  Society,  Norfolk, 
February  19.  1929. 


tion,  or  with  first  and  subsequent  childbirths. 
But  the  attacks  do  not  stop  at  the  climacteric. 
Three-fourths  of  the  cases  have  their  first  attack 
before  25  years  of  age. 

The  classification  of  the  National  Committee 
for  Mental  Hygiene  has  two  more  types,  stuper- 
ous  and  circular  types.  It  is  their  classification 
that  we  follow.  I usually  ignore  the  stuperous 
type  and  place  them  with  the  depressed. 

With  us  there  are  three  women  to  one  man  in 
the  Manic-Depressive  class.  But  it  makes  a dif- 
ference as  to  who  makes  the  diagnosis.  A few 
days  ago  I picked  up  the  recent  reports  from  Vir- 
ginia and  Maryland  and  in  one  the  men  were 
slightly  in  the  majority  and  the  other  the  sex 
were  about  equal. 

The  term  attack  I believe,  is  better  than  type, 
for  the  reason  that  the  same  patient  may  exhibit 
all  these  forms.  The  patient  may  come  to  you 
in  a maniacal  condition,  recover,  return  to  his 
home  and  in  a year  or  two  be  returned  to  you 
in  a state  of  extreme  mental  depression. 

In  the  maniacal  attack  there  are  a few  symp- 
toms which,  if  you  can  get  positively  and  without 
a doubt,  will  make  the  diagnosis.  They  are  a 
rapid  flight  of  ideas  and  great  distractability.  I 
have  in  mind  the  case  of  a woman  brought  to 
us  with  a diagnosis  of  beginning  paresis.  She 
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had  a histor}-  of  syphilis  and  a four  plus  \\  as- 
serman.  W hen  I walked  into  her  room  she 
glanced  at  my  Elks  pin  and  said ; "Hello.  Bill, 
I just  came  from  Florida.  I have  been  in  every 
jail  in  the  United  States,  I want  some  lemonade," 
etc.  She  talked  nearly  all  the  time  and  her  sen- 
tences just  about  as  disconnected  as  the  above. 
She  recovered  in  a few  months  and  went  home. 
Of  course,  at  her  examination  I found  none  of 
the  physical  signs  of  paresis  and  she  was  a manic- 
depressive  case  with  syphilis  as  a separate  in- 
cident. 

Under  the  manic  attacks,  there  are  different 
stages  such  as  Hypomania,  Mania,  and  Delirious 
Mania.  These  are  only  phases  in  the  progress  of 
the  disease. 

The  milder  cases  (hypomania)  may  never  lose 
consciousness,  and  apprehension  and  memory 
will  be  undisturbed ; yet  they  may  have  a mild 
flight  of  ideas.  Delusions  may  not  be  present 
or  are  poorly  defined,  but  they  boast  unreason- 
ably about  what  they  have  done  and  can  do. 
They  exaggerate  like  some  of  us  when  we  catch 
a few  fish. 

There  is  in  the  (Manic  Phase)  increased  psy- 
chomotor activity.  They  take  long  walks,  write 
many  letters,  stay  up  late  and  get  up  early.  They 
may  want  to  change  their  usual  occupation  and 
plunge  into  big  business  and  may  dissipate  their 
resources  if  not  controlled.  In  this  state,  mem- 
ory for  recent  events  is  not  always  correct  and 
they  lack  insight.  Onset  is  usually  sudden  fol- 
lowing a short  period  of  headache  or  malaise, 
although  a few  days  of  depression  may  precede. 
Emotionally  they  are  usually  happy,  but  inter- 
ference or  contradictions  may  lead  to  outbursts 
of  passion  with  profane  abuse,  assault  or  de- 
struction of  clothing  or  other  objects. 

Sleep  is  much  disturbed  and  patients  may  go 
weeks  with  little  or  no  sleep.  While  this  con- 
dition does  not  usually  last  long,  it  may  go  on 
for  years.  I knew  one  case  to  go  for  seven 
years  that  he  seldom  slept,  unless  given  very 
large  doses  of  hypnotics,  and  finally  recovered. 
They  generally  lose  weight,  although  the  appetite 
is  increased,  but  food  is  taken  hurriedly. 

Delirious  mania  is  the  extreme  of  the  manic 
states.  There  is  great  psychomotor  activity,  in- 
coherence of  speech,  rapid  flight  of  ideas,  num- 
erous hallucinations  and  dream-like  delusions. 
These  may  be  expansive  or  depressing.  Con- 
sciousness is  greatly  clouded  and  disorientation 
complete.  Emotions  are  of  the  extremes.  Their 
destructive  tendencies  are  only  limited  by  their 
strength.  They  eat  irregidarly  and  sleep  very 
little  if  any.  If  they  do  not  start  to  improve  in 


from  ten  days  to  two  weeks,  they  usually  die 
from  exhaustion.  Pulse  is  rapid  and  temperature 
rises. 

These  cases  are  rare  and  some  writers  think 
they  may  not  belong  to  the  manic-depressive 
psychoses.  The  sordes  on  their  teeth  and  lips 
looks  like  a typhoid  condition.  Physicians  who 
are  not  familiar  with  these  cases  sometimes  diag- 
nose typhoid  fever. 

There  is  some  severe  and  rapid  intoxication, 
the  nature  of  which  we  have  not  discovered. 

The  Depressive  States  comprise  Simple  Re- 
tardation and  the  Delusional  Form. 

The  onset  in  Simple  Retardation  is  generally 
gradual,  except  in  a few  cas5s  which  follow  acute 
illness  or  mental  shock.  There  appears  gradual- 
ly a sort  of  mental  sluggishness : mental  process- 
es become  retarded,  thought  is  difficult,  and  pa- 
tients find  difficulty  in  coming  to  a decision,  in 
forming  sentences,  and  in  finding  words  with 
which  to  express  themselves.  It  is  hard  for  them 
to  follow  the  thought  in  reading  or  ordinary  con- 
versation. The  process  of  association  of  ideas 
is  remarkably  retarded ; the  patients  do  not  talk, 
because  they  have  nothing  to  say ; there  is  a 
dearth  of  ideas  and  a poverty  of  thought.  Fam- 
iliar facts  are  no  longer  at  their  command,  and 
it  is  hard  to  remember  the  most  commonplace 
things. 

Consciousness  and  orientation  are  well  re- 
tained, but  customary  actions,  such  as  walking, 
dressing,  and  eating,  are  performed  very  slowly 
as  if  under  constraint.  Because  of  this  extreme 
retardation,  the  patients  rarely  commit  suicide, 
although  they  often  express  the  desire  to  die.  At- 
tempts at  suicide  are  more  to  be  feared  when 
the  retardation  has  disappeared,  and  while  the 
despondency  still  persists. 

In  the  emotional  attitude  there  is  a uniform 
depression.  The  patient  sees  only  the  dark  side 
of  life.  The  past  and  the  future  are  alike,  full 
of  unhappiness  and  misfortune.  They  fear  bus- 
iness reverses  and  begin  to  economize,  even  de- 
nying themselves  and  their  families  the  necessar- 
ies of  life. 

Insight  is  frequently  present,  the  patients  ap- 
preciating that  a change  has  come  over  them. 
This  very  often  is  characteristically  expressed  as 
a feeling  of  inadequacy.  The  patients  say.  "I  am 
not  sick,  I am  only  lacking  a will  of  my  own.” 
“I  can’t  pull  myself  together."  "I  have  no  en- 
ergy, I can’t  get  hold  of  myself.”  "I  feel  all 
gone  and  I can’t  make  up  my  mind  to  do  any- 
thing.’’ Sometimes  the  recurring  sadness  is  as- 
cribed to  external  influences,  such  as.  unpleasant 
e.xperiences,  changes  in  the  environment,  etc. 


Vol.  XIV,  No.  10 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


407 


The  Delusional  Form  of  depressed  cases  is 
characterized  by  the  presence  of  varied  depre- 
ciatory delusions,  especially  of  self-accusation 
and  of  a hypochondriacal  nature,  in  addition  to 
the  evidences  of  retardation.  The  onset  of  this 
form  is  usually  subacute,  following  a period  of 
indisposition,  and  occasionally  even  a short  per- 
iod of  exhilaration  and  buoyancy  of  spirits ; a 
few  cases  appear  after  an  acute  illness  or  mental 
shock.  They  feel  that  they  have  been  great  sin- 
ners, have  neglected  their  duties  and  made  many 
enemies,  have  never  done  anything  right,  and 
their  whole  life  has  been  one  long  series  of  mis- 
takes. They  accuse  themselves  of  bringing  mis- 
fortune on  others  or  of  causing  some  great  ca- 
lamity. 

Hypochondriacal  delusions  are  prominent  and 
are  usually  associated  with  numerous  false  bodily 
sensations ; their  health  is  ruined  as  the  result 
of  masturbation  ; they  are  succumbing  to  some 
malignant  disease,  and  their  organs  are  wasting 
away.  Female  patients  complain  of  being  preg- 
nant, and  often  accuse  themselves  of  immorality 
and  masturbation. 

Hallucinations  are  occasionally  associated  with 
this  condition,  when  groans  and  moans  are  heard, 
disagreeable  odors  permeate  the  room,  terrible 
apparitions  appear  at  night,  and  fearful  scenes 
are  depicted. 

The  consciousness  is  for  the  most  part  un- 
clouded, and  the  patients  are  usually  oriented, 
and  comprehend  correctly  what  transpires  in 
their  environment,  although  occasionally  they 
develop  some  delusional  ideas  in  reference  to  the 
home  or  institution  and  the  persons  around  them. 

Insight  into  the  condition  is  very  often  pres- 
ent, yet  while  admitting  recovery  from  previous 
similar  attacks,  they  declare  that  their  present 
condition  is  so  much  worse  that  they  can  never 
recover.  Some  of  these  patients  go  to  an  insti- 
tution of  their  own  accord.  The  emotional  atti- 
tude is  uniformly  one  of  depression.  The  pa- 
tients are  dejected,  gloomy,  and  perplexed,  and 
lament  for  hours  in  monotonous  tones.  They 
say  little  to  those  about  them,  but  sit  staring  in- 
to space  and  pajdng  very  little  attention  to  their 
environment. 

Stuporous  states  as  I said  before  I have  been 
placing  with  cases  of  retardation  of  these  de- 
pressed types  or  attacks.  Their  cases  are  a lit- 
tle more  profound  than  those  of  simple  retarda- 
tion but  it  saves  some  of  the  confusion  of  too 
many  subdivisions. 

Physically,  these  depres.sed  cases  complain  of 
muscular  weakness,  numbness  in  the  head  and 
ringing  in  the  ears.  Sleep  is  broken  and  appe- 


tite poor.  Respirations  and  heart  action  weak 
and  slow  and  blood  pressure  increased. 

Mixed  states  are  where  the  symptoms  of  one 
pass  rapidly  to  the  other  within  the  day  or  even 
a few  minutes. 

In  the  Circular  types,  the  patient  passes  grad- 
ually from  one  phase  to  the  other.  A maniacal 
case  may  settle  down  to  normal  and  remain  but 
a short  time,  generally  a few  days  and  pass  in- 
to the  depressed  phase,  or  vice  versa. 

Cases  most  likely  to  be  confused  with  the 
Manic-Depressive  are:  The  Beginning  Paresis, 
Involution  Melancholia,  and  Catatonic  Dementia 
Praecox. 

In  Paresis  the  physical  symptoms  and  history 
with  the  Wasserman  test  will  nearly  always  show 
the  difference. 

Involution  Melancholia  comes  between  50  and 
()0  and  are  always  depressed,  whereas  Manic- 
Depressive  comes  earlier  and  by  50  will  likely 
have  had  several  attacks.  While  the  IManic-De- 
pressive  may  have  their  first  attack  from  10  to 
70,  the  greatest  number  come  from  15  to  30. 

It  is  more  difficult  to  distinguish  the  first  at- 
tack of  Manic-Depressive  depressed  attack,  from 
the  depression  of  beginning  Dementia  Praecox. 
Rapid  appearance  of  senseless  delusions  and 
numerous  hallucinations  speak  for  Dementia 
Praecox.  In  Dementia  Praecox  there  is  obstin- 
acy where  in  Manic-Depressive  there  is  retarda- 
tion in  their  response  to  questions.  The  manic- 
Depressive  does  not  answer  because  he  cannot  at 
once,  but  may  if  you  give  him  time  and  repeat 
the  question  frequently  he  will.  The  Dementia 
Praecox  refuses  from  obstinacy  no  matter  how 
long  you  wait  or  how  frequently  you  repeat  the 
question. 

TREATMENT 

Treatment  is  best  carried  on  in  a sanitarium 
or  hospital  for  that  purpose.  Conserve  the 
strength  by  quiet  and  rest  with  nutritious  diet. 
Sleep  may  be  induced  by  warm  baths,  hyoscine 
and  morphine,  massage.  Bromide  and  chloral 
sometimes  are  sufficient.  Bowels  must  be  regu- 
lated. Remove  or  avoid  any  predisposing  cause 
such  as  alcohol,  too  frequent  child-bearing,  un- 
suitable occupation,  and  extreme  fatigue.  Ster- 
ilization should  be  done  in  those  likely  to  pro- 
create. 

Here,  we  use  graduated  doses  of  deoderized 
tr.  of  opium,  in  disturbed  cases. 

In  this  description  I have  quoted  from  Die- 
fendorf’s  translation  of  Kraepelin’s  seventh  Ger- 
man edition  of  “Psychiatrie.” 
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-MEDICAL  EDUC-ATION  IN  THE  UNITED 
ST-\TES 

An  intere.sting  presentation  of  educational  data 
for  by  the  Council  on  Aledical  Education  is 
given  in  the  Journal  American  Medical  Associa- 
tion. 

We  learn  that  the  total  number  of  medical 
students  for  the  past  school  year,  including  spe- 
cial and  postgraduate  students  was  20,878  an  in- 
crease of  333  over  the  previous  year. 

The  total  number  of  graduates  for  the  year 
ending  June  30  was  4,440  an  increase  of  184 
over  the  previous  year.  Of  the  4,440  medical 
graduates,  2,951  had  also  obtained  degrees  in 
the  arts  and  sciences,  which  figure  is  243  more 
than  the  previous  year.  In  1910  only  15.3  per 
cent  of  graduates  held  collegiate  degrees,  where- 
as last  year  the  percentage  was  00.4  per  cent,  the 
largest  number  coming  from  Illinois  medical 
colleges. 

“As  a rule  medical  schools  affiliated  with 
junior  colleges  or  others  having  special  classes 
for  premedical  students  have  the  smallest  num- 
bers of  .students  holding  baccalaureate  degrees. 
The  best  premedical  preparation,  it  is  believed, 
is  that  obtained  by  students  in  the  courses  lead- 
ing to  the  degree  of  Bachelor  of  Arts  or  Science 
in  the  college  or  university  attended,  since  on 
the  university  campus  they  come  in  contact  with 
students  preparing  for  various  other  professions 
or  lines  of  activity  and  have  obtained  a know- 
ledge of  such  professions  and  activities  before 
selecting  their  own  life  work. 

It  must  not  be  inferred  from  these  statements 
that  a baccalaureate  degree  should  in  any  sense 
be  made  a requirement  for  the  obtaining  of  either 
a medical  degree  or  the  right  to  practice  medi- 
cine. With  the  requirement  of  two  or  more  years 
of  premedical  study,  medical  education  in  the 
United  States  is  now  on  a par  w'ith  the  require- 
ments in  other  countries.  There  is  no  objection 
to  any  medical  school  which  so  desires  to  require 
entrance  qualifications  in  excess  of  two  years 
and  students  who  have  the  time  and  means  also 
have  the  unquestionable  right  to  continue  their 
college  education  and  obtain  the  degree  if  they 
so  desire.  It  is  believed,  however,  that  provision 
should  always  be  made  for  students  otherwise 
exceptionally  qualified  who  cannot  obtain  the 
two  extra  years  of  college  w'ork. 


Dr.  Roy  W.  Fouts,  Omaha,  Chairman 1929 

Dr.  C.  A.  Hull,  Omaha , 1930 

Dr.  R.  B.  Adams,  Lincoln,  Secretary 1930 


Note:  In  case  of  suit  notify  secretary  at  once. 


As  to  medical  licensure,  the  Council  on  IMedical 
Education  and  Hospitals,  from  the  first,  has  be- 
lieved that  the  minimum  premedical  requirement 
should  not  exceed  two  years  of  college  education.” 
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There  were  21  1 women  graduate.s  of  medicine 
this  year  and  !)2o  women  .studying  medicine. 

The  number  of  medical  schools  in  the  United 
States  remains  at  SO.  In  1922  the  number  of 
graduates  had  dropped  to  2,. 129  from  the  peak  of 
1904  of  5,747. 

It  is  stated  that  there  has  been  an  increasing 
supply  of  well  cpialified  graduates  since  1922. 

The  ages  of  graduates  varied  in  1929  from  21 
to  53  years,  the  greatest  number,  S:)5  graduating 
at  25  years  of  age. 

(9f  medical  students  attending  the  Nebraska 
medical  schools  202  out  of  the  312  at  the  Uni- 
versity College  of  Medicine  were  residents  of 
the  state  and  07  of  the  200  attending  Creighton 
Lhiiversity  College  of  Medicine  were  residents. 


•T)STEO*MYELITIS  AND  COMPOUND 
FRACTURES” 

Nebraska  medicine  is  assuming  a place  in 
authoritative  medical  literature.  Within  a year 
three  Nebraska  authors  have  published  the  re- 
sults of  their  work  in  book  form.  It  is  said  that 
publishing  houses  have  discovered  of  recent  years 
that  the  Western  author  is  intensely  practical  and 
pointed  in  his  writings,  and  therefore  commands 
more  readers  for  his  product  than  the  ( pre- 
sumably) more  polished  didactic  authorities  of 
the  -Atlantic  seaboard  states. 

Our  own  Dr.  H.  Winnett  Orr,  Lincoln  ortho- 
pedic surgeon,  whom  we  all  know  as  an  inde- 
fatigable worker,  has  published  the  results  of 
his  researches  on  "Ostemyelitis  and  Compound 
Fractures”  in  a neat  volume  of  200  pages  by 
Mosby. 

Dr.  Orr  devotes  the  first  chapter  to  a consid- 
eration of  Lister  and  Listerism  and  another  to 
‘‘Lessons  of  the  Great  War”  in  which  he  took  a 
part  as  surgeon  major,  part  of  the  time  as  con- 
sultant in  orthopedic  surgery  at  Savenay.  Up  to 
within  very  recent  years  the  treatment  of  osteo- 
myelitis was  very  unsatisfactory.  The  author 
says:  “Facing  the  difficulties  encountered  in  the 
treatment  of  osteomyelitis,  I have  outlined  a 
method  which  aims,  in  conformity  to  funda- 
mental surgical  principles,  both  as  regards  the 
care  of  the  infected  bones  and  joints  and  the 
care  of  wounds  surrounding  them,  to  provide : 
first,  immediate  adequate  drainage  at  whatever 
stage  the  osteomyelitis  is  encountered ; second, 
the  maintenance  at  rest  of  inflamed  parts  by  the 
application  of  plaster  of  pan’s  cast,  aided  if  neces- 
sary by  ice  tongs  or  other  methods  of  skeletal 


fixation  ; third,  wide  open  drainage  by  means  of 
a sterile  vaseline  pack ; fourth,  primary  asepsis 
or  antisepsis  avoiding  the  use  of  irritating  anti- 
se])tics  in  the  wound ; fifth,  post  operative  care 
emphasizing  rest  without  antiseptic  dressings 
which  usually  increase  and  complicate  infection, 
and  sixth,  the  maintenance  of  all  injured  i)arts, 
bones  and  soft  parts,  in  their  correct  anatomic 
position  during  the  entire  period  of  healing.  This 
jirocedure  which  is  called  the  "Orr  method"  is 
the  result  of  observations  regarding  the  bad  ef- 
fects of  contemporary  "Li.sterism,"  the  mistakes 
of  our  wartime  care  of  injuries,  and  the  errors 
of  civil  practice  since  the  war.’’ 

The  principles  here  enunciated  are  carried  out 
in  the  treatment  of  infected  compound  fractures. 
Correct  length,  position  and  immobilization  are 
the  cardinal  principles.  Fixed  traction  is  il- 
lustrated. 

The  book  ajipears  to  us  a very  valuable  con- 
tribution to  the  study  of  the  two  conditions  named 
and  a simple  exposition  of  practical  methods  for 
surgeons. 


THE  CONQUEST  OF  CANCER  I’.Y 
RADIUxM  AND  OTHER 
METHODS* 

The  published  results  of  medical  research  is 
always  of  interest  to  the  profession  ; but  it  is  of 
intense  interest  to  the  Nebraska  profession  when 
the  author  is  one  of  their  very  own.  Dr.  Daniel 
T.  Quigley,  Omaha,  in  "The  Conquest  of  Can- 
cer” has  produced  a volume  that  will  attract  at- 
tention wherever  the  English  language  is  read. 

During  the  past  decade  we  have  been  deluged 
with  such  a chaotic  mass  of  literature  relating 
to  the  cause  and  cure  of  cancer — often  so  illog- 
ical as  to  be  ridiculous,  usually  a rearrangement 
of  old  theories  and  superstitions  clothed  in  ultra- 
scientific  language  and  presented  as  something 
new  and  valuable — until  we  despaired  of  ever 
knowing  how  this  age-old  scourage  of  humanity 
might  be  combatted. 

Out  of  this  chaos  comes  this  sane,  logical, 
keenly  analytical  book  which  gives  to  the  profes- 
sion one  of  the  most  valuable  contributions  on 
the  cause  and  cure  of  cancer  that  has  yet  been 
published.  Shorn  of  complicated  medical  termin- 
ology it  is  presented  in  such  simple  language  that 

**‘The  Conquest  of  Cancer  by  Radium  and  Other  Methods".  By 
Daniel  Thomas  Quigley,  M.  D.,  F.  A.  C.  S.,  Instructor  in  Surgery,  Uni- 
versity of  Nebraska,  College  of  Medicine;  Fellow  of  the  American  Medi- 
cal Association;  Member  of  the  American  Association  for  the  Advance- 
ment of  Science,  Nebraska  Academy  of  Sciences,  North  American  Radio- 
logical Society,  American  Radium  Society;  Fellow  of  the  American  College 
of  Radiology,  etc. ; Director  of  the  Radium  Hospital  of  Omaha.  539 
pages,  334  engravings.  Price  $6.00.  F.  A.  Davis  Co..  Philadelphia,  1929 
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any  educated  layman  may  readily  grasp  the 
points  as  the  author  presents  them. 

A readable  book  and  so  engrossing  that  one 
dislikes  to  lay  it  aside  before  it  has  been  com- 
pleted. 

The  years  that  this  well  known  surgeon  has 
devoted  to  the  intensive  clinical  study  of  the 
disease,  render  his  statements  authoritative  and 
even  the  mo.st  critical  analysis  of  the  subject  mat- 
ter discloses  no  statement  to  which  the  unbiased 
reader  can  take  e.xception.  His  treatment  of  the 
subject  is  optimistic  and  he  contends  that  the 
pessimistic  attitude  of  the  profession  in  regard 
to  cancer  is  due  to  the  fact  that  they  have  known 
and  studied  cancer  only  in  its  advanced  and 
terminal  stage.  He  says  “Only  within  the  last 
few  years,  as  a result  of  real  scientific  study,  as 
a result  of  getting  away  from  the  unfounded 
theories  and  hypothesis  of  former  generations, 
have  we  been  able  to  uncover  the  fact  that  some- 
thing exists  in  cancer  besides  the  terminal,  fatal, 
bleeding,  paining,  stinking  stage.  Within  the  last 
few  years  we  have  been  able  to  follow  events 
through  from  the  infliction  of  certain  insults  to 
tissue  to  an  exaggerated  defense  mechanism  on 
the  part  of  the  organism  which  builds  up  an  ex- 
aggerated mass  of  new  cells,  through  a period 
when  these  cells  become  parasitic  and  prey  upon 
the  vital  parts  of  the  host,  eventually  causing 
death. 

“Science  has  given  us  the  key  to  the  situation, 
and  it  has  also  given  us  the  reason  for  a differ- 
ent outlook  on  the  cancer  problem.  From  an  at- 
titude of  abject,  hopeless  and  black  pessimism, 
our  picture  may  be  changed  to  one  of  reasonable 
optimism,  the  only  thing  necessary  for  the  con- 
trol of  the  disease  being  the  control  of  the  fac- 
tors that  lead  up  to  the  development  of  the  dis- 
ease. Cancer  instead  of  being  a complex  thing 
of  which  we  know  nothing  is  a very  simple 
thing  of  which  we  know  a good  deal.  \\’e  prob- 
ably know  more  about  cancer  than  about  any 
other  chronic  disea.se.  Instead  of  being  hopeless 
from  the  standpoint  of  cure  it  is  probably  the 
most  easily  and  surely  curable  of  any  of  the 
chronic  diseases." 

Chapter  \T  on  Pre-Cancer  deserves  the  care- 
ful consideration  of  every  one  who  treats  ailing 
humanity.  The  author  declares  that  we  must 
“make  our  diagnosis  before  it  is  cancer,  or  at 
least  while  the  cancer  is  still  local.  Cancer  that 
has  ceased  to  be  local  has  ceased  to  be  curable.” 
He  contends  that  microscopic  examination  is  not 
infallible  and  should  not  be  relied  upon  implicit- 
ly; that  biopsy  often  disseminates  the  disease. 


“Biopsy  is  usually  not  necessary  but  if  it  is  done 
the  diseased  area  from  which  the  specimen  is  tak- 
en should  be  thoroughly  rayed  with  radium  im- 
mediately before  the  biopsy.  This  will  reduce  the 
vitality  of  the  cancer  cells  and  will  limit  the  pos- 
sibility of  dissemination  or  transplantation." 

The  special  etiologic  factors  in  connection 
with  cancer  in  each  region  of  the  body  are  thor- 
oughly  discussed  and  in  analyzing  its  etiology  in 
general  the  author  contends  that  it  is  due  to  one 
or  more  predisposing  causes,  such  as  mechanical, 
chemical  or  thermal  irritation  which  invariably 
lead  to  a chronic  low  grade  infection  which  is 
the  immediate  cause  of  the  new  growth.  In  sup- 
port of  this  theory  we  find  such  statements  as : 
“The  dominant  thing  in  the  stimulating  of  cells 
to  proliferate,  can  not  be  other  than  presence  of 
low  grade  pathogenic  micro-organisms :"  "Acid- 
ity is  one  of  the  requisites  to  the  development  of 
the  cell  proliferation  we  call  cancer;"  "It  is  evi- 
dent that  the  cancer  is  not  produced  by  any  one 
germ  but  that  any  germ  that  may  localize  and 
colonize  and  maintain  its  existence  in  any  part  of 
the  body  may  produce  the  necessary  irritating 
to.xins,  and  set  in  motion  the  chain  of  events 
that  eventually  becomes  cancer etc. 

\^arious  methods  of  treatment  are  presented 
but  the  author's  experience  causes  him  to  stress 
the  use  of  radium.  His  methods  embrace  the 
proper  use  of  Radium,  X-Ray  and  Surgery  ac- 
cording to  indications  many  times  in  conjunc- 
tion with  each  other.  His  diagram  illustrating 
the  relative  importance  of  the  successful  remedies 
taken  alone  shows  that  Surgery  is  successful  in 
nO  per  cent  of  cancer  cases.  Radium  40  per  cent, 
and  X-Ray  10  per  cent,  however,  he  states  that 
Radium  either  by  itself  or  in  conjunction  with 
Surgery  or  X-Ray  or  both,  has  a field  of  use- 
fulness as  a primary  remedy,  or  as  an  adjuvant 
which  covers  practically  the  whole  field.  In  ad- 
vanced cases  when  the  idea  of  cure  is  abandoned 
and  a remedy  is  sought  for  pain  relief,  lengthen- 
ing of  life  and  the  getting  rid  of  disagreeable 
svmDtoms.  then  X-Rav  assumes  a considerab'® 
imj)ortance  and  ranks  at  least  equal  to  Surgery 
and  Radium." 

The  illustrations  taken  from  photographs 
showing  cases  before  and  after  the  treatment  are 
unusually  good  and  the  author  is  to  be  compli- 
mented upon  his  arrangement  of  the  notes  re- 
lating to  these  illustrations.  All  are  arranged 
consecutively  and  in  such  manner  that  there  is 
never  any  (piestion  as  to  which  picture  the  note 
refers.  The  excellent  results  shown  by  the  il- 
lustration certainly  are  impressiv'e  and  one  can- 


Vol.  xn^  No.  10 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


411 


not  but  feel  that  Doctor  Quigley’s  optimism  is 
justified. 

To  the  general  practicioner,  the  internest,  the 
surgeon,  and  the  specialist  however  limited  his 
field  may  be,  this  book  is  indispensible  if  he 
would  be  prepared  to  give  his  patients  the  benefit 
of  what  is  newest  and  best  in  prevention  and 
cure  of  cancer. 

- — H.  C.  Miller,  Omaha 


THE  EDUCATIONAL  PROGRAM  AT  THE 
STATE  FAIR 

The  Public  Activities  Committee  of  the  Ne- 
braska State  Medical  Association,  under  the  able, 
energetic  and  enthusiastic  leadership  of  Dr.  E.  R. 
Hays,  of  Falls  City,  has  this  year  sponsored  a 
program  at  the  State  Fair  well  calculated  to 
bring  home  to  the  people  the  practical  value  of 
health  preservation  and  disease  prevention.  Pub- 
lic health  lectures,  moving  pictures,  exhibits,  at- 
tractive posters,  physical  examinations  for  chil- 
dren and  for  adults  constituted  the  means  of 
medical  education  for  the  layman. 

The  extensive  program  called  for  the  co-opera- 
tion of  many  physicians.  All  those  called  upon 
responded  with  promptness  and  enthusiasm. 
Year  by  year  the  Nebraska  State  Medical  Asso- 
ciation receives  better  and  stronger  representa- 
tion at  the  State  Fair.  In  view  of  the  very 
large  numbers  of  people  who  are  daily  visitors, 
the  Nebraska  State  Medical  Association  has  a 
fine  opportunity  of  laying  before  the  people  of 
the  state  the  possibilities  for  health  inherent  in 
the  periodic  examination  and  the  importance  of 
early  medical  and  surgical  intervention  in  the 
hopes  of  preventing  the  graver  and  more  serious 
consequences  of  neglect. 

An  added  feature  of  this  year’s  program  was 
the  health  lectures  offered  to  the  public  at  the 
State  Fair.  One  lecture  was  scheduled  for  the 
Monday,  Tuesday,  Wednesday  and  Thursday  of 
the  week  in  which  the  fair  was  held. 

As  an  example  of  the  subject  matter  and  the 
type  of  presentation  suitable  for  popular  discus- 
sion we  append  the  remarks  in  abstract  of  few 
of  the  speakers : 

Some  Preventable  Diseases — Dr.  P.  H.  P>ar- 
tholomew,  Lincoln,  Director  of  State  Health. 

Of  the  many  preventable  diseases  affecting  human- 
kind we  classify  three  as  definitely  preventable 
through  the  application  of  scientific  means.  The  dis- 
eases are  diphtheria,  smallpox  and  typhoid.  Failure 
to  take  advantage  of  the  protection  afforded  by 
science  has  entailed  an  untold  economic  loss  to 
humanity,  in  addition  to  needless  loss  of  life. 


Diphtheria  is  most  prevalent  and  produces  its 
hekviest  mortality  in  early  childhood  due  to  the  fact 
that  this  period  is  one  of  greatest  susceptibility  or 
least  immunity.  With  a simple,  harmless  procedure 
in  the  use  of  toxin-antitoxin  a complete  immunit.v 
against  diphtheria  can  be  established,  which,  so  far 
as  determinable  at  present,  remains  permanent.  In 
some  communities  of  considerable  size  where  toxin- 
antitoxin  was  used  systematically  they  have  entirely 
eliminated  this  disease  from  their  citizens.  There  is 
no  reason  other  than  indifference  why  such  action 
cannot  be  general. 

About  130  years  ago  Dr.  Jenner,  after  waiting  20 
years  to  prove  definitely  his  theory,  announced  and 
demonstrated  a positive  means  for  preventing  small- 
pox. Yet.  today,  the  United  States  ranks  with  or 
below  such  countries  as  India  and  Russia  in  the 
prevalence  of  this  scourge.  Every  epidemic  for  years 
has  been  controlled  by  resorting  to  general  vaccina- 
tion. Therefore,  how  much  more  rational  to  fore- 
stall this  disease  by  taking  advantage  of  the  protec- 
tion afforded  through  general  vaccination.  The  pres- 
ent method  of  vaccination  is  more  simple  and  without 
the  difficulties  that  formerly  followed. 

One  has  only  to  compare  the  situation  in  our  army 
during  the  Spanish  American  War  to  that  of  the 
World  War  for  definite  evidence  that  the  inoculation 
method  of  preventing  typhoid  fever  is  one  of  the  most 
valuable  contributions  medicine  has  presented.  Sol- 
diers died  like  flies  in  1898  from  typhoid,  while  during 
the  World  war  this  disease  was  practically  non-ex- 
istent in  our  army  of  over  four  million  men. 

Many  people  believe  that  typhoid  fever  is  con- 
tracted from  contaminated  water  exclusively,  where- 
as today  this  is  the  most  unusual  means  of  transmis- 
sion. Though  occasional  instances  of  mass  infec- 
tion do  occur  in  this  manner,  a very  large  number 
contract  this  disease  from  food,  often  uncooked, 
handled  or  prepared  by  a carrier.  A typhoid  carrier 
is  a person  who  has  had  the  disease  and  still  harbors 
.and  excretes  the  typhoid  germ.  Such  person  should 
never  be  permitted  to  handle  food  for  consumption. 
Particularly  should  travelers  and  vacationists  take 
advantage  of  the  protection  of  typhoid  inoculation,  for 
they  are  necessarily  exposed  more  than  those  who 
eat  at  home  or  where  a closer  check  for  their  safety 
can  be  made. 

Persona!  Hygiene — Dr.  B.  Carl  Russum,  Pro- 
fessor of  Pathology  and  Preventive  Medicine, 
.School  of  Medicine,  Creighton  University. 

The  examinations  of  over  700,000  people  periodically 
examined  revealed  that  over  50  per  cent  had  de- 
rangements warranting  medical  or  surgical  attention. 
In  one  series  of  985  postoffice  employees  examined 
by  the  U.  S.  Public  Health  Service  24  per  cent  had 
advanced  physical  impairments. 

Our  partial  triumphs  over  such  communicable  dis- 
eases as  scarlet  fever  and  diphtheria  has  increased 
our  life  expectancy  for  all  ages  up  to  fifty-two,  but 
after  that  age  our  life  expectancy  has  decreased  when 
compared  with  1900.  This  is  due  to  increased  deaths 
from  heart  disease,  kidney  trouble,  diabetes  and  can- 
cer. Four  out  of  every  1000  people  will  die  of  diseases 
of  the  heart,  blood  vessels  and  kidneys. 

Periodic  Health  Examination  was  urged  as  the 
first  step  to  increase  our  span  of  life.  Everyone  is 
urged  to  visit  his  physician  at  least  every  six  months, 
regardless  of  how  well  he  feels. 

Our  conception  of  proper  diet  has  undergone  a 
rapid  change,  and  the  teaching  of  dietetic  values  and 
nutrition  has  assumed  such  an  important  part  in  our 
lives  that  the  average  school  child  of  the  next  gen- 
eration will  know  more  about  diet  than  many  adults 
of  today. 
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The  maintenance  of  a proper  weight  is  one  of  the 
best  guides  of  the  efficiency  of  a diet.  A derivation 
of  ten  to  fifteen  per  cent  from  average  weight  is  al- 
lowable, but  more  variation  is  pathological.  The  usu- 
al gain  with  advancing  years  is  not  physiological,  but 
is  a definite  handicap  to  heart  and  blood  vessels.* 
IVaight  cannot  be  kept  down  by  exercise  such  as 
golf,  for  we  simply  cannot  exercise  enough.  Proper 
diet  is  the  only  method.  A business  man  can  sit  at 
his  desk  and  reduce  his  weight  without  exercise  and 
without  discomfort,  if  he  will  eat  bulky  foods  with 
low  food  value.  It  is  not  necessary  for  him  to  cut 
out  carbohydrates  and  fats;  he  must  simply  cut 
down  their  amounts. 

Underweight  before  the  age  of  thirty  is  unfavor- 
able. and  is  often  associated  with  lessened  resistance 
to  tuberculosis  and  other  infections. 

Common  Sense  in  Medicine — Dr.  Lncien  Stark, 
Norfolk. 

Progress  in  medicine  and  medical  treatment  are  in 
line  with  logic  and  every  day  common  sense.  Scien- 
tific medicine  is  neither  magical,  miraculous,  or  mys- 
terious, or  beyond  comprehension.  Any  one  who  pro- 
fesses to  heal  by  methods  that  cannot  face  the  light 
of  common  sense,  scientific  reason,  observation  and 
experimentation  is  not  practicing  medicine,  but  is 
merely  taking  financial  advantage  of  some  people’s 
collossal  incredulities. 

The  more  people  become  acquainted  with  the  meth- 
ods of  real  medicine,  the  less  likely  will  they  fre- 
quent the  man  who,  without  adequate  education  and 
training,  sets  himself  up  as  a healer  of  human  ills  by 
following  methods,  spectacular  in  outwai'd  appear- 
ance, hut  failing  entirely  when  measured  by  the 
yardstick  of  common  sense  and  favorable  clinical  out- 
come. 

Jt  i.s  to  be  hoped  that  the  medical  mi.ssionary 
work  at  the  State  Fair  will  continue  each  year 
with  increasin'^  vigor.  To  any  one  who  doubts 
the  wisdom  of  these  activities,  it  may  be  stated 
that  any  concerted  effort  aiming  to  popularize 
the  ideal  of  maintaining  oneself  in  good  health 
and  the  ideal  of  removing  early  physiological 
handicaps  is  adding  to  the  sum  total  of  human 
happiness.  Flealth,  work,  and  religion  are  the 
three  things  that  make  life  least  a bore  and  most 
a blessing.  After  all  is  said  and  done,  the  chief 
and  lasting  satisfaction  of  the  physician  is  that 
he  has  been  able  to  make  life  less  difficult  for 
others. 

— Victor  E.  Levine. 


EDITORIAL  PARAGRAPHS 

Twenty-five  years  ago  one  out  of  six  babies 
died  before  it  was  a year  old ; now  but  one  in 
fourteen  dies. 

The  Twelfth  Annual  meeting  of  the  American 
Dietetic  Association  will  be  held  at  Hotel  Sta*'- 
ler,  Detroit,  October  G-11. 

Dr.  Homer  Folks,  a prominent  social  worker 
at  Washington,  estimates  the  cost  of  sickness  to 
the  American  people  amounts  to  $3,700,000,000 
annually. 


The  Kansas  City  Annual  Fall  Conference  of 
the  Southwest  Clinical  Society  is  scheduled  for 
October  7-1 1th.  These  conferences  are  well 
worth  attending. 

Sturgis  and  Isaacs,  {/.  A.  M.  A.,  Sept.  7, 
1029),  have  demonstrated  that  dessicated  hog 
stomach  produces  a hematopoietic  remission  in 
pernicious  anemia. 

Among  the  150  authors  contributing  to  Abt’s 
Pediatrics  we  notice  the  name.s  of  Dr.  Palmer 
Findley.  Omaha,  and  Dr.  H.  W.  Orr  and  Dr.  J. 
E.  M.  Thomson,  Lincoln. 

It  is  reported  that  an  appreciative  patient  be- 
queathed to  Dr.  George  W.  Reneker,  and  wife, 
Falls  City,  some  valuable  real  estate.  Such  be- 
quests are  sufficiently  rare  to  merit  mention. 

The  annual  meeting  of  the  American  College 
of  Surgeons  will  be  held  in  Chicago,  October 
14-19,  with  headquarters  at  the  Stevens  Hotel. 
The  usual  amount  of  foreign  and  native  talent 
will  appear  on  the  program. 

The  Institute  of  Child  Welfare  of  the  Uni- 
versity of  Minnesota  has  determined  that  on  an 
average  it  takes  a child  twenty  minutes  to  go  to 
sleep.  The  result  is  based  on  observations  on 
one  thousand  cases. 

A credit  bureau  covering  a county  of  25,000 
population  in  this  state  records  42  chattel  mort- 
gages given  for  purchases  of  automobiles,  in  one 
week.  If  chattel  mortgages  given  for  automobiles 
make  times  good,  then  we  are  riding  on  the  top- 
most wave  of  prosperity. 

It  is  reported  that  a man  of  uncertain  training 
and  unlicensed  to  practice  medicine  in  this  state 
was  called  upon  to  straighten  the  contracted 
limbs  of  a paralytic  and  in  attempting  to  ilo  so 
fractured  one  of  the  limbs  above  the  knee.  He 
was  arrested  for  practicing  without  a license  and 
fined. 

I'he  “melitensiphobia”  of  at  least  one  member 
of  the  Nebraska  profession  who  reported  a case 
of  undulant  fever  in  these  columns  some  months 
ago.  together  with  the  assistance  of  the  health 
laboratory  at  Lincoln,  has  brought  to  diagnosis 
another  case  of  undulant  fever.  Perhaps,  after  all, 
there  is  a justification  for  a “melitensiphobia.” 

Inhaling  carbon  dioxide  gas  temporarily  re- 
stored the  sanity  of  mentally  deranged  patients 
at  the  L^niversity  of  California  iMedical  School. 
Eight  trials  were  made  on  dementia  praecox 
cases  and  in  all  but  one  there  was  a fleeting  re- 
turn of  intelligence  which  enabled  the  patients  to 
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answer  (luestions  intelligently  or  to  e.xhil)it  recog- 
nition of  their  surroundings. 

That  it  does  not  take  a smart  man  to  catch 
fish  where  there  are  fish  in  abundance,  was  |)rov- 
en  by  the  editor's  experience.  Every  boyhood 
summer  day  of  his  life  he  was  on  the  creek  fish- 
ing. Then  elapsed  a period  of  fifty  years  duri.ig 
which  no  fishing  was  attempted.  A recent  trip 
to  Leech  lake  brought  its  reward  in  an  abund- 
ance of  pike  of  the  usual  proportions. 

Hoffman,  in  the  Spectator,  insurance  journal, 
concluding  an  exhaustive  survey  on  the  mortality 
rate  of  cancer,  says:  ‘‘By  every  standard  of  mor- 
tality investigation  these  figures  are  absolutely 
conclusive  as  evidence  that  the  actual  mortality 
from  cancer  in  proportion  to  population  is  rapid- 
ly increasing  irrespective  of  the  tremendous 
progress  which  has  been  made  in  the  treatment  of 
the  disease.” 

Former  President  Coolidge  says  his  regular 
White  House  breakfast  consisted  in  part  of  a 
dish  composed  two  parts  of  whole  wheat  and  one 
part  of  rye,  cooked  together.  Evidently  this  is 
a New  England  dish  and  how  much  better  than 
the  dozens  of  breakfast  foods  offered.  One 
bushel  of  wheat  will  make  as  much,  perhaps 
better  breakfastfood  than  a hundred  dollars 
would  buy  of  the  widely  advertised  fancy  goods. 
Where  economy  has  to  be  considered  this  is 
worth  remembering. 

A clinical  study  of  tobacco  smoking,  by  John- 
son, a non-smoker,  (/.  A.  M.  A.),  on  150  smok- 
ers and  the  same  number  of  non-smokers  above 
twenty  years  of  age  leads  to  the  following  con- 
clusions : 

‘T.  Tobacco  smoking  apparently  has  no  per- 
manent effect  on  the  blood  pressure. 

2.  There  is  no  foundation  for  the  popul?; 
belief  that  smoking  decreases  the  weight  of  an 
individual. 

3.  It  is  doubtful  whether  tobacco  plavs  a 
major  part  in  the  etiology  of  angina  pectoris. 

4.  The  act  of  smoking,  if  it  affects  blood 
pressure  at  all,  reduces  it  temporarily. 

5.  The  effect  of  tobacco  smoking  is  chiefly 
local,  exerted  principally  on  the  pharynx.” 

Not  long  ago  an  article  in  a popular  maga- 
zine suggested  that  the  solution  of  the  cost  of 
hospital  care  lay  in  classifying  hospitals  like  ho- 
tels, first  class  and  second  class,  people  to  select 
the  class  for  which  they  can  pay,  like  one  selects 
a hotel.  The  idea  seemed  to  have  some  merit. 
Now  comes  Dr.  Herman  N.  Bundesen,  former- 
ly health  commissioner  of  Chicago,  with  the  sug- 


gestion that  .some  kind  of  a medical  balcony  is 
needed  for  the  man  of  moderate  means — “the 
rich  man,  when  he  goes  to  the  opera,  goes  in 
style — evening  dress,  a box,  everything.  Wlien 
the  middle-class  man  goes,  he  is  a|)t  to  sit  in  the 
balcony.  But  when  they  are  sick,  they  both  go 
to  the  hos])ital  in  about  the  same  style — and  if 
the  salaried  man  has  to  mortgage  his  future  to 
pay  the  bills,  that’s  too  bad.” 


THE  LIFE  WORK  OF  JOHN  MILLS  MAYHEW 

Augrust  5,  1929  occured  the  sudden  death  of  Dr.  J 
M.  Mayhew  of  Lincoln,  Nebraska  in  the  fifty-ninth 
year  of  his  life.  Death  was  due  to  acute  pulmonary 
edema,  the  result  of  a long-standing  nephritis. 

Dr.  Mayhew  was  the  son  of  Peter  and  Alice  Mills 
Mayhew  residents  of  Cinncinatti,  Ohio  where  he  was 
born.  His  father  died  while  Dr.  Mayhew  was  yet  an 
infant  and  the  most  of  the  years  of  his  childhood 
were  spent  with  his  mother  in  the  home  of  his  uncle, 
the  noted  minister  Dr.  John  Mills.  They  resided  for 
a time  in  Idaho  Springs,  Colorado;  Beatrice,  Nebr- 
aska and  Evanston,  Illinois. 

His  collegiate  training  was  obtained  at  Princeton 
Univer.sity  where  he  was  granted  the  two  degrees  of 
B.  A.,  and  M.  A.  Among  his  classmates  at  Princeton 
were  the  celebrated  writers.  Booth  Tarkington  and 
Jessie  Lynch  Williams  with  whom  Dr.  Mayhew  col- 
laborated in  the  production  of  several  Light  Operas 
for  which  Tarkington  and  Williams  prepared  the 
words  and  the  Doctor  composed  the  music. 

He  received  his  medical  training  at  the  College  of 
Physicians  and  Surgeons  in  Chicago  at  a time  when 
such  celebrated  teachers  as  Christian  Fenger,  Frank 
Billings  and  Henry  Neuman  were  identified  with 
the  curriculum.  He  received  the  M.  D.  degree  in  1895. 
He  became  first  assistant  to  Henry  Newman  and  later 
practiced  independently  in  Chicago  for  six  years  with 
a brilliant  future  in  prospect  when  ill-health  required 
removal  to  Lincoln,  Nebraska  in  1901. 

Since  that  time  until  the  day  of  his  death  he  was 
an  active  practitioner  of  medicine,  having  attained 
to  an  enviable  position  in  the  community  as  an  in- 
ternist and  a specialist  in  Diagnosis.  Numerous 
periods  of  post-graduate  study  were  made  in  Eastern 
Universities  and  in  Europe. 

Seldom  is  nature  so  lavish  as  to  endow  one  indi- 
vidual with  ability  to  excel  in  many  fields  of  en- 
deavors. Dr.  Mayhew  possessed  not  alone  the  native 
talent  in  fields  of  medicine,  science,  music  and  art; 
he  had  also  the  inspiration  and  ideals  to  cultivate 
his  ability  and  extend  it  in  various  avenues  of  service 
to  humanity. 

In  early  youth  he  acquired  skill  as  an  organist  and 
through-out  the  major  portion  of  his  life  he  was 
attached  to  the  music  departments  of  prominent 
churches.  As  a boy  organist  he  supplemented  the 
missionary  labors  of  his  noted  Uncle  in  the  pioneer 
days  of  Colorado.  His  mother  sang  in  these  meetings. 
Throughout  the  course  of  study  in  college  his  finances 
were  obtained  through  the  agency  of  music.  While 
at  Princeton  he  was  organist  and  conductor  of  the 
full  boy  choir  in  the  Episcopal  Church  and  was  ap- 
pointed lay  reader.  He  was  organist  for  nine  years 
in  the  First  Congregational  Church  of  Chicago.  In 
Lincoln  he  was  for  a time  organist  in  the  First  Pres- 
byterian Church  and  for  many  years  after  that  at  the 
First  Baptist  Church  which  position  he  resigned  only 
upon  his  appointment  to  Chief  of  Staff  of  the  Lin- 
coln General  Hospital,  the  exacting  duties  of  which 
demanded  too  much  time  to  longer  participate  active- 
ly in  music. 
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Dr.  Mayhew  has  always  been  closely  identified 
with  musical  activities  and  gave  numerous  re- 
citals in  Lincoln  and  in  various  parts  of  Nebraska 
and  Iowa,  many  of  which  were  exercises  for  dedica- 
tion of  new  organs.  The  last  recital  was  given  about 
a year  ago  in  the  new  First  Presbyterian  Church  of 
Lincoln  at  the  request  of  many  of  the  older  friends 
and  associates  who  longed  to  hear  him  again.  He 
was  a member  of  the  national  guild  of  organists. 

He  was  a pioneer  in  specialized  medicine,  quickly 
taking  a distinquished  place  as  an  internist  and  diag- 
nostician soon  after  coming  to  Lincoln  at  a time 
when  specialization  was  little  adv'anced.  Throughout 
the  years  of  his  practice  his  influence  and  encourage- 
ment was  always  in  the  direction  of  better  scientific 
advancement  and  ethical  and  specialized  progress. 

His  training  and  intellectual  attainments  won  early 
recognition  and  brought  to  him  two  university  ap- 
pointments. In  the  early  years  of  the  present  Uni- 
versity College  of  Medicine  he  taught  clinical  diag- 
nosis and  in  later  years  lectured  on  medical  juris- 
prudence in  the  law  college. 

The  outstanding  service  of  Dr.  Mayhew’  in  the  field 
of  medicine  for  which  he  has  specialy  won  the  love 
and  admiration  of  his  immediate  medical  associates 
was  his  work  as  Chief  of  Staff  of  the  Lincoln  General 
Hospital.  Receiving  this  appointment  at  the  time  of 
the  opening  of  the  new'  hospital  in  1925  he  continued 
as  Chief  of  Staff  and  head  of  the  department  of 
Internal  Medicine  to  the  time  of  his  death.  It  be- 
came necessary  to  coordinate  and  organize  into  a 
smooth  working  staff  a group  of  physicians  and 
surgeons  whose  interests  and  relationships  had  been 
previously  diverse.  The  fact  that  the  close  and  most 
sympathetic  cooperation  with  entire  freedom  from 
serious  dissention  W'as  established  and  maintained, 
has  been  due  largely  to  the  leadership  and  organizing 
ability  of  the  Chief  of  Staff  whose  personal  interests 
were  always  subserviant  to  those  of  the  hospital  and 
his  associates. 

Through  the  continued  insistence  of  Dr.  May- 
hew', as  Chief  of  Staff,  the  medical  profession 
of  Lincoln  has  acquired  a new  interest  in  Necropsy 
study.  Physicians  are  diligent  in  securing  the  con- 
sent of  relatives  and  the  attitude  of  the  public  in 
this  community  toward  autopsies  has  been  changed 
with  the  result  that  a large  proportion  of  all  hos- 
pital deaths  and  many  others  are  posted  w'ith  a de- 
cidedly beneficial  result. 

The  efficient  and  wise  management  of  the  first 
Chief  of  the  Lincoln  General  Hospital  will  be  long 
remembered  by  the  personel  of  the  hospital  and  the 
influence  of  his  work  w'ill  long  react  to  the  benefit 
of  the  institution. 

Dr.  Mayhew  received  the  appointment  of  major  in 
the  world  w'ar  and  was  assigned  to  duty  as  Chief 
of  the  Medical  Staff  at  Camp  Travis,  San  Antonio, 
Texas.  There  were  125  physicians  under  his  leader- 
ship at  camp.  They  attained  an  enviable  record  in 
the  management  of  influenza  having  one  of  the  low'- 
est  mortality  records  in  the  country. 

The  cultural  side  of  Dr.  Mayhew’s  life  is  exempli- 
fied by  his  associates.  His  closest  friends  and  intimate 
acquaintances  outside  the  medical  profession  were 
prominent  in  University  Circles  and  other  profes- 
sions. He  had  membership  "in  few  clubs  but  these 
counted  among  their  members  men  of  literary  and 
artistic  attainments  who  found  a congenial  compan- 
ion in  one  of  similar  tastes.  He  was  a charter  mem- 
ber of  the  Lincoln  Country  Club,  a national  director 
of  the  Professional  Mens’  club  and  a member  of  the 
Chamber  of  Commerce,  the  University  Club,  the 
Round  Table,  The  Laymans  Club  and  (THE)  Club, 
composed  of  faculty  men  of  the  University.  He  was 
a member  of  the  American  Legion. 

In  his  professional  affiliations  he  was  ■ member  of 


the  Lancaster  County  Medical  Society,  The  Nebraska 
State  Medical  Association,  the  Missouri  Valley  Medi- 
cal Association,  the  American  Medical  Association  and 
was  a Fellow  in  the  American  College  of  Physicians. 

The  home-ties  that  are  broken  in  the  Mayhew'  home 
W'ere  strong  bonds  of  love  and  devotion.  Those  w'ho 
are  left  are  deeply  conscious  of  the  irreparable  loss 
to  them  as  to  those  whom  he  served  in  his  profession- 
al capacity.  His  life  work  was  aUvays  in  the  interest 
and  for  the  benefit  of  others.  In  his  home  life,  in  his 
professional  w'ork  and  in  his  association  with  fellow- 
physicians  no  self-interest  or  preferment  asserted  it- 
self. 

The  man  who  is  lost  to  the  medical  profession  in  the 
passing  of  Dr.  Mayhew  was  one  who  possessed  a keen 
mind  and  a fine  sense  of  humor;  a lover  of  the 
beauties  of  nature;  a charming  and  delightful  com- 
panion w'hose  greatest  pleasure  came  from  mingling 
with  congenial  and  scholarly  men;  a gifted  and  versa- 
tile scientist;  a man  of  sympathy,  of  understanding, 
of  generosity  and  tolerance;  a true  humanitarian  in 
the  broadest  senses. 

I wage  not  any  feud  with  death 

For  changes  wrought  on  form  and  face; 

No  lower  life  that  earths  embrace 

May  breed  with  him  can  fright  my  faith. 

Eternal  process  moving  on. 

From  state  to  state  the  spirit  w'alks; 

And  these  are  but  the  sheltered  stalks. 

Or  ruined  chrysalis  of  one. 

Nor  blame  I death  because  he  bare 
The  use  of  virtue  out  of  earth; 

I know  transplanted  human  worth 
Will  bloom  to  profit  otherwhere. 

— Clarence  Emerson,  Lincoln. 


THE  KANSAS  CITY  FALL  CLINICAL 
CONFERENCE 

In  this  issue  of  the  Journal  there  appears  a con- 
densed program  of  the  Kansas  City  Southwest  Clin- 
ical Society’s  seventh  annual  clinical  conference  to 
be  held  at  Kansas  City,  Missouri,  October  7th  to  11th 
inclusive.  Seldom  has  there  been  such  an  array  of 
distinquished  guests  on  a program  as  is  noted  in 
this  meeting  and  this  seventh  conference  of  this  or- 
ganization is  expected  to  be  the  biggest  and  best  it 
has  ever  had. 

The  Clinical  Society  , was  organized  in  1922  for  the 
purpose,  as  set  forth  in  its  Constitution,  (1)  ‘‘To  pro- 
mote, encourage  and  develop  the  educational  adv'ant- 
ages  of  the  clinical  material  of  Kansas  City  that 
they  may  be  available  throughout  the  year  to  visiting 
physicians,”  and  (2)  ‘‘To  hold  an  annual  clinical  con- 
ference which  will  demonstrate  and  emphasize  the 
progress  of  medicine  throughout  the  world  for  the 
benefit  of  physicians  and  surgeons  of  the  Southwest.” 
During  these  past  seven  years  the  Kansas  City  Clin- 
ical Society  has  enjoyed  a most  successful  and  en- 
viable career  and  it  can  conscientiously  boast  of  its 
great  progress  and  growth. 

A new  feature  of  the  meeting  this  year  will  be  the 
Post  Graduate  Courses  to  be  given  daily.  Special 
class  rooms  are  being  prepared  and  the  instructors 
will  be  drawn  from  the  distinquished  guests  and 
membership  of  the  Society.  Every  visitor  can  receive 
a complete  Post  Graduate  training  in  his  particular 
specialty. 

Two  special  sessions  should  be  noted,  namely,  that 
of  the  joint  meeting  with  the  Kansas  City  Eye,  Ear, 
Nose  and  Throat  Society  on  Tuesday  evening  with 
Dr.  Finnoff  of  Denver,  Dr.  Jackson  and  Dr.  McCrae  of 
Philadelphia  as  the  principal  speakers;  and  that  of 
Thursday  evening,  a joint  meeting  -with  the  American 
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Committee  for  the  Control  of  Rheumatism.  The  sub- 
ject of  arthritis  which  is  to  be  discussed  by  the  Com- 
mittee at  this  meeting  should  be  most  interesting  end 
instructive. 

The  usual  clinics  at  the  Allied  Hospitals  will  he 
held  each  morning  and  the  ever  popular  Round  Table 
Luncheons  with  short  addresses  by  distinquished 
guests  will  be  held  each  noon. 

Plenty  of  entertainment  has  been  provided,  the 
Smoker  on  Tuesday  evening,  the  Alumni  Dinners  on 
Wednesday  evening,  the  Golf  Dinner  on  Friday  even- 
ing, in  fact  nothing  has  been  neglected  in  trying  to 
make  the  entire  meeting  the  most  profitable  and  in- 
structive of  any  meeting  held  i'n  the  Southwest. 


FINE  FOLK 

To  the  Editor:  I have  just  finished  reading  Dr.  F. 

A.  Long’s  article  on  the  Country  Doctor.  It  is  interest- 
ing and  true. 

My  husband  has  been  a country  doctor  for  almost 
40  years.  The  first  20  years  we  were  in  Missouri  and 
have  been  16  years  in  our  present  location,  a town  of 
350  people.  He  has  always  had  a.  large  practice  and 
has  prospered  accordingly.  At  the  present  time  his 
income  aside  from  the  practice  would  more  than  af- 
ford a comfortable  living.  But  every  cent  has  been 
made  by  the  doctor  himself  in  a country  practice. 

The  people  are  more  than  glad  to  employ  a home 
doctor  when  he  treats  them  in  an  intelligent  man- 
ner, Is  honest,  and  faithful  to  his  trust. 

In  the  small  towns  the  people  are  fine  intelligent 
folks.  Anyone  would  be  glad  to  have  them  for  friends. 
The  schools  are  good.  The  roads  here  are  fine.  The  pay 
is  many  times  slow  but  usually  sure.  The  real  “dead 
beat”  isn’t  so  common  in  the  country.  The  few  there 
are  can  bo  easily  avoided  if  one  wishes.  In  a neigh - 
borfn.g  town  there  have  been  four  new  doctors  in  five 
years.  One’s  motto  was  “Do  as  little  as  you  can  for 
as  much  as  you  can  get.” 

Two  were  done  addicts.  The  other  made  a surgical 
case  of  oirpjything  he  could  get  his  fingers  on.  These 
he  took  to  a city  surgeon  It  wasn’t  long  before  the 
people  saw  through  his  dealings  and  turned  elsewhere 
for  service. 

None  of  these  stayed  a year.  Each  one  left  blam- 
ing the  country  instead  of  himself. 

The  country  doctor  must  know  as  much  as  the  city 
doctor,  he  as  well  prepared  for  every  kind  of  case. 
Keep  up  to  date.  He  will  have  as  much  practice  and 
in  many  instances  more,  than  the  city  doctor. 

Mrs.  F.  s:. 

Comment  on  the  editorial  “The  Poor  (?)  Country 
Doctor”  published  in  the  .Tune  Nebraska  State  Medical 
Journal  and  republished  in  Medical  Economics.  This 
comment  is  reproduced  from  Medical  Economics. 


THE  AMERICAN  COLT.EGE  OF  SURGEONS 
MEETING 

The  American  College  of  Surgeons  will  hold  its 
nineteenth  annual  Clinical  Congress  in  Chicago.  Oct- 
ober 14-18.  Headquarters  will  be  at  the  Stevens 
Hotel.  An  intensive  program  is  being  planned  to  make 
this  home-coming  event  the  greatest  in  the  history 
of  the  College.  The  Hospital  Standardization  Con- 
ference will  consist  of  morning  and  afternoon  ses- 
sions on  Monday  to  Thursday  inclusive.  There  will 
be  a series  of  clinical  demonstrations  given  by  George 
W.  Crile,  Cleveland:  .lohn  B.  Deaver.  Philadelphia; 
Tohn  M.  T.  Finney,  Baltimore:  Charles  H.  Mayo, 

Rochester,  and  others.  Monday  evening’s  program 
will  include  an  address  of  welcome  by  the  Chairman 
of  the  Chicago  Committee  of  Arrangements,  Dr.  Her- 
man L.  Kretschner,  the  address  of  the  retiring  Pres- 


ident, Dr.  Franklin  H.  Martin,  Chicago,  the  inaugural 
address  of  the  new  President,  Major-General  Merritte 
W.  Ireland.  Washington,  D.  C.,  and  the  John  B. 
Murphy  Oration  in  Surgery  by  I’rofessor  D.  P.  D. 
Wilkie  of  Edinburgh.  Among  the  foreign  visitors  will 
be:  Dr.  James  Heyman  of  Stockholm,  Dr.  Thierry  de 
Martel  of  Paris,  Visconte  Aguilar  of  Madrid,  and  Mr. 
Herbert  Tilley  of  London.  Tuesday,  Wednesday  and 
Thursday  evening  sessions  will  consist  of  scientific 
papers  presented  by  surgeons  from  the  United  States, 
Canada  and  from  abroad.  The  Annual  Convocation  of 
the  College  will  be  held  on  Friday  evening.  The  Fel- 
lowship Address  will  be  delivered  by  Dr.  Glenn 
Frank,  President  of  the  University  of  Wisconsin.  The 
annual  meeting  of  the  Governors  and  Fellows  will 
be  held  Thursday  afternoon  followed  by  a symposia 
on  cancer  and  bone  sarcoma.  An  all  day  session  on 
Traumatic  Surgery  will  be  held  on  Friday  in  which 
leaders  in  industry,  labor,  indemnity  organizations 
and  the  medical  profession  will  participate.  A special 
program  has  been  arranged  that  will  be  of  interest 
to  those  whose  practice  is  limited  to  surgery  of  the 
eye,  ear,  nose  and  throat.  A feature  of  the  Congress 
will  be  the  showing  of  surgical  films  that  have  been 
produced  under  the  supervision  and  approved  by  the 
Board  on  Medical  Motion  Pictures  of  the  College. 
New  developments  in  color  photography  will  be 
demonstrated.  In  addition  to  the  commercial  exhibits, 
there  will  be  scientific  exhibits  by  the  departments 
of  the  College.  A rate  of  one  and  one-half  the  regu- 
lar one  way  fare  has  been  granted  on  railroads  of 
the  United  States  and  Canada  to  those  holding  con- 
vention certificates. 


THE  PACIFIC  PHYSIOTHERAPY  ASSOCIATION 

The  Annual  Meeting  of  this  association  was  held  at 
the  Alexandria  Hotel,  Los  Angeles,  California,  June 
21st  and  22nd,  with  an  attendance  of  250.  An  excel- 
lent program  of  twenty  papers  was  presented  by  the 
leading  lights  in  Physical  Therapy.  The  Banquet  on 
Friday  evening  was  a happy  event,  the  interest  being 
enhanced  by  an  impromptu  testimonial  to  Dr.  Burton 

B.  Grover,  the  Dean  of  High  Frequency,  who  had  just 
turned  the  half  century  mile-post  of  medical  practice, 
and  reached  the  age  of  71  years.  Dr.  Grover  is  pres- 
ident of  the  American  Electrotherapeutic  Association. 

The  election  of  officers  resulted  as  follows;  Wm.  W. 
Worster,  M.  D.,  San  Gabriel,  president;  Clinton  D. 
Hubbard,  M.  D.,  Huntington  Park,  vice-president: 
Herbert  V.  Mellinger,  M.  D.,  Los  Angeles,  secretary- 
treasurer;  and  Charles  Wood  Fassett,  M.  D.,  Glen- 
dale: Cora  Smith  King,  M.  D.,  Los  Angeles;  Herbert 
Scholtz,  M,  D.,  Oakland;  ,T.  Severy  Hibben,  M.  D., 
Pasadena,  and  Howard  C.  Slaughter,  M.  D.,  Los 
Angeles,  executives  committee. 

The  Medical  Herald  and  Physiotherapist  was  select- 
ed as  the  official  organ  of  the  Association. 

The  Association  meeting  was  preceded  by  a four 
days  session  of  the  Western  School  of  Physical  Ther- 
apy, the  first  session  ev'er  held  west  of  Kansas  City. 
The  interest  manifested  in  the  course  was  v^ery  grati- 
fying to  the  sponsors,  and  a second  session  of  the 
school  is  under  consideration. 


THE  SOCIETIES 

The  first  meeting  of  the  fall  season  for  the  Omaha- 
Douglas  County  Medical  Society  was  held  in  the 
Medical  Arts  Auditorium  on  September  10,  1929,  Dr. 

C.  W.  Pollard  presiding  in  the  absence  of  President 
Langdon. 

The  main  speaker  of  the  evening  was  Dr.  .Jennings 
C.  Litzenberg  Professor  of  Gynecology  and  Obstetrics 
in  the  LTniv’ersity  of  Minnesota.  He  talked  on  Pitfalls 
in  Obstetrics  and  Gynecology;  various  phases  of  can- 
cer of  the  uterus,  uterine  myotomas  and  ectopic  preg- 
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nancies  were  discussed.  Special  emphasis  was  laid  on 
the  early  diagnosis  of  cancer  of  the  uterus,  particu- 
larly that  of  the  cervix.  Leucorrhea  was  discussed  as 
an  early  sign  of  uterine  malignancy. 

— Herman  M.  Jahr,  Secretary 


The  Mad  ison  Five  Counties  Medical  Society  met  at 
Norfolk  August  27.  The  following  was  the  program 
for  the  meeting:  “Some  Observations  in  Endocrine 
Therapy”  A.  E.  Mailliard,  M.  D.,  Osmond;  “1800 
Cases  of  Backache  and  Pain,”  Czar  Johnson,  M .D., 
Lincoln;  “Early  Clinical  Signs  of  Acute  Mastoiditis,” 
J.  W.  Thomas,  M.  D.,  Lincoln;  “Electrocardiograph 
Precision  in  the  Examination  of  the  Heart.”  E.  G. 
Zimmerer,  M.  D.,  Lincoln. 


HUMAN  INTEREST  TALES 

Ur.  A.  J.  Mullmann,  has  located  at  Talmadge. 

Dr.  G.  M.  Andrews  has  moved  from  Stella  to  Au- 
burn. 

Dr.  L.  W.  Elwood  has  moved  from  Silver  Creek  to 
Geneva. 

Dr.  L.  F.  Curtis  formerly  of  Omaha  has  located  at 
Beemer. 

Dr.  Nevill  Joyner  formerly  of  Axtell  has  located 
in  Casper,  Wyo. 

Dr.  and  Mrs.  A.  F.  Srb,  Omaha,  motored  to  the 
Black  Hills  in  August. 

Dr.  A.  J.  Cameron,  Herman,  spent  the  summer 
vacation  at  Green  Lake,  Minn. 

Dr.  and  Mrs.  T.  L.  Weeks,  Nebraska  City  have  been 
in  California  for  several  weeks. 

Dr.  H.  M.  Robbins,  Cleveland,  Ohio,  visited  with 
his  parents  at  Lyons  in  August. 

Dr.  and  Mrs.  W.  M.  Thomas,  Edgar,  made  a trip 
to  the  Black  Hills  during  August. 

Dr.  L.  L.  Zierott,  formerly  associated  with  Dr.  Clyde 
Roeder,  Omaha,  has  located  at  Seward. 

Dr.  and  Mrs.  D.  A.  Walker,  Mullen,  motored  to 
Illinois,  Missouri  and  Kansas  in  August. 

Dr.  H.  M.  Robbins,  Cleveland,  has  become  associated 
with  Dr.  L.  F.  Chapman,  West  Point,  Nebr. 

Dr.  Virgil  McDonald,  Seattle,  former  Nebraska  City 
boy  visited  the  scenes  of  his  youth  recently. 

Dr.  Ralph  Schroeder,  York,  recent  medical  graduate 
has  gone  to  Europe  to  return  with  a patient. 

Dr.  Homer  Davis,  Genoa,  spent  some  time  lately  at 
Los  Angeles  with  his  son.  Dr.  Kenneth  Davis. 

Dr.  and  Mrs.  W.  F.  Novak,  Howells,  enjoyed  a trip 
to  Niagara  Falls  and  other  points  during  August. 

Dr.  Leroy  Crummer,  Omaha  physician  and  author 
of  note  for  many  years  has  moved  to  Los  Angeles. 

Dr.  E.  L.  Robinson,  Lincoln,  (retired),  and  wife  cele- 
brated their  golden  wedding  anniversary  September  3. 

Dr.  W.  C.  Kenner,  formerly  of  Talmage,  has  located 
in  Nebraska  City  in  association  with  Dr.  J.  P.  Gilligan, 
Jr. 

Dr.  C.  F.  Kirkpatrick,  Ashland  physician  for  forty 
years,  has  been  reported  seriously  ill  in  an  Omaha 
hospital. 

The  marriage  is  announced  of  Dr.  Henry  Brinton 
Mikelberg,  Philadelphia  and  Dr.  Rose  Rene  Minkin, 
Omaha,  August  6. 

Dr.  J.  A.  Lansp  for  the  past  three  years  at  Detroit. 
Mich.,  has  become  associated  with  Drs.  Zimmerer  and 
Weeks  at  Nebraska  City. 

Dr.  Paul  Hemphill,  North  Loup,  while  on  a vacation 
trip  developed  mastoiditis  and  was  operated  at  the 
Battle  Creek,  Mich.  Sanitarium. 

Dr.  Clyde  Moore,  Omaha,  was  called  to  Hollywood, 
Calif.,  owing  to  the  illness  of  his  father  Dr.  J.  C. 
Moore,  former  Omaha  practitioner. 

Dr.  Robert  Preston,  Fremont,  has  been  appointed 
county  physician  of  Dodge  county,  succeeding  his 
father,  the  late  Dr.  S.  A.  Preston. 

Dr.  and  Mrs.  W.  A.  Cassidy.  Omaha  sailed  a few 


days  ago  for  Vienna  where  the  doctor  will  spend 
three  months  doing  work  in  the  clinics. 

Dr.  Charles  F.  Ulrich,  formerly  of  Omaha,  has  be- 
come associated  with  the  Kenosha  Clinic,  Kenosha, 
Wis.,  in  charge  of  the  medical  department. 

Dr.  K.  E.  Krueger,  formerly  of  Dodge,  has  located 
at  Winton,  Wyoming.  His  practice  will  be  in  part 
a contract  practice  at  Union  Pacific  coal  mines. 

The  marriage  of  Dr.  F.  M.  Watke,  Columbus  and 
Miss  Marie  Wolff  of  Hartington  is  announced.  They 
will  reside  in  Cleveland  where  the  doctor  is  doing 
special  work  in  a clinic. 

Dr.  H.  W.  Orr,  Lincoln,  has  returned  from  London 
and  Geneva  where  he  appeared  on  the  programs  of 
the  British  and  American  Orthopedic  Associations  and 
the  International  Conference  on  the  Care  of  Crippled, 
respectively. 

Dr.  Adam  McMillan,  Omaha  Negro  physician  and 
former  member  of  the  Legislature  has  been  selected 
as  supervisor  of  a mission  hospital  at  Angola,  Portu- 
gese Southwest  Africa.  He  will  proceed  to  London 
to  take  postgraduate  work  before  assuming  the 
position. 

A reception  and  lawn  party  was  tendered  Dr.  and 
Mrs.  J.  J.  Keegan  and  Dr.  and  Mrs.  C.  W.  M.  Poynter, 
on  the  evening  of  August  19,  by  Dr.  and  Mrs.  B.  B. 
Davis,  Omaha,  the  occasion  being  in  honor  of  the 
outgoing  and  the  incoming  dean  of  the  University 
of  Nebraska  College  of  Medicine. 


NECROLOGY 

H,  S.  COWAN,  Deweese,  Nebr.;  Keokuk  Medical 
College,  1902;  practitioner  at  Deweese  for  many  years; 
died  early  in  .July,  aged  about  sitxy  years. 

ELEANOR  C.  REED-GRAVES,  Peru,  Nebr.;  Rush 
Medical  College,  1885;  practitioner  at  Peru  for  forty 
years;  died  September  5,  1929,  aged  about  seventy. 

L.  L.  CRAWFORD,  Paonia,  Colo.;  Cincinnatti  Col- 
lege of  Medicine  and  Surgery,  1876;  a practitioner  at 
Merna,  Nebr.,  from  1883  to  1896;  and  since  then  a 
resident  of  Paonia,  Colo.,  died  August  18,  1929,  aged 
about  eighty  years. 

JOHN  C.  DAVIS,  Hollywood,  Calif.,  (retired);  Col- 
lege of  Physicians  and  Surgeons,  Keokuk,  1883;  for 
almost  two  score  years  a practitioner  of  Omaha; 
father  of  Dr.  .1.  Calvin  Davis.  Omaha;  died  at  Holly- 
wood, September  3,  1929,  aged  seventy-four  years. 


IN  tempore  SENECTUTIS 
When  I am  old 

I will  not  have  you  look  apart 
From  me,  into  the  cold. 

Friend  of  my  heart. 

Nor  be  sad  in  your  remembrance 
Of  the  careless,  mad-heart  semblance 
That  the  wind  hath  blown  away 
When  I am  old. 

When  I am  old 

And  the  white  hot  wonder-fire 
Unto  the  world  seems  cold. 

My  soul’s  desire 

Know  you  then  that  all  life’s  shower. 
The  rain  of  the  years,  that  hour 
Shall  make  blow  for  us  one  flower. 
Including  all,  when  we  are  old. 

When  I am  old 

If  you  remember 

Any  love  save  what  is  then 

Hearth  light  unto  life’s  December 

Be  your  joy  of  past  sweet  chalices 

To  know  then  naught  but  this 

“How  many  wonders  are  less  sweet 

Than  love  I bear  to  thee 

When  I am  old.”  — Ezra  Pound. 
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NON-SURGICAL  GALLBLADDER  DRAINAGE 

ARTHUR  L.  SMITH,  M.  D.,  F.  A.  C.  P„ 

Lincoln,  Nebraska. 


Transduodenal  gallbladder  drainage  has  met 
with  such  general  condemnation  by  the  members 
of  the  surgical  division  of  our  profession  that  it 
seems  those  who  practice  this  method  of  non- 
stirgical  treatment  must  prove  its  value  or  discard 
it  entirely.  Of  course,  those  who  have  never 
used  this  type  of  treatment  are  in  no  position  to 
criticize  its  use  but  oftentimes  not  judgment  but 
prejudice  has  a great  deal  to  do  with  final  con- 
clusion. In  my  experience  any  treatment  which 
tends  to  make  operations  unnecessary  finds  little 
favor  with  those  who  see  treatment  through  sur- 
gical eyes. 

After  seeing  Lyon’s  work  in  non-surgical 
drainage  of  the  gallbladder  in  1919,  I began  this 
method  of  treatiuent  and  diagnosis  in  1920.  In 
August  1920  and  in  December,  1923,  I published 


two  articles  stating  as  my  opinion  that  it  was  of 
value  in  the  treatment  and  diagnosis  in  diseases 
of  different  parts  of  the  biliary  tract.  I felt  at 
the  time  the  latter  article  was  written,  with  an 
experience  of  over  three  thousand  drainages,  that 
my  conclusions  were  not  premature.  At  that 
time  it  was  the  consensus  of  opinion  of  the  sur- 
geons that  it  was  worthless  and  some  internists 
said  that  we  should  wait  and  later  decide  on  its 
usefulness.  Consequently  I concluded  that  I 
would  follow  this  method  for  five  years  and  then 
report  the  results. 

C During  this  time  I have  used  every  method  pos- 
sible to  prove  or  disprove  that  the  gallbladder  and 
biliary  tract  is  drained  by  the  injection  of  mag- 
nesium sulphate  or  other  substances  into  the  duo- 
denum. Many  articles  have  been  written  in 
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which  it  is  stated  that  no  bile  from  the  gallbladder 
is  recovered  by  this  method  but  I believe  I ani 
prepared  to  show  that  it  drains  the  gallbladder 
and  all  other  parts  of  the  biliary  tract.  During 
the  past  five  years  I have  used  this  method  for 
diagnostic  purposes  on  every  patient  coming  to 
me  for  a complete  examination  and  have  prac- 
ticed it  in  treatment  of  all  derangements  of  the 
biliary  tract  in  which  in  nfy  opinion  it  was  indi- 
cated. Up  to  January  1,  1929  I have  done  or 
have  had  done  under  my  supervision  over  seven 
thousand  transduodenal  biliary  tract  drainages.) 

Complete  E.xaminations. — Incomplete  and  care- 
less examinations  are  often  the  cause  of  incor- 
rect diagnoses.  No  diagnostician  can  always  be 


usually  is  not  because  one  examiner  is  brighter 
than  another  that  he  has  a higher  percentage  of  ■ 
correct  diagnoses  but  it  is  because  he  is  willing 
to  put  in  the  necessary  time  and  effort  to  uncover’  - 
all  abnormalities.  If  gallbladder  disease  is  secon-  \ 
dary  to  some  other  infection  then,  of  course,  the’!  j 
primary  infection  must  be  found  and  removed 
before  we  can  hope  to  clear  away  the  secondary 
infection.  ' 

Methods. — Besides  my  own  clinical  investiga-  i 
tion  and  observation  I have  controlled  one  hun- 
dred and  four  drainages  by  simultaneous  oral 
or  intravenous  administration  of  tetraiodophen- 
olphthalein.  In  1924,  I followed  Eppinger’s 
work  in  Vienna  in  which  duodenal  drainage  was 


1.  Shows  fourteen  hour  film  shadow  of  gallbladder.  2.  T\vo  hours 
after  egg  and  cream  by  mouth.  There  is  little  change.  3.  One  hour 
after  egg  and  cream  intraduodenally.  Shadow  is  smaller.  4.  One  hour 
later.  Gallbladder  shadow  much  reduced  in  size.  Dark  bile  175  cubic 
centimeters. 

practiced  on  a patient  during  an  abdominal  op- 
eration. With  Rothberger  in  \’ienna  in  1925  I 
did  the  same  work  on  dogs.  Seventy-two  patients 
under  treatment  have  been  controlled  by  the  gall- 
bladder visualization  method  of  Graham.  Eight 
patients  under  treatment  have  been  controlled  by 
blood  plasma  cholesterol  estimations.  In  five 
patients  the  iodin  content  of  A,  B and  C frac- 
tions was  titrated  after  the  Graham  test.  ' 

Drainage  and  cholecystography.^ — In  one  hun- 
dred and  four  patients  this  combined  method  was 
used.  This  work  was  carried  out  entirely  in  my 
own  office  by  my  own  technicians  and  myself. 
Some  were  given  the  tetraiodophenolphthalein  in- 
travenously, three  grams  in  one  hundred  cubic 
centimeters  of  physiologic  sodium  chlorid  solu-, 
tion  and  some  received  it  by  oral  administration' 
in  salol  coated  capsules,  formalin  treated  capsules) 
and  by  the  Fantus  colloidal  method.  ] 


In  the  examination  of  each  patient  the 


tech- 


correct  but  careful  painstaking  investigations 
with  the  aid  of  helpful  instruments  and  labora- 
tory tests  will  go  a long  way  in  preventing  mis- 
takes. I believe  the  condition  of  every  patient 
suffering  from  chronic  disease  demands  a care- 
ful investigation  of  his  entire  body  even  though 
this  requires  more  work  and  more  concentration 
on  the  part  of  the  examiner  and  is  much  more 
fatiguing  than  short  haphazard  examinations.  It 
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nique — target  distance,  central  ray  focus,  ex- 
posure time,  position  of  patient  and  development 
— was  exactly  the  same  throughout  the  examina- 
tion. In  some  the  duodenal  tube  was  passed  be- 
fore the  first  picture  and  in  some  just  after  the 
first  exposure. 

The  first  cholecystogram  was  taken  fourteen 
hours  after  the  dye  was  given  and  another  each 
hour  thereafter  until  the  gallbladder  was  empty 
or  until  six  hours  had  passed.  In  these  one  hun- 
dred four  patients  the  gallbladder  was  plainly 
visualized  and  normal  in  appearance  but  stones 
were  present  in  seven.  Others  in  whom  the  gall- 
bladder could  not  be  clearly  seen  in  the  film  were 
excluded  and  also  those  in  whom  (for  various 
reasons)  the  tube  did  not  pass  into  the  duodenum. 
In  sixty-eight  of  these  cases  one  hundred  cubic 


and  no  change  followed,  four  with  olive  oil  were 
empty  in  four  hours  and  two  with  dilute  hydro- 
chloric acid  were  slightly  decreased  in  four  hours. 
Egg  and  cream  was  given  after  the  hydrochloric 
acid  and  peptone  and  in  two  hours  the  shadow 
was  decreased  about  one-half.  Solutions  were 
not  given  by  mouth  but  all  were  injected  through 
the  duodenal  tube.  In  summary,  in  every  case 
the  gallbladder  was  diminished  in  size  and  the 
conclusion  is  that  egg  and  cream  is  the  best 
evacuant  and  then  magnesium  sulphate.  The 
other  three  substances  were  not  injected  often 
enough  to  arrive  at  any  conclusion  regarding 
them.  This  is  of  no  import  as  the  problem  was 
to  learn  whether  the  gallbladder  emptied  by  the 
transduodenal  method  described. 

Drainage  with  gallbladder  in  view. — Eppinger 


5.  Fourteen  hour  film  shows  radio-translucent  stones.  6.  One  hour  after  egg  and  cream  intraduodenally.  7.  One 
hour  later.  Shadow  much  reduced  and  stones  not  showing.  Dark  bile  90  cubic  centimeters. 


centimeters  of  33%  magnesium  sulphate  solution 
was  injected  to  stimulate  the  bile  flow.  In  thirty- 
six  the  Boyden  meal  was  given.  In  eleven  after 
the  B bile  had  ceased  to  flow  following  mag- 
nesium sulphate,  egg  and  cream  was  injected 
and  in  a few  of  the  others  (eight  in  all)  peptone, 
olive  oil  or  hydrochloric  acid  was  used  after  the 
magnesium  sulphate.  In  the  remaining  forty- 
nine  magnesium  sulphate  solution  33%  was  re- 
peated. In  forty-two  of  those  stimulated  by 
magnesium  sulphate  the  gallbladder  shadow  had 
disappeared  before  four  hours,  in  seven  before 
five  hours  and  in  the  other  nineteen  the  shadows 
were  reduced  from  one-third  to  one-half  by  six 
hours.  In  the  thirty-six  receiving  the  Boyden 
meal  all  but  two  were  empty  by  the  end  of  the 
third  hour  and  the  two  were  about  one-half 
empty  in  six  hours.  In  the  remaining  eight, 
after  magnesium  sulphate,  two  received  peptone 


in  the  Wenckebach  Clinic  in  Vienna  in  1924  was 
kind  enough  to  let  me  see  a patient  who  was  hav- 
ing an  abdominal  operation  under  a local  anes- 
thetic. The  duodenal  tube  had  been  inserted  be- 
fore the  operation.  Cream  was  injected  into  the 
duodenum  and  the  gallbladder  distinctly  decreas- 
ed in  size. 

Drainage  in  animals. — With  Rothberger  in  the 
Pathological  Institute  in  Vienna  in  1925  I did 
the  following  work : The  abdomen  of  the  dog 
was  opened  under  a local  anesthetic.  Magnesium 
sulphate  50%  solution  was  introduced  into  the 
duodenum  in  two  different  cases  and  the  gall- 
bladder decreased  in  size.  Bile  aspirated  from 
the  gallbladder  and  from  the  duodenum  were  ex- 
actly the  same  in  appearance  in  these  cases.  In 
two  more  cases  carmine  was  injected  into  the 
gallbladder  and  was  recovered  from  the  duoden- 
um following  the  foregoing  technique. 
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Influence  of  medical  drainage  on  plasma 
cholesterol. — The  cholesterol  content  of  the  plas- 
ma is  directly  affected  by  the  food  intake  so  in 
the  following  experiments  the  cholesterol  intake 
was  kept  as  constant  as  possible. 

In  stasis  in  the  biliary  tract  the  blood  plasma 
cholesterol  is  usually  increased  and  this  may  be 
with  or  without  stones.  Fourteen  patients  suf- 
fering from  a chronic  cholecystitis  with  an  in- 
crease in  the  plasma  cholesterol  were  selected 
for  this  experiment.  Only  eight  completed  the 
experiment  and  tlie  results  in  these  are  here  re- 
ported. The  chemical  work  was  done  in  the 
chemical  laborator}-  of  Professor  Thompson  at 
the  University  of  Nebraska  and  the  technique 
elaborated  by  Bloor  was  followed. 

The  normal  blood  plasma  cholesterol  content 
is,  according  to  Bloor,  220  to  240  milligrams  per 
100  cubic  centimeters.  In  these  eight  cases  the 
plasma  cholesterol  varied  from  314  to  520  and 


drainages,  twenty-eight  emptied  in  normal  time. 
After  eight  drainages  fifty-four  filled  completely 
and  emptied  within  four  hours  after  the  Boyden 
meal.  Eighteen  partially  filled  or  emptied  slow- 
ly so  were  not  considered  as  returned  to  normal. 

If  function  is  a criterion  of  the  condition  of 
a viscus  then  these  fifty-four  gallbladders  were 
restored  to  normal.  This  is  over  75%  restora- 
tion to  normal  function.  The  bile  flow  increased 
in  every  case,  pus  and  stained  and  clumped  epi- 
thelial cells  disappeared  in  each  of  these  fifty- 
four  patient’s  A,  B and  C biles. 

The  recovery  through  the  duodenal  tube  of 
dark  thick  bile  was  always  accompanied  by  a de- 
crease in  the  size  of  the  gallbladder  shadow  and 
even  in  its  disappearance.  When  no  dark  bile  is 
recovered,  even  though  a large  amount  of  yellow 
bile  appears,  the  gallbladder  shadow  is  either 
absent  or  if  present  does  not  decrease  in  size. 
Drainage  through  the  duodenal  tube  empties  the 


8.  Fourteen  hour  film.  9.  One  hour  after 
one  hour  later.  Dark  bile  80  cubic  centimeters. 

the  average  was  43G.  In  seven  of  these  patients 
it  gradually  decreased  until  the  average  was  224 
at  the  end  of  si.x  weeks.  The  lowest  was  218 
and  the  highest  was  23G.  Two  drainages  a week 
were  done  in  each  case.  In  the  eighth  patient 
the  cholesterol  varied  from  31G  to  344  but  her 
condition  was  complicated  by  arteriosclerosis 
which  is  one  of  the  causes  of  an  increase  in  blood 
cholesterol.  These  patients  received  no  other 
treatment  but  transduodenal  drainages. 

Gallbladder  visualization  before  and  after  a 
course  of  drainages. — Seventy-two  patients  in 
whom  the  gallbladder  evacuated  slowly  by  the 
Graham  test  or  did  not  fill  completely  or  not  at 
all  were  retested  after  four  and  eight  transduo- 
denal drainages.  In  the  first  series  after  four 


magnesium  sulphate  intraduodenally.  It  was  empty 

gallbladder  much  more  rapidly  than  anything 
given  by  mouth. 

Iodine  in  fractional  biles  after  gallbladder 
visualization : Following  the  idea  of  Lake,  after 
the  Graham  test.  A,  B and  C fractions  of  bile 
recovered  by  duodenal  drainage  in  five  cases 
were  tested  quantitatively  for  iodine.  In  all  these 
the  gallbladder  shadow  was  dense  and  clearcut 
in  outline.  The  bile  was  normal  in  every  re- 
spect and  the  gallbladders  were  believed  to  be 
normal.  In  the  A biles  the  iodine  averaged  2.6 
milligrams  per  cubic  centimeter  of  bile,  the  B 
biles  averaged  8.8  milligrams  and  the  C biles 
averaged  .78  milligrams.  The  iodine  in  the  first 
biles  ranged  from  1.9  to  3.6,  in  the  dark  biles 
from  6.2  to  9.6  and  in  the  light  yellow  bile  from 
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.7  to  .97  milligrams  in  one  cubic  centimeter. 
This  shows  the  dark  bile  contains  four  times 
as  much  iodine  as  the  first  bile  and  about  twelve 
times  as  much  as  the  last  bile.  This  indicates 
that  the  B bile  and  gallbladder  bile  are  the  same. 

Contraction  and  evacuation  of  gallbladder  by 


secretin. — I have  refrained  from  quoting  any  of 
the  voluminous  literature  concerning  gallblad- 
der drainage  but  the  work  of  Ivy,  Professor  of 
Physiology,  Northwestern  University  Medical 
College,  seems  to  me  to  be  of  special  importance 
in  proving  the  gallbladder  does  contract.  He 


when  the  cystic  duct  was  tied  off.  In  another 
series  the  gallbladder  of  dogs  was  filled  with  lipi- 
odol  then  intravenous  injections  of  “secretin’’ 
every  ten  minutes  for  one  hour  practically  emjrtied 
the  gallbladder  in  the  course  of  an  hour  in  some 
dogs  and  in  others  one-third  to  one-half  of  the 


contents  was  evacuated  in  the  same  time.  These 
changes  were  noted  under  the  fluroscope  and  in 
the  roentgrams.  In  one  dog  the  gallbladder  was 
visualized  by  injecting  tetraiodophenolphthalein. 
Secretin  caused  the  gallbladder  shadow  to  de- 
crease appro.ximately  one-fourth  in  size  in  one 


10.  Fourteen  hour  f lm.  11.  One  hour  after  magnesium  sulphate  intraduodenally.  12.  One  hour  later  gallbladder 
shadow  much  reduced  in  size.  Dark  bile  95  cubic  centimeters. 


13.  Fourteen  hour  film.  14.  One  hour  after  magnesium  .sulphate  intraduodenally.  15.  One  hour  later.  Gallbladder 
shadow  much  reduced  in  size.  Dark  bile  85  cubic  centimeters. 


prepared  purified  solutions  of  secretin.  In  cats 
a cannula  was  placed  in  the  gaUbladder  through 
a small  opening  in  the  fundus  and  through  this 
communication  the  intra-gallbladder  pressure 
was  found  to  increase  for  one-half  to  one  hour 
after  injections  of  secretin.  This  also  happened 


hour.  These  observations  establish  beyond  doubt 
that  a highly  purified  extract  of  intestinal  mucosa 
\)dll  make  the  gallbladder  contract. 

( Mechanics  of  drainage. — The  general  mechan- 
ics of  the  bile  flow  is  simple.  The  secreted  bile 
passes  through  the  hepatic  ducts  into  the  common 
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ducts  ami  if  the  anipula  of  \'ater  is  open  it  passes 
into  the  duodenum  but  if  closed  the  pressure  in- 
creases in  the-  common  duct  till  the  bile  is  forced 
into  the  gallbladder.  The  gallbladder  is  nor- 
mally a bile  concentrating  organ  thus  the  pres- 
sure is  being  constantly  decreased  in  it  so  the 
flow  is  consecjuently  toward  it.  After  a meal 
the  sphincter  of  Oddi  relaxes,  the  bile  flow  is 
then  toward  the  duodenum  thus  lowering  the 
pressure  in  the  common  duct  which  is  followed 
by  a flow  from  the  gallbladder  and  the  hepatic 
ducts  into  the  common  duct.  In  this  paper  the 
illustrations  and  data  show  (if  the  biliary  tract 
is  patent)  that  transduodenal  drainage  repeats 
the  latter  physiological  drainage  into  the  duo- 
denum from  the  entire  biliary  tree.^ 

Drainage  as  an  aid  in  diagnosis. — Lyon  has 
assumed  the  A bile  is  mostly  from  the  common 
duct,  B bile  which  is  usually  dark  and  thicker 


Choledochitis. — If  the  duodenal  contents  are 
normal  and  the  A bile  contains  inflammatory 
products  (pus  cells,  .stained  epithelial  cells,  bac- 
teria in  smears)  there  must  be  an  infection  in 
the  common  duct.  1 

Cholecystitis. — When  the  duodenal  and  com- 
mon duct  contents  are  normal  and  the  B bile 
contains  pus  cells,  descjuamated  stained  epithelial 
cells,  organisms  in  smears,  increased  proportion- 
al cholesterol  contents  and  is  thick  and  viscid,  a 
diagnosis  of  gallbladder  infection  is  justified.  If 
in  the  cholecystogram  the  gallbladder  is  not  vis- 
ualized or  the  shadow  is  irregular  in  outline, 
varies  in  opacity  and  by  the  transduodenal  tech- 
nique empties  slowly  or  not  at  all  there  is  no 
doubt  as  to  an  infection  in  the  gallbladder^ 

■ Cholelithiasis. — Stones  in  the  gallbladder  can- 
not be  diagnosed  by  this  method  alone  but  with 
simultaneous  cholecystography  the  correct  diag- 


16.  Fourteen  hour  film.  17.  One  hour  after  majmesdum  sulihate  intraduodenally.  18.  Two  hours  later.  Gallbladder 
shadow  disappeared.  Dark  bile  135  cubic  centimeters. 


is  from  the  gallbladder  and  the  C bile,  a thin  yel- 
lyw  secretion  is  directly  from  the  liver. 

In  my  first  paper  as  to  the  value  in  diagnosis 
I was  not  convinced  this  method  was  of  any 
value  but  with  greater  experience  I am  now 
satisfied  it  is  a great  diagnostic  aid  in  diseases  of 
the  duodenum  and  the  biliary  tract.  ■ I do  not 
feel  this  method  should  be  used  alone  but  only  in 
conjunction  with  a complete  physical  examina- 
tion, gallbladder  visualization,  and  other  proven 
methods.  ’ 

Duodenitis. — Pus  cells,  bacteria  in  wet  and 
stained  smears,  epithelial  cells  in  large  numbers 
and  chemical  changes  in  the  duodenal  secretions 
are  present  in  this  disease.  ' 

Duodenal  ulcer. — Red  blood  cells  are  always 
present  in  an  active  ulcer. 


nosis  is  arrived  in  nearly  100%  of  the  cases.  J 

' Hepatitis. — If  the  A and  B biles  are  normal 
and  if  the  pus  cells  and  thickened  and  clumped 
particles  are  present  in  the  C bile  then  hepatitis 
with  a cholangitis  is  usually  present. ") 

Closure  cystic  duct. — If.  after  three  drai  iages, 
no  B bile  is  recovered  and  by  simultaneous  chole- 
cystography the  gallbladder  shadow  does  not  ap- 
pear it  is  safe  to  conclude  the  cystic  duct  is  not 
patent — either  closed  by  a stone,  by  stricture  or 
by  a new  growth  inside  or  outside  the  duct.  J 

Since  cultures  of  the  first  one  hundred  biles 
recovered  showed  organisms  in  each,  I have  dis- 
continued culturing  the  secretions  in  ordinary 
cases.  The  flakes  and  shreds  in  the  bile  are 
transferred  directly  to  slides  for  microscopic 
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study  and  pathologic  products,  if  present,  will  us- 
ually be  found  in  these  masses. 

Value  of  drainage  in  treatment. — In  the  treat- 
ment of  duodenitis,  infections  and  stasis  of  the 
common  duct,  gallbladder  and  hepatic  ducts  and 
in  hepatitis,  duodenal  drainage  surpasses  in  my 
experience  any  one  method.  However,  its  effi- 
cacy is  increased  when  diathermy  and  the  proper 
diet  with  the  removal  of  all  abnormalities  are 
prescribed  in  conjunction  with  it.  It  will  not 
remove  gallstones  but  it  will  relieve  any  accom- 
panying infection  if  the  gallbladder  can  be  drain- 
ed. However,  gallstones  are  present  in  many 
people  who  never  had  an  abnormal  abdominal 
symptom.  In  work  with  Erdheim  of  Vienna,  I 
saw  at  least  fifteen  hundred  autopsies  and  in 
many  cases  symptomless  gallstones  were  found. 
He  stated  that  in  the  one  hundred  fifty  thousand 
autopsies  he  had  done,  gallstones  which  had  caus- 
ed no  complaint  were  present  m approximately 
2%.  He  said  many  times,  “If  the  stones  are 
too  large  to  enter  the  cystic  duct  they  seldom 
cause  trouble.”  Those  with  gallstone  pains  are 
those  who  have  a complicating  cholecystitis  or 
the  small  stones  are  passing  through  the  cystic 
or  common  ducts  or  are  clogging  them.  I have 
many  patients  with  gallstones  who  have  never 
suffered  any  pain  whatever.  Gallstones  without 
symptoms  or  accompanying  infection  are  not  in- 
dication for  treatment  of  any  kind.  In  the  past 
too  much  emphasis  has  been  laid  on  presence  of 
calculi.  Monographs  have  been  written  on  gall- 
stones. But  calculi  are  incidental  and  not  essen- 
tial to  gallbladder  disease.  Stones  may  lead  to 
compelling  attention  but  they  have  distracted  at- 
tention from  the  essential  problem — the  gallblad- 
der and  bile  ducts.  Stones  in  the  common  or 
cystic  duct  or  occlusion  of  the  ducts  from  other 
causes,  malignancy,  adhesions  or  gangrene,  re- 
quire a purely  surgical  treatment  but  medical 
drainage  after  the  operation  would  shorten  the 
convalescent  period  in  that  it  would  overcome 
stasis  in  the  biliary  tract. 

The  greatest  friend  of  infection  is  stasis  with 
the  resulting  formation  of  a natural  incubator 
while  good  drainage  of  any  secretion  or  excretion 
is  the  greatest  foe  of  infection.  Stasis  in  any 
secreting  organ  is  usually  the  principal  cause  of 
infection  in  that  organ  and  to  cure  the  disease, 
the  stasis  must  be  overcome. 

In  my  experience  in  the  non-surgical  cases,  pa- 
tients treated  by  medical  drainage  will  surpass 
those  treated  surgically  in  the  time  of  con- 
valescence, the  sequellae  and  in  the  number  of 
recurrences. 


Surgical  drainage  compared  with  medical 
drainage.  In  the  surgical  ranks  many  have  said 
that  infection  in  the  gallbladder  often  causes  a 
thickening  of  this  organ  and  that  even  though 
medical  drainage  may  emiHy  the  gallbladder  it 
does  not  relieve  this  thickened  wall  (principally 
the  mucous  membrane).  By  a perusal  of  the 
literature  on  surgery  of  the  gallbladder  one  is 
struck  by  the  lack  of  unanimity  as  to  the  relative 
value  of  removal  of  the  gallbladder  or  just  drain- 
age through  the  abdominal  wall.  In  talking  to 
surgeons  and  from  the  articles  in  English,  Ger- 
man and  Erench  we  find  there  is  about  an  equal 
division  in  the  conclusions  as  to  the  value  of 
cholecystectomy  and  cholecystostomy.  Recently 
the  surgeons  have  been  swinging  toward  the  be- 
lief that  the  gallbladder  should  not  be  removed 
unless  it  is  functionless.  Outside  of  incising  or 
excising  the  gallbladder  , surgery  does  no  more 
than  drain  this  organ  and  the  bile  ducts  and  this 
for  a period  of  one  to  two  weeks.  There  is  no 
other  surgical  method  of  clearing  the  infection. 
Now  if  this  is  true  how  can  drainage  through 
a tube  in  the  abdominal  wall  plus  an  operation 
with  its  resultant  weakening  ard  abdominal  ad- 
hesions be  preferred  to  a method  which  does  the 
same  without  an  operation? 

What  is  the  mechanics  of  surgical  drainage? — 
Simply  by  putting  a tube  in  the  gallbladder  or 
ducts,  the  bile  is  drained  from  this  organ,  the 
pressure  is  lowered  and  the  bile  in  the  ducts 
flows  toward  the  area  of  lowered  pressure.  This 
is  the  mechanics  of  the  non-surgical  drainages 
but  the  pressure  is  lowered  physiologically  in  the 
common  duct  and  the  flow  is  toward  this  duct 
and  into  the  duodenum.  Now,  many  thinking 
surgeons  do  and  others  must  admit  that  if  the 
biliary  tract  is  patent  it  can  be  drained  by  the 
transduodenal  method  as  the  accompanying  illus- 
trations will  show. 

I believe  that  a complicated  cholelithiases, 
malignant  disease,  occlusion  of  the  ducts  and 
gangrene  of  the  gallbladder  require  surgical 
treatment  but  in  infections  of  the  biliary  system 
with  no  occlusion  I feel  I can  show  beyond  doubt 
the  non-surgical  method  drains  the  entire  biliary 
tract,  has  the  same  mechanical  effect  as  the  sur- 
gical and  it  has  the  advantage  of  not  subjecting 
a patient  to  an  operation,  with  its  surgical,  nurse 
and  hospital  fees,  the  pain  of  an  operation,  the 
convalescent  period  and  often  with  many  em- 
barrassing sequelae.  Gallbladder  drainage  must 
finally  be  through  the  common  duct  whether  the 
treatment  is  surgical  or  not,  so  why  not  first  as 
last  ? 
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I have  records  of  forty-six  patients  who  were 
advised  by  surgeons  that  a gallbladder  operation 
was  absolutely  necessary  but  by  medical  drainage 
they  have  been  restored  to  normal.  One  of  these 
has  had  no  treatment  since  1921  and  has  had  nc 
recurrence  of  the  cholecystitis.  The  time  after 
treatment  of  the  others  varies  from  one  to  six 
years. 


is  no  shadow  present  in  the  gallbladder  region.  At  a 
second  examination  the  gallbladder  fills  irregularly 
and  is  partially  filled  in  twenty-four  hours  after  the 
Boyden  meal.  The  roentgram  shows  no  opacities  in 
the  gallbladder  area. 

Comment. — Diagnosis  of  chronic  infection  of  the 
gallbladder  and  bile  ducts  was  made  on  the  tenderness 
in  the  gallbladder  region,  yellowness  of  the  conjunc- 
tivae  and  skin,  bile  in  the  urine,  pus,  epithelial  cells 
and  bacteria  in  each  specimen  of  recovered  bile  and 


19.  Fourteen  hour  film.  20.  One  hour  after  magnesium  sulphate  intraduodenalhv.  21.  One  hour  later.  Gallbladder 
shadow  has  disappeared.  Dark  bile  100  cubic  centimeters. 


CASE  REPORTS 

Case  No.  1. — Female,  67  years  of  age.  July  11,  1927. 

Past  history:  has  been  well  until  six  years  ago 
when  she  developed  dizzy  spells  with  attacks  of  nau- 
sea and  vomiting  and  severe  headaches.  These  last- 
ed three  to  four  days  and  have  gradually  increased  in 
severity  and  number.  She  sees  double  at  times  and 
her  eyes  tire  easily.  Her  heart  runs  fast  and  “jumps” 
at  times.  She  complains  of  a lump  in  her  stomach 
which  becomes  worse  with  any  food.  Has  been  consti- 
pated most  of  the  time.  Blood  in  stools  often.  Urina- 
tion is  normal  but  tbe  urine  is  very  dark.  Has  been 
gradually  losing  weight.  Menstruated,  last,  nineteen 
years  ago.  Skin  is  yellow  at  times. 

Present  trouble:  Attacks  of  dizziness,  vomiting, 

headaches,  seeing  double,  rapid  heart,  lump  in  stom- 
ach and  dull  pain  in  upper  abdomen.  She  is  very  ner- 
vous, worries  about  her  condition  a great  deal,  has 
no  appetite  and  is  losing  weight.  The  vomitus  is 
yellow  and  tastes  bitter.  She  eats  nothing  during  the 
three  or  four  days  of  the  attacks  which  are  coming 
about  once  a week  now.  She  is  so  dizzy  she  cannot 
stand  up.  If  she  lies  down  and  does  not  move  her 
eyes,  the  feeling  of  swaying  stops.  She  is  very  weak 
and  walks  with  assistance  only. 

Examination:  General  appearance:  Very  nervous, 
walks  with  difficulty  due  to  weakness  and  dizziness. 
Has  the  appearance  of  having  lost  a great  deal  of 
weight.  Conjunctivae  yellow.  A root  of  a tooth  with 
an  area  of  absorption  about  the  lower  incisor  area  is 
seen  in  the  roentgram.  Tenderness  in  the  gallbladder 
region,  bile  in  the  urine  and  the  skin  has  a yellow 
cast. 

Biliary  tract. — A,  B and  C biles  recovered  by  the 
transduodenal  method  contain  pus,  stained  epithelial 
cells  and  streptococci  in  each  specimen.  The  B bile 
is  black  and  thick. 

Gallbladder  visualization. — Fourteen  hours  after  the 
oral  administration  of  tetraiodophenolphthalein  there 


partially  filling  of  the  gallbladder  with  slow  empty- 
ing. 

Treatment. — She  was  put  on  a low  carbohydrate 
diet,  diathermy,  two  thousand  milliamperes  through 
the  gallbladder  was  given  twice  a week,  the  tooth 
root  was  extracted,  transduodenal  drainage  of  the  gall- 
bladder twice  a week  was  followed  for  twelve  weeks. 
In  three  weeks  the  dizziness  had  disappeared  and  she 
was  gaining  in  weight  and  strength  and  has  had  no 
nausea  or  vomiting  since.  She  has  gained  eighteen 
pounds  in  weight,  eats  anything  she  wishes,  has  no 
headaches  and  feels  as  well  as  she  did  six  years  ago 
before  the  developing  of  the  foregoing  symptoms. 

Outcome. — At  the  end  of  twelve  weeks,  by  the  Gra- 
ham technique,  the  gallbladder  filled  normally,  was 
clear  cut  in  outline,  of  equal  opacity  throughout  and 
emptied  in  three  hours  after  the  Boyden  meal  intra- 
duodenally.  The  bile  was  normal  to  all  tests. 

Case  No.  2. — Female,  49  years  of  age.  June  29,  1927. 
Has  had  pain  in  the  gallbladder  region  during  the 
last  two  years.  These  are  referred  into  the  right 
shoulder  region  and  are  accompanied  by  nausea  and 
vomiting  and  severe  headaches.  The  ey.  s become 
yellow  and  the  urine  very  dark.  She  is  tender  over 
the  upper  abdomen  for  several  days  after  each  attack. 

Examination  reveals  a tenderness  in  the  gallbladder 
region  with  some  rigidity  of  the  right  rectus  muscle 
in  the  same  region.  The  heart  rate  is  96  but  is  other- 
wise normal.  The  stomach,  after  the  barium  meal, 
is  one-half  full  in  six  hours.  Examination  of  the 
stomach  by  the  Rehfuss  method  shows  the  free  hy- 
drochloric acid  to  vary  from  8 to  12  and  the  total 
acidity  from  32  to  41.  In  the  duodenal  secretions 
pus  cells  and  staphylococci  are  present  in  large  num- 
bers, in  the  A,  B and  C biles  the  same  substances 
are  present.  Stained  epithelial  cells  are  found  in  the 
B bile  which  is  very  thick  and  dark  and  about  five 
cubic  centimeters  in  amount.  White  blood  count  is 
11,600.  Gallbladder  visualization  by  both  the  intrav- 
enous and  oral  method  shows  no  gallbladder  shadow. 
No  opacities  in  this  region  are  seen  in  the  roentgram. 
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Diagnosis. — Chronic  cholecystitis  with  an  acute  ex- 
acerbation. 

Treatment. — Non-surgical  gallbladder  drainage 

twice  a week  for  ten  weeks.  Diathermy  was  used 
through  the  gallbladder  region  after  each  drainage. 
The  B bile  gradually  became  thinner,  increased  in 
amount  and  the  pus  cells  and  bacteria  decreased.  At 
the  end  of  ten  weeks  the  gallbladder  shadow  was 
normal  in  outline  and  the  gallbladder  emptied  com- 
pletely within  four  hours  after  magnesium  sulphate 
33%  intraduodenally,  the  yolk  of  an  egg  and  four 
ounces  of  cream.  She  gradually  increased  in  weight, 
from  107  to  116  pounds.  She  has  had  none  of  her 
former  attacks  up  to  the  present  time  and  has  had 
no  headaches  since  then. 

Case  No.  3. — September  21,  1926.  Female,  63  years 
of  age. 

Past. — Attacks  consisting  of  nausea,  vomiting,  pain 
in  the  upper  right  abdomen  referred  to  the  right 
scapula  and  relieved  only  by  morphine.  For  several 
days  after  these  attacks  there  is  soreness  in  the 
upper  right  quadrant.  The  conjunctivae  and  skin 
have  been  yellow,  the  stool  light  in  color  and  the 
urine  dark  and  scanty.  She  complains  of  a great 
deal  of  "gas”  which  makes  her  bloat  considerably. 
She  was  advised  by  a surgeon  that  she  had  gallstones 
and  that  an  operation  was  necessary. 

Examination;  Blood  pressure,  systolic  158,  diastolic 
90.  There  is  tenderness  and  rigidity  in  the  gallblad- 
der region.  The  urine  is  dark  and  bile  is  present. 
Stomach  contents  by  the  Rehfuss  method  shows  a 
constant  decrease  in  the  free  hydrochloric  acid  and 
total  acidity.  Gallbladder  visualization:  No  shadow 
was  seen  in  the  roentgrams  on  three  different  occa- 
sions. Two  tests  were  by  the  oral  route  and  in  the 
third  the  tetraiodophenolphthalein  was  given  intra- 
venously. The  drainage  through  the  duodenal  tube 
recovered  25  cubic  centimeters  of  A bile,  no  B bile 
and  125  cubic  centimeters  of  C bile.  Clumps  vyhich 
contained  pus  and  stained  epithelial  cells  were  pres- 
ent in  each  specimen. 

Diagnosis. — Infection  of  the  entire  biliary  tract. 

Treatment. — Biliary  tract  drainage  by  the  duodenal 
method  twice  a week  for  seven  weeks  then  once  a 
month  for  four  months.  After  the  third  drainage  B 
bile  was  recovered  in  increasing  amounts  and  gradu- 
ally became  normal  in  appearance  and  contents.  At 
the  end  of  three  months  she  was  normal  physically 
with  no  abnormal  symptoms  in  the  gallbladder  region. 
Gallbladder  visualization  was  normal  in  every  respect. 
She  has  had  none  of  her  former  symptoms  since 
then. 

Case  No.  4. — December  26,  1925.  Female,  49  years 
of  age. 

Chief  complaint. — Pain  in  right  upper  quadrant  of 
abdomen,  under  right  scapula  and  passing  into  the 
right  shoulder.  This  has  been  present  for  the  last 
three  years  and  recently  has  gradually  become  more 
severe.  The  pain  now  comes  in  paroxysms  with  vom- 
iting, sweating,  yellowness  of  the  skin  and  eyes. 

Examination. — Reveals  a tenderness  in  the  gallblad- 
der region  and  pus  and  staphylococci  in  each  frac- 
tion of  the  bile  recovered.  The  Graham  test  shows 
an  irregularly  filled  gallbladder  which  is  about  one- 
half  empty  in  four  hours  after  the  Boyden  meal  and 
still  retains  some  of  the  dye  at  the  end  of  twenty- 
four  hours.  There  is  bile  in  the  urine.  Conjunctivae 
are  yellowish  and  the  skin  is  slightly  yellow  and  abra- 
sions due  to  scratching  are  present.  She  has  an  in- 
fectious arthritis  of  the  fingers  and  wrist  joints. 
Pyorrhea  is  present. 

Diagnosis. — Infection  of  the  entire  biliary  tract. 

Treatment. — Transduodenal  drainage  was  done 

twice  a week  until  February  6,  1926.  The  bile  frac- 
tions gradually  increased  in  amount,  the  B bile  be- 


came thinner  and  of  a lighter  color.  Since  May, 
1926,  she  has  had  none  of  her  former  attacks  up  to 
the  present  time.  The  arthritis  has  disappeared  with- 
out any  local  treatment.  She  was  injured  in  an  au- 
tomobile accident  October  19,  1927  but  this  did  not 
bring  on  any  attacks  of  her  old  trouble. 

Case  No.  5. — Male,  52  years  of  age. 

I saw  him  at  home  on  the  above  date  and  he 
complained  of  a sharp  pain  in  the  upper  right  quad- 
rant of  the  abdomen.  He  was  in  great  distress  and 
there  was  a rigidity  and  tenderness  in  the  same  quad- 
rant. One-half  a grain  of  morphine  was  necessary  to 
relieve  this  pain.  He  said  he  had  been  feeling  drowsy 
and  listless  for  a long  time  before  this.  A diagnosis 
of  stone  in  the  common  duct  was  made.  He  was 
referred  for  surgery  and  a stone  was  found  blocking 
the  common  duct.  This  was  removed.  However,  fol- 
lowing this  his  skin  and  eyes  became  yellow.  He 
was  losing  weight,  the  stool  was  whitish  and  bile 
was  present  in  the  urine.  Pus  and  stained  epithelial 
cells  were  present  in  the  A,  B and  C biles.  The  Gra- 
ham test  showed  a “patchy”  shadow  which  did  not 
disappear  entirely  in  six  hours  after  the  Boyden 
meal.  He  was  given  transduodenal  drainages  and 
in  three  months  had  gained  thirty-five  pounds  in 
weight  which  was  twenty-five  pounds  more  than  he 
had  ever  weighed  before.  He  was  feeling  normal  in 
every  way  and  has  continued  so  up  to  the  present 
time. 

X CONCLUSIONS 

V That  the  gallbladder  as  well  as  the  rest  of  the 
biliary  tract  can  or  cannot  be  drained  transduo- 
denally  by  stimulation  of  the  duodenal  mucosa  is 
the  result  attempted  in  the  foregoing  work.  This 
effort  covers  a period  of  five  years  of  office 
practice.  ) 

It  has  been  shown  the  gallbladder  empties  by 
this  method  through  the  following  data ; ( 1 ) by 
the  resemblance  of  the  B bile  recovered  to  the 
bile  in  the  gallbladder  in  man  and  animal  through 
direct  observation;  (2)  by  the  emptying  of  the 
gallbladder  as  shown  by  the  disappearance  of  the 
gallbladder  shadow  (Graham  Test)  after  duo- 
denal stimulation  by  magnesium  sulphate,  egg 
and  cream  and  other  substances;  (3)  by  seeing 
the  collapse  of  the  gallbladder  in  man  and  ani- 
mals after  intraduodenal  stimulation;  (4)  by  in- 
jecting carmine  into  the  animal  gallbladder  and 
recovering  it  in  the  B bile  in  the  duodenum ; 
(5)  by  return  to  normal  function  of  the  gallblad- 
der as  shown  by  gallbladder  visualization  method 
of  Graham;  (6)  by  a reduction  in  blood  plasma 
cholesterol  after  a course  of  these  treatments ; 
(7)  by  the  high  proportion  of  iodine  in  the  B 
bile  recovered  after  the  administration  of  tetra- 
iodophenolphthalein; and  (8)  by  the  increased 
amount  of  B bile  and  the  disappearance  of  path- 
ologic contents  after  the  treatment,  in  patients 
affected  by  biliary  tract  disease. 

It  is  of  value  diagnostically  by  affording  di- 
rect examination  of  the  fractional  portions  of  the 
bile. 
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It  is  of  value  in  treatment  of  biliary  tract  dis- 
eases which  have  long  been  considered  to  belong 
in  the  surgical  domain. 

It  overcomes  biliary  stasis  when  organic  ob- 
struction is  not  present  and  thus  prevents  many 
surgical  operations  with  their  high  cost,  pain, 
loss  of  time  and  with  their  long  train  of  se- 
quellae. 

It  will  not  remove  gallstones,  fibrotic  gall- 
bladder disease  or  organic  obstructions  of  the 
cystic  or  other  biliary  ducts. 


In  conclusion  I feel  that  I have  proved  beyond 
any  doubt  that  transduodenal  drainage  will  drain 
the  gallbladder  as  well  as  the  rest  of  the  biliary 
tract  and  know  those  who  will  give  this  method 
a fair  trial  will  agree  with  the  foregoing  state- 
ments. 

Finally,  I believe  this  method  of  medical  treat- 
ment of  biliary  disease  will,  after  the  physician 
has  had  the  proper  training,  find  a valuable  place 
in  the  treatment  of  many  diseases  of  the  biliary 
tract.  ) 

/ — 1001  Federal  Trust  Building. 


UNDULANT  FEVER* 

H.  H.  WAITE,  M.  D., 
Lincoln,  Nebr. 


About  the  middle  of  the  decade  1880-1890,  a 
decade  in  which  the  first  pathogenic  bacteria 
were  isolated  and  their  relationship  to  disease 
established,  David  Bruce  obtained  his  medical 
degree  from  the  University  of  Edinburgh.  At 
this  time  he  was  without  funds  and  engaged  to 
be  married  to  a young  woman  also  without  fi- 
nancial resources.  Neither  of  them  was  willing 
to  postpone  marriage  until  Bruce  could  establish 
a practice.  Fie  therefore  joined  the  British 
Army  IMedical  Service  on  a salary  of  one  thou- 
sand dollars  a year. 

Bruce  was  ordered  to  report  to  the  English 
garrison  on  the  Island  of  Malta  in  the  IMed- 
iterranean  Sea.  On  this  Island  he  spent  his 
honeymoon  with  his  newly-wedded  bride.  Bruce 
was  energetic  and  curious,  more  interested  in  a 
disease  peculiar  to  the  Island  than  in  the  routine 
duties  of  the  garrison.  With  very  little  knowl- 
edge of  the  then  new  science  of  bacteriology,  and 
with  almost  no  equipment,  he  set  up  a labora- 
tory in  a dilapidated  shack,  determined  to  dis- 
cover the  cause  of  the  mysterious  disease,  IMalta 
fever,  as  it  was  then  known. 

Undulant  fever  has  been  definitely  known  for 
many  centuries.  It  existed  in  ancient  Greece. 
Hippocrates,  in  his  work  on  epidemics,  describes 
a protracted  fever  which  sometimes  continued 
for  120  days  or  more,  characterized  by  exacerba- 
tions and  remissions.  Hippocrates  writes : 

“Apyrexia  at  times,  at  others  not;  for  if  the  fever 
intermitted  and  was  alleviated  for  a little  while  it 
immediately  relapsed  again.” 

From  the  time  of  Hippocrates  to  the  begin- 
ning of  the  eighteenth  century  there  is  no  men- 
tion or  description  of  any  disease  which  could 
be  identified  with  undulant  fever.  There  is  little 

*Bdad  before  the  liancaster  County  Medlc&l  Society.  March  19.  1929. 


reason  to  doubt,  however,  that  it  has  existed  in 
Greece  and  other  lands  around  the  Mediterra- 
nean Sea,  and  very  probably  in  other  places  as 
well,  from  the  time  of  Hippocrates  to  the  pres- 
ent. Although  Hippocrates  first  described  this 
disease  with  such  accuracy  as  to  leave  no  doubt 
that  he  was  portraying  the  symptom  complex  of 
the  present  day  undulant  fever,  it  is,  neverthe- 
less, extremely  probable  that  it  existed  many 
centuries  before  his  era. 

Gleghorn,  in  his  classical  monograph  on  the 
fevers  of  Minorca  written  in  1751,  describes  one 
in  which  there  was  an  irregular,  incurable,  and 
continued  fever,  characterized  by  numerous  re- 
lapses and  excessive  perspiration.  In  a report 
on  an  autopsy  of  one  of  his  cases,  he  states  that 
the  spleen  was  “so  excessively  soft  and  rotten, 
that  it  had  more  the  appearance  of  congealed 
blood  wrapped  in  a membrane  than  of  the  origin- 
al part.” 

The  importance  of  undulant  fever  was  not 
recognized  until  the  latter  part  of  the  eighteenth 
century  when  many  cases  in  the  Island  of  Malta 
gave  it  the  name  of  Malta  fever  which  it  retained 
until  comparatively  recent  times.  The  discovery 
that  the  disease  was  widespread  and  not  limited 
to  the  Island  of  Malta  seemed  to  demand  a 
more  descriptive  name  and  it  has,  therefore,  been 
designated  undulant  fever  in  accord  with  its 
most  characteristic  symptom.  The  disease  was 
first  accurately  described  by  Marston,  who  suf- 
fered from  it,  in  1859.  Previous  to  this  time 
it  had  been  confused  with  malaria,  typhoid, 
typhus,  and  other  fevers.  Marston  very  clear- 
ly differentiated  it  from  these  fevers,  particular- 
ly from  typhoid  and  typhus  fevers.  Veale  in 
1879,  from  his  studies  of  soldiers  invalided 
home  from  Mediterranean  stations,  confirmed 
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Marston’s  claims  and  still  more  clearly  differ- 
entiated it  from  malaria,  typhoid,  typhus,  re- 
mitting, and  other  fevers.  From  his  study  of 
the  symptomatology  and  pathology  of  the  dis- 
ease, Veale  established  undulant  fever  as  a 
specific  disease. 

Bruce  first  saw  the  organism  which  causes 
undulant  fever  in  material  which  he  removed 
from  the  spleen  by  means  of  a sterile  trocar. 
The  man  from  whom  he  secured  his  material 
had  died  following  an  illness  of  fifteen  days. 
Since  he  was  not  allowed  to  perform  an  autopsy, 
he  obtained  some  of  the  splenic  pulp  by  making 
a puncture  through  the  body  wall.  In  the  frag- 
ments of  tissue,  Bruce  found  enormous  numbers 
of  single  microorganisms  which  he  described  as 
micrococci  and  named  Micrococcus  melitensis. 
Later  investigations  have  shown  that  this  or- 
ganism is  a short  bacillus  and  it  is,  therefore, 
frequently  called  the  coccobacillus  of  undulant 
fever.  Bruce  isolated  the  organism  a few  years 
later  from  cultures  grown  on  agar.  In  hanging 
drops  from  growths  on  some  culture  media,  it 
has  a coccus-like  appearance,  the  individual 
cocci  having  a diameter  of  0.3  to  0.4  of  a micron. 
Grown  on  certain  other  media,  for  example,  in 
fresh  blood  cultures,  it  takes  on  a very  evident 
bacillary  form.  The  rods  may  attain  a length 
of  0.8  to  1.8  microns  with  a width  of  0.3  to  0.4 
of  a micron.  They  are  arranged  singly  and  in 
pairs,  less  frequently  in  short  chains,  and  in 
fluid  media  one  or  two  weeks  old  long  threads 
may  be  found. 

Motility. — The  organism  does  not  have  any 
real  motion.  It  has,  however,  an  active  Brown- 
ian motion. 

Staining  properties. — It  stains  readily  with 
the  usual  simple  aniline  dyes.  It  is  Gram  neg- 
ative. 

Cultural  characteristics. — It  grows  rather 
readily  on  all  the  ordinary  solid  and  liquid  cul- 
ture media.  Development  is  slow,  several  days 
being  required  for  the  appearance  of  a visible 
growth.  The  optimum  reaction  of  the  medium 
should  be  from  7.8  to  7.6  pH.  Its  resistance  is 
greater  to  alkalies  than  to  acids.  It  grows  be- 
tween the  temperatures  of  6°  to  45°  C.  Its  op- 
timum temperature  is  37°  C.  Even  up  to  48°  C. 
growth  is  very  little  modified.  Between  48°  to 
45°  C.  growth  is  markedly  retarded  and  involu- 
tion forms  appear.  Still  more  markedly  is  growth 
retarded  at  the  lower  temperatures.  No  growth 
takes  place  below  6°  C.  nor  above  45°  C. 

Oxygen  requirements. — It  grows  best  in  the 


presence  of  free  o.xygen.  Growth  is  slow  under 
anaerobic  conditions.  Descriptions  of  other  more 
specific  cultural  relations  and  characteristics  are 
not  described  since  they  may  readily  be  found 
in  all  standard  works  on  bacteriology. 

Pathological  changes. — Since  the  death  rate  in 
undulant  fever  is  low,  there  are  relatively  few 
records  of  autopsies  in  undulant  fever.  However, 
sufficient  data  have  been  collected  to  make  it 
evident  that  undulant  fever  is  accompanied  by 
few  gross  pathological  lesions.  Only  three  or- 
gans, all  in  the  abdomen,  constantly  show  gross 
changes,  namely,  the  spleen,  the  liver,  and  the 
lymph  glands,  particularly  the  mesenteric  and  the 
retroperitoneal  lymph  glands. 

Spleen. — The  spleen  is  always  enlarged.  Its 
weight  varies  from  about  600  grams  in  acute 
cases  to  8,500  grams  in  cases  which  run  a pro- 
longed chronic  course.  Pepere  has  recorded  a 
case  in  which  the  dimensions  of  the  spleen  were 
87x13x9  centimeters,  its  weight  750  grams.  Its 
color  is  a very  dark  red.  In  some  areas  it  is 
almost  black.  The  capsule  is  firm.  On  section 
the  pulp  is  soft  and  doughy,  of  dark  red  color, 
and  permeated  with  numerous  hemorrhagic  in- 
farcts which  are  drier  and  more  compact  than 
the  rest  of  the  parenchyma.  On  this  account  the 
surface  appears  irregularly  granular.  In  many 
instances  the  whole  spleen  appears  like  a clot  of 
blood  lying  within  the  capsule.  The  follicles  are 
usually  seen  with  difficulty  on  account  of  the 
amount  of  blood  present. 

Liver. — As  a rule  the  liver  is  increased  in  size. 
According  to  Hughes  its  weight  fluctuates  be- 
tween 1,400  and  8,700  grams.  It  may  be  dark 
red  or  colorless,  with  various  gradations  between 
these  two  extremes.  The  appearance  of  the  cut 
surface  varies  in  a like  manner.  Areas  of  con- 
gestion alternate  with  pale  anemic  zones.  The 
structure  of  the  lobule  is  for  the  most  part  clear- 
ly outlined. 

Lymph  glands. — The  lymph  glands  are  more 
or  less  swollen  but  as  a rule  compact.  Some- 
times they  are  soft  as  a result  of  suppurative 
foci.  Such  foci  occur  particularly  in  the  mesen- 
teric glands.  The  substance  of  the  glands  is  for 
the  most  part  rose  red,  the  color  often  extending 
to  the  injected  capsule.  On  section  the  par- 
enchyma is  found  to  be  soft.  The  enlargement 
and  softening  of  the  glands  is  not  due  to  hyper- 
plasia of  the  follicles  or  medullary  cords.  Some 
of  the  follicles  and  cords  show  atrophy.  In  these 
areas  the  lymphocytes  show  all  stages  of  degen- 
eration— karyolysis  and  karyorrhexis.  The  swell- 
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ing  is  chiefly  due  to  congestion.  The  sinuses  are 
dilated  through  the  pressure  exerted  by  the  swol- 
len and  desquamated  endothelium.  In  many  in- 
stances they  are  filled  with  blood.  Numerous 
necrotic  foci  are  distributed  throughout  the  glan- 
dular tissue. 

Bone  marrozo.- — The  bone  marrow  is  some- 
times normal  in  appearance ; at  other  times  it 
may  be  intensely  hyperemic.  ^licroscopically, 
the  same  retrograde  changes  are  seen  as  are  pres- 
ent in  the  spleen  and  lymph  glands.  Especially 
may  granular  and  amorphous  necrotic  foci  be 
observed  in  which  nuclear  fragments  are  scat- 
tered. No  signs  of  karyokinetic  cell  changes  are 
to  be  seen  in  the  surviving  living  cells. 

Intestinal  tract. — Small  hemorrhages  may  oc- 
cur in  the  mucous  membrane,  especially  in  that 
of  the  duodenum.  Superficial  ulcers,  catarrhal 
in  type,  are  occasionally  present. 

Kidneys. — The  kidneys  are  usually  markedly 
congested.  As  a rule  no  observable  degenera- 
tive changes  are  present  in  the  parenchymal 
cells.  There  may  be  minute  foci  of  small  round- 
celled  infiltration.  During  the  entire  course  of 
undulant  fever,  the  kidneys  functionate  normally 
or  nearly  so.  In  individual  cases  large  white  kid- 
neys or  an  acute  parenchymatous  nephritis  may 
be  observed. 

Heart,  nervous  system,  and  other  organs  and 
tissues. — As  a rule  all  these  organs  and  tissues 
have  a normal  appearance.  In  individual  cases 
changes  may  occur.  Arthritis,  orchitis,  and  var- 
ious suppurative  complications  may  occasionally 
be  observed. 

In  experimental  infections  of  some  animals, 
the  guinea  pig  for  example,  granulomatous 
nodules  or  diffuse  infiltrations  consisting  of  en- 
dothelial cells,  similar  to  tuberculous  nodules,  are 
occasionally  seen.  In  man  similar  nodules  con- 
taining epithelioid  cells  have  occasionally  been 
found  in  the  lymphoid  splenic  follicles.  Injec- 
tions of  living  cultures  of  the  Brucella  mclitensis 
into  the  skin  of  goats  are  not  infrequently  fol- 
lowed by  nodular  formations  in  which  epithelioid, 
lymphoid  and  giant  cells  are  observed.  The  cen- 
tral parts  of  these  nodules  may  finally  necrose, 
presenting  a picture  comparable  with  the  other 
granulomata.  Gilbert  and  Coleman  have  re- 
cently reported  a case  of  undulant  fever,  probably 
traumatic  in  origin,  which  would  not  have  been 
recognized  because  of  its  mildness,  had  it  not 
been  known  that  the  patient  had  sustained  an 
accident  in  the  laboratory.  The  strain  of  Bru- 
cella melitensis,  var.  bovine,  causing  this  infec- 


tion, regularly  produces  tubercle-like  lesions  in 
guinea  pigs. 

Since  the  various  types  of  Brucella  melitensis 
have  been  obtained  more  or  less  uniformly  from 
the  blood  of  undulant  fever,  recovery  of  the  germ 
from  the  different  organs  and  tissues  ought  to  be 
of  frequent  occurrence.  It  may  be  isolated  in 
nearly  all  cases  from  the  bile,  and  from  the  lymph 
glands  and  the  spleen.  It  may  often  be  isolated 
from  the  liver  and  the  kidneys.  As  far  as  infec- 
tion in  man  is  concerned,  the  most  important 
sources  are  the  urine,  milk,  and  milk  products,  of 
the  domestic  animals  with  which  he  comes  in 
contact,  since  Brucella  melitensis  and  the  varieties 
caprine,  bozine,  porcine,  ovine  and  equine  are 
apparently  the  only  members  of  the  Brucella 
group  which  are  found  in  human  infection. 

Domestic  animals. — Goats,  cows,  sheep,  horses, 
mules  and  asses  are  susceptible  to  both  natural 
and  experimental  infection.  The  goat  is  the  most 
important  animal  as  far  as  natural  infection  is 
concerned.  The  cow  is  next  in  importance ; sheep 
and  swine  appear  to  be  much  less  frequently  in- 
fected. In  countries  in  which  goats  are  not 
raised  in  any  considerable  number,  as  in  the 
United  States,  cows  are  the  chief  source  of  in- 
fection. 

Other  animals. — iNIonkeys  artificially  infected 
through  inoculation  or  by  feeding  develop  a dis- 
ease which  is  in  all  respects  very  similar  to  un- 
dulant fever  in  man.  In  rare  instances  guinea 
pigs  have  been  infected  spontaneously.  They  are 
easily  infected  artificiallv  and  the  same  is  true  of 
rabbits,  rats  and  mice.  There  are  no  recorded 
observations  of  natural  infections  in  any  of  the 
rodents  except  the  guinea  pig.  Dogs  and  cats 
have  apparently  been  responsible  for  infection  in 
man  in  some  cases.  Fiorentini  has  grown  a bac- 
terium from  the  spleen  of  a hen  suffering  from 
an  epidemic  disease  which  he  believes  belongs  to 
the  Brucella  group. 

Undulant  fever  occurs  in  all  parts  of  the 
world.  It  is  apparently  co-extensive  with  the 
geographical  distribution  of  the  domestic  animals. 
How  long  it  has  existed  in  the  United  States  is 
problematical.  Since  the  symptoms  are  protean 
in  many  instances,  particularly  in  infections  of  the 
milder  type,  it  is  probable  that  many  cases  have 
occurred  in  the  past,  and  are  occurring  now, 
which  have  not  been  recognized.  Undulant  fever 
in  the  United  States  was  first  recognized  and  de- 
scribed by  Craig  in  1903.  During  that  year  a 
nurse  on  duty  in  a military  hospital  in  Washing- 
ton, D.  C.,  contracted  a disease  which  Craig  di- 
agnosed Malta  fever.  It  was  believed  that  the 
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infection  had  probably  resulted  from  nursing 
soldiers  who  had  been  invalided  home  from  the 
Philippine  Islands.  In  the  same  contribution 
Craig  reported  nine  cases  of  undulant  fever  oc- 
curring in  soldiers  who  were  infected  in  the  Phil- 
ippine Islands. 

In  1911  Ferenbaugh  reported  five  cases  of 
Malta  fever  occurring  in  May  of  that  year  in 
persons  engaged  in  the  goat  raising  industry 
along  the  Pecos  River  in  Texas.  Later  in  the 
same  year  Gentry  and  Ferenbaugh  made  a more 
extensive  report  of  the  disease  in  Texas  and  came 
to  the  conclusion  that  it  was  endemic. 
They  investigated  an  endemic  area  extending 
along  the  Rio  Grande  River  for  approximately 
300  miles  and  to  the  north  for  90  miles,  including 
the  Neuces  and  lower  Pecos  River  countries.  Gen- 
try and  Ferenbaugh  found  that  all  the  cases  of 
Malta  fever  were  restricted  to  the  goat  raising 
area.  In  every  instance  those  infected  had  either 
drunk  unboiled  goat’s  milk  or  had  been  actively 
engaged  in  the  goat-raising  industry.  The  dis- 
ease does  not  seem  restricted  by  climate  to  any 
particular  zone.  It  prevails  at  all  seasons  of  the 
year.  In  1928  Lake  reported  the  first  epidemic 
of  undulant  fever  occurring  in  any  city  in  the 
United  States.  It  took  place  in  Phoenix,  Ari- 
zona, the  source  of  infection  being  goat’s  milk 
from  a single  first  class  dairy.  Holt  and  Rey- 
nolds conclude  from  their  study  of  Malta  fever 
along  the  Mexican  border  that  the  disease  has 
existed  in  Texas  for  about  forty  years  and  for 
at  least  fifteen  years  in  Arizona.  They  were  not 
able  to  secure  reliable  data  from  which  to  esti- 
mate the  length  of  time  it  has  existed  in  New 
Mexico.  The  importation  of  goats  from  Mexico 
has  been  permitted  for  many  years  and  it  is  prob- 
able that  infected  goats  have  entered  these  three 
states  for  many  years.  It  is  the  belief  of  Holt 
and  Reynolds  that  Malta  fever  is  endemic  along 
the  entire  Mexican  border  of  Texas,  New  Mex- 
ico, and  Arizona,  and  that  conditions  are  favor- 
able for  the  spread  of  the  disease.  They  believe 
that  many  cases  of  Malta  fever  in  man  are  over- 
looked through  faulty  diagnosis.  On  account  of 
the  difficulties  encountered  in  diagnosing  atypical 
cases,  it  is  unfair  to  indict  the  skill  of  physicians 
attending  the  cases.  They  say  that  “in  the  south- 
west, Malta  fever  should  always  be  suspected  in 
long-continued  fevers,  unless  the  diagnosis  is 
definitely  that  of  some  other  condition.” 

The  relationship  of  Brucella  melitensis,  caus- 
ing Malta  fever  in  goats  and  man,  to  Bacillus 
abortus,  isolated  by  Bang  in  1897,  causing  con- 
tagious abortion  in  cows,  was  definitely  establish- 
ed by  Alice  Evans  in  1918.  Subsequent  investi- 


gations have  virtually  proven  the  identity  of  Bru- 
cella melitensis  and  Bacillus  abortus  of  cows  and 
other  domestic  animals.  This  close  relationship 
has  led  to  the  inclusion  of  all  the  strains  in  the 
genus  “Brucella” . In  1925,  Miss  Evans  worked 
with  68  strains  obtained  from  several  countries. 
From  serological  tests  she  concluded  that  they 
should  be  divided  into  not  less  than  eight  dif- 
ferent groups.  Five  strains  isolated  from  men 
in  the  United  States  belonged  to  the  abortus  var- 
iety. Keefer,  in  1924,  described  a case  of  undu- 
lant fever  in  which  the  evidence  presented  abso- 
lute proof  that  the  cause  was  the  Brucella  meli- 
tensis, var.  bovine.  Shortly  after,  cases  were  re- 
ported by  Evans,  Duncan,  Huddelson,  Carpenter 
and  others.  Since  the  discovery  of  the  first  case 
of  undulant  fever  in  the  United  States,  due  to  the 
Brucella  melitensis,  var.  bovine,  by  Keefer  in 
1924,  many  other  cases  have  been  diagnosed  both 
in  the  United  States  and  in  other  countries 
throughout  the  world.  The  importance  of  undu- 
lant fever  in  the  United  States  is  greater  than 
is  recognized  at  the  present  time,  since  it  has 
hitherto  been  diagnosed  infrequently.  Statistics 
of  its  occurrence  in  most  parts  of  the  United 
States  are  nil.  At  the  annual  meeting  of  the 
American  Public  Health  Association,  held  in 
Chicago  during  October,  1928,  one  entire  after- 
noon was  devoted  to  a symposium  on  undulant 
fever.  At  this  session  six  papers  were  presented 
and  discussed.  Two  epidemiological  studies 
were  also  presented  in  a special  session  devoted 
to  epidemiology.  Hardy,  State  Epidemiologist  of 
Iowa,  presented  a series  of  83  cases.  These  re- 
ports were  from  a relatively  small  part  of  the 
United  States,  being  confined  to  Connecticut, 
New  York,  Ohio,  Washington,  D.  C.,  Michigan 
and  Iowa.  A few  other  states  have  reported  a 
limited  number  of  cases.  However,  a rapidly  in- 
creasing number  of  cases  is  being  recognized 
and  diagnosed  since  the  relationship  of  Bang’s 
bacillus  of  contagious  abortion  to  human  infec- 
tion has  been  established. 

Symptomatology. — In  domestic  animals  infec- 
tion with  the  various  strains  of  Brucella  meliten- 
sis is  usually  without  symptoms  or  if  present  they 
are  mild  in  character.  Abortion  in  cows,  less 
frequently  in  goats  and  sheep,  may  be  the  only 
indication  of  infection.  Bruce’s  original  defini- 
tion of  Malta  fever,  “a  disease  of  long  duration, 
characterized  clinically  by  continued  fever,  pro- 
fuse perspiration,  frequent  relapses,  rheumatic 
neuralgic  pains,  swelling  of  joints  or  orchiti,<! ; 
bacteriologically  by  the  presence  in  the  blood  and 
organs  of  Brucella  melitensis,  or  Bacillus  abor- 
tus”, is  a pretty  accurate  description  of  the  symp- 
toms of  the  typical  case  of  today.  The  onset  of 
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undulant  fever  has  many  symptoms  similar  to 
those  seen  in  various  other  diseases,  such  as  chills, 
headache,  anorexia,  and  digestive  disturbances. 
The  more  characteristic  symptoms  of  the  disease 
are:  Profuse  perspiration,  usually  constipation, 
muscular  pains,  insomnia  and  mental  depression. 
Relapses  are  common  and  often  accompanied  by 
pains  in  the  muscles,  joints,  and  along  the  course 
of  the  nerves.  Sometimes  the  joints  are  swollen 
and  there  is  not  infrequently  a complicating  or- 
chitis. A typical  case  of  Malta  fever  is  charac- 
terized by  a step-like  elevation  of  temperature 
which  usually  rises  to  103°  F.  by  the  fifth  day. 
From  this  time  on  for  from  12  to  15  days  the 
temperature  remains  high,  reaching  103°  F.  to 
105°  F.  daily  during  the  afternoon.  In  some 
severe  cases  it  has  reached  107°  F.  The  pulse  is 
not  greatly  increased  in  frequency,  usually  run- 
ning between  80  and  90.  The  temperature  now 
begins  to  fall  and  may  continue  to  do  so  for  two 
weeks  or  more  when  it  often  becomes  normal. 
After  a few  days  a relapse  occurs  in  which  the 
sjTnptoms  are  usually  less  severe  than  in  the 
preceding  attack.  Many  relapses  may  occur  be- 
fore recovery  takes  place,  and  the  disease  may 
be  long  drawn  out,  not  infrequently  lasting  for 
two  or  three  years,  sometimes  for  seven  years  or 
more. 

Every  repetition  of  an  attack  of  fever  weakens 
the  patient  and  a marked  anemia  is  always  pres- 
ent in  prolonged  cases.  The  spleen  is  swollen 
and  frequently  painful.  The  joints,  particularly 
those  of  the  hip,  knee,  ankle,  and  shoulder,  are 
swollen  but  usually  without  any  redness.  The 
characteristic  pains  of  arthritis  are  present.  Neu- 
ritis is  common,  the  sciatic  nerve  being  frequent- 
ly involved.  As  might  be  expected  in  a disease 
with  so  protracted  a course,  complications  of  a 
varied  and  multiform  nature  may  occur.  In  ad- 
dition to  the  type  described  above,  which  usually 
lasts  for  about  three  months,  other  types  are 
often  described ; the  malignant  form  which  be- 
gins abruptly  with  a high  fever,  runs  a course 
similar  to  typhoid  fever,  often  ending  in  death 
in  one  to  three  weeks ; an  intermittent  type  with 
gradual  onset,  mild  symptoms  and  a,  protracted 
course,  six  months  or  more ; an  “ambulatory” 
type  with  very  mild  symptoms,  which  can  only 
be  diagnosed  through  isolating  the  germ  from 
the  blood  or  urine  or  by  serological  tests.  The 
ambulatory  case  may  be  one  of  the  most  impor- 
tant means  of  transmitting  the  disease. 

Diagnosis. — In  most  cases  diagnosis  from  the 
clinical  symptoms  alone  is  difficult  or  impossible 
during  the  first  month  or  six  weeks  of  the  dis- 
ease, since  the  syndrome  is  incomplete  before  the 


end  of  this  period.  During  this  time  the  patient’s 
signs  and  symptoms  are  usuall}’  mild  and  indefin- 
ite. They  are  of  such  a general  nature  as  to 
furnish  no  basis  for  a differential  diagnosis  and 
might  occur  in  almost  any  communicable  dis- 
ease. There  may  be  lassitude,  loss  of  appetite, 
constipation  and  vague  pains  of  moderate  in- 
tensity. In  some  cases  recovery  occurs  before 
a charactertistic  syndrome  is  developed.  In  oth- 
ers the  symptoms  increase  in  severity.  The  pa- 
tient no  longer  feels  able  to  pursue  his  customary 
occupation  and  goes  to  bed.  By  this  time  his 
temperature  has  usually  reached  103°  to  104°  F. 
Headache,  intense  lassitude,  excessive  perspira- 
tion, constipation,  pains  in  the  joints,  neuralgic 
pains,  and  sometimes  orchitis  and  other  less  char- 
acteristic symptoms  arise.  Respiratory  symptoms 
may  appear  at  this  stage.  This  should  not  lead 
to  a diagnosis  of  influenza,  since  there  are  no 
respiratory  symptoms  during  the  first  few  weeks 
of  the  disease. 

Undulant  fever  has  often  been  diagnosed  ty- 
phoid fever,  arthritis,  tuberculosis,  malaria,  and 
less  frequently  some  other  disease.  In  typhoid 
fever  the  temperature  curve  is  different,  there 
is  often  delirium,  loss  of  appetite,  frequently  diar- 
rhoea, and  usually  no  marked  perspiration.  In 
undulant  fever  the  mind  remains  clear  in  spite 
of  the  high  temperature,  the  appetite  is  usually 
good,  the  bowels  constipated,  the  temperature  re- 
mitting or  intermitting,  and  there  is  profuse  per- 
spiration. In  typhoid  fever  serological  tests  are 
positive  for  the  typhoid  bacillus ; in  undulant  fev- 
er they  are  positive  for  the  Brucella  melitensis. 
Other  specific  tests  quite  definitely  differentiate 
them  from  one  another. 

In  about  50  per  cent  of  the  cases  of  undulant 
fever  there  are  arthritic  symptoms.  The  joints 
are  swollen,  painful,  and  there  may  be  extensive 
exudation.  Redness  over  the  swollen  area  is  of 
rare  occurrence.  Treatment,  which  often  relieves 
the  pain  in  arthritis,  is  nearly  always  without  ef- 
fect in  undulant  fever.  Involvement  of  the  heart 
and  pericardium  practically  never  occurs  in  the 
latter  disease.  The  pains  in  the  joints  are  fre- 
quently very  similar  to  those  of  gonorrheal  ar- 
thritis. From  gonorrheal  arthritis  it  may  usually 
be  separated  through  differential  diagnosis.  The 
specific  organism  has  sometimes  been  isolated  in 
cultures  from  the  exudate  aspirated  from  the 
joints. 

In  all  except  the  mild  cases,  there  is  a second- 
ary anemia  which  is  nearly  always  commensurate 
with  the  severity  and  duration  of  the  disease. 
Nearly  all  agree  that  there  is  usually  a leuco- 
penia  with  lymphocytosis.  Many  consider  pro- 
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fuse  perspiration  the  most  characteristic  symptom 
in  a typical  case.  In  about  To  per  cent  of  the 
cases  there  is  nerve  involvement,  the  cranial,  fa- 
cial, and  sciatic  nerves  being  most  frequently  af- 
fected. Lumbago  is  sometimes  an  annoying 
manifestation.  In  the  later  stages  of  severe  cases, 
hemorrhage  from  the  nose,  stomach  and  intes- 
tines, may  occasionally  occur.  Since  respiratory 
symptoms,  though  common  after  the  disease  has 
continued  for  some  time,  do  not  occur  early, 
influenza  should  not  offer  much  difficul- 
ty in  the  differential  diagnosis.  There  are 
no  specific  symptoms  of  diagnostic  significance 
on  the  part  of  the  digestive  system  or  urinary 
tract.  A coated  tongue,  fetid  breath,  a disagree- 
able taste,  and  constipation  are  the  usual  symp- 
toms. As  a rule  there  is  very  little  disturbance 
in  the  secretion  of  the  urine.  Sometimes  it  is 
scanty  and  dark  colored.  Evidence  of  nephritis 
is  uncommon.  In  some  of  the  more  severe  cases 
there  may  be  a true  nephritis.  Since  the  symp- 
toms of  the  disease  are  very  frequently  atypical, 
chief  reliance  should  be  placed  on  laboratory 
tests  in  making  the  diagnosis. 

In  many  cases  the  organism  has  been  obtained 
in  cultures  from  the  blood,  urine,  and  milk,  and 
might  be  isolated  through  puncture  of  the  spleen 
were  such  a measure  justifiable.  Although  the 
organism  is  frequently  present  in  the  bile,  it  us- 
ually cannot  be  isolated  from  the  feces.  On  ac- 
count of  the  bactericidal  properties  of  the  blood, 
it  is  necessary  to  use  a sufficient  quantity  of 
bouillon  to  counteract  this  effect.  Castellani  in- 
oculates each  of  a series  of  flasks,  containing 
from  50  to  100  cc  of  bouillon,  with  one  cc 
of  blood.  From  five  to  ten  flasks  should  be  thus 
inoculated.  Growth  of  the  organism  is  slow  and 
several  days,  sometimes  six  or  seven,  may  elapse 
before  a visible  cloudiness  is  observed.  Streak 
subcultures  on  plain  or  glycerine  agar  should 
be  made  at  the  end  of  twenty-four  hours  and  if 
no  growth  occurs  daily  cultures  should  be  made 
until  growth  is  obtained.  Before  considering 
the  blood  negative,  subcultures  from  the  bouillon 
should  be  made  for  at  least  seven  consecutive 
days.  Positive  cultures  are  frequently  obtained 
from  the  blood  on  the  second  day  after  the  first 
appearance  of  symptoms.  If  not  obtained  on  the 
first  trial,  other  cultures  should  be  made  later  in 
the  disease.  Agglutinin  absorption  and  comple- 
ment fixation  tests  should  be  made  to  determine 
the  race  or  type  of  organism  causing  the  infection. 
Since  the  Bacterium  tularcnse  is  agglutinated  by 
serum  from  undulant  fever  patients  in  relatively 
high  dilutions,  and  since  the  converse  is  true, 
agglutinin  absorption  tests  should  be  made  to  de- 


termine the  specific  agglutinin.  If  the  organism 
cannot  be  isolated  from  the  blood,  milk,  urine,  or 
other  secretions  or  tissues,  agglutitiin  absorption 
and  complement  fixation  tests  should  be  made 
with  serum  from  the  patient.  In  other  agglutina- 
tion tests  the  dilution  should  be  at  least  1 to  50, 
preferably  1 to  100  or  higher. 

Since  laboratory  workers  have  been  accident- 
ally infected  in  making  these  tests,  the  suspen- 
sions used  in  the  tests  should  contain  only  dead 
bacteria.  Miss  Alice  Evans  was  accidentally  in- 
fected in  1923  and  has  not  yet  recovered.  Bitter- 
er was  also  infectekl  when  the  contents  of  a bot- 
tle containing  a culture  of  the  organism  was 
splashed  in  his  face.  Lake  was  infected  in  con- 
nection with  his  work  along  the  Mexican  bor- 
der. Francis  of  the  U.  S.  Public  Health  Ser- 
vice, known  through  his  investigations  on  tular- 
emia, recently  contracted  undulant  fever  while 
conducting  investigations  in  the  Hygienic  Labora- 
tory and  is  now  confined  in  the  naval  hospital  in 
Washington.  Several  other  laboratory  workers, 
at  least  a score,  have  also  been  accidentally  in- 
fected. Huddelson  uses  an  extremely  heavy  anti- 
gen. The  organisms  are  grown  on  liver  agar 
and  suspended  in  a 12  per  cent  solution  of  sod- 
ium chloride  to  which  0.5  per  cent  phenol  is  add- 
ed. The  suspension  is  boiled  for  five  minutes 
which  increases  both  its  stability  and  specificity. 
Numerous  other  methods  have  been  evolved 
which  are  preferred  by  the  individuals  employing 
them.  The  microscopic  and  macroscopic  methods 
are  both  used.  Trenti  and  others  have  used  in- 
tradermic  tests  as  diagnostic  measures.  Trenti 
uses  a filtrate  from  a 20  days  culture  of  Brucella 
melitensis  in  broth  for  making  intradermal  injec- 
tions. Patients  suffering  from  the  disease  re- 
spond by  giving  a positive  test  which  appears  in 
ten  hours  and  continues  for  forty-eight  hours. 
He  injects  0.05  to  0.1  cc.  of  the  filtrate  in  making 
the  test.  A local  reaction,  redness,  edema,  pain, 
and  a rise  in  temperature  takes  places  in  those 
suffering  from  undulant  fever.  It  is  negative  in 
all  others  according  to  Trenti.  Burnet  used  the 
intradermal  test  on  goats  with  unsatisfactory  re- 
sults. Others  report  varying  results  in  human 
tests.  It  does  not  seem  trustworthy  at  the  pres- 
ent time. 

Source  of  infection  and  mode  of  transmission. — 
The  chief  source  of  infection  is  the  milk  of  in- 
fected animals.  The  cause  may  be  present  in  the 
udder  or  it  may  gain  admission  to  the  milk 
through  contamination  by  urine  or  feces.  Animals 
are  probably  quite  frequently  infected  through 
the  urine,  rarely  through  the  feces.  Man  may 
occasionally  be  infected  by  inhaling  the  dust  from 
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infected  stables  or  yards  or  he  may  infect  milk 
or  other  foods  by  carrying  the  germ  from  these 
places  on  his  hands  or  other  parts.  Infection  may 
occur  in  both  animals  and  man  by  contact  with 
infected  animals.  Farmers,  veterinarians,  butch- 
ers, and  others  who  come  in  contact  with  infected 
animals,  their  meat  or  other  infected  parts,  may 
become  infected.  There  are  cases  reported  in 
man  in  which  infection  followed  caring  for  ani- 
mals at  the  time  of  or  following  abortion.  Infec- 
tion through  coitus  is  common.  In  many  in- 
stances infected  bulls  have  transmitted  the  dis- 
ease to  herds  of  normal  cows.  • Infection  through 
coitus  may  take  place  in  man.  Authentic  cases  of 
such  transmission  have  not  been  reported.  Ani- 
mals and  man  have  probably  been  infected 
through  the  inhalation  of  dust  from  dried  feces 
and  urine.  Transmission  to  man  in  this  way  must 
be  rare.  Strains  of  Brucella  abortus  isolated 
from  man  are  more  virulent  for  cows  than  are 
bovine  strains.  Injections  of  human  strains  into 
cows  produce  abortion  in  twenty  days ; a period 
of  six  weeks  or  more  usually  elapses  after  injec- 
tion with  bovine  strains  before  abortion  occurs. 

Immunity. — It  is  generally  believed  that  those 
who  have  recovered  completely  from  an  attack  of 
the  disease  are  protected  against  a second  attack. 
Relapses  and  recrudescences  following  an  afebrile 
period  of  several  months  are  probably  responsible 
for  reports  of  second  attacks.  The  use  of  vac- 
cines as  a means  of  prophylaxis  has  not  been  car- 
ried out  extensively  enough  as  yet  to  furnish  a 
basis  for  judging  their  value. 

Incubation  period. — The  period  of  incubation 
is  usually  from  ten  to  fourteen  days.  In  monkeys 
artificially  infected  it  is  fifteen  days. 


Treatment. — It  is  the  general  consensus  of 
opinion  that  there  is  no  specific  method  of  treat- 
ment. Mercurochrome,  collargol,  acriflavine,  and 
other  drugs  have  been  used,  apparently  advan- 
tageously in  some  cases ; in  other  cases  they  were 
administered  without  beneficial  effect.  The  use  of 
bacterins,  sero-bacterins,  and  undulant  fever  sera, 
have  not  been  demonstrated  to  have  much  effect. 
Bacterins,  and  filtrates  from  20  days’  bouillon  cul- 
tures, are  sometimes  given  in  protracted  cases. 
The  results  obtained  through  this  procedure  are 
still  sub  judice. 

Prevention. — Prophylaxis  is  more  important 
than  treatment,  since  the  disease  might  be  to  a 
very  large  extent  eliminated  by  the  pasturiza- 
tion  of  all  milk  supplies.  The  elimination  of  in- 
fected animals  is  also  of  importance,  since  human 
infection  is  not  infrequently  acquired  from  con- 
tact with  them.  Contagious  abortion  in  cows  is 
of  additional  importance  from  the  economic 
standpoint.  The  loss  from  tuberculosis  in  cattle 
alone  exceeds  the  loss  from  contagious  abortion. 
It  has  been  estimated  that  the  average  annual 
loss  from  contagious  abortion  is  $100,000,000.  At 
least  10  per  cent  of  all  cows  are  infected.  The 
disease  in  cows  is  primarily  an  infection  of  the 
placenta.  Approximately  60  per  cent  of  infected 
cows  secrete  the  organism  in  their  milk.  From 
30  to  75  per  cent  of  the  herds  in  the  United  States 
are  infected.  In  one  herd  of  150  cows,  82.6  per 
cent  were  infected.  If  raw  milk  is  consumed,  it 
is  impossible  to  avoid  the  ingestion  of  the  living 
Brucella  abortus.  When  cultures  from  animals  are 
negative,  the  presence  of  the  disease  may  often 
be  detected  through  agglutinin  absorption  and 
complement  fixation  tests. 


MODERN  VIEWS  OF  SYMPATHETIC  OPHTHALMIA* 

S.  R.  GIFFORD,  M.  D., 

From  the  Department  of  Ophthalmology,  University  of  Nebraska  Medical  College, 

Omaha,  Nebr. 


.Sympathetic  ophthalmia  has  always  attracted 
the  attention  of  ophthalmologists  to  an  extent 
out  of  all  proportion  to  its  frequency,  probably 
not  .1%  of  all  eye  cases.  Balm  saw  only  two 
cases  of  sympathetic  ophthalmia  out  of  25,000 
cases.  In  these  few  cases,  however,  one  is  faced 
with  the  prospect  of  total  blindness  if  treatment 
is  ineffective,  so  that  all  the  surgeon’s  resources 
are  demanded  whenever  such  a case  is  encounter- 
ed. Since  H.  Gifford’s  report  of  sixteen  cases 
in  1910,  twenty-seven  cases  of  undoubted  s}Tn- 
pathetic  ophthalmia  have  been  seen  by  him  or  his 

•Bead  by  invitation  before  the  Chicago  Ophthalmological  Society* 
February  18*  1929. 


associates,  about  half  of  which  have  come  under 
my  observation.  Some  of  these  were  seen  only 
in  consultation  and  not  followed,  and  a few  were 
seen  some  time  after  the  inflammation  had  sub- 
sided, but  with  sequelae  making  the  diagnosis 
certain.  I will  not  attempt  to  review  the  whole 
subject  nor  to  make  any  scientific  deductions  from 
these  case  histories,  but  will  briefly  mention  some 
phases  in  which  I have  been  particularly  inter- 
ested and  some  points  upon  which  I believe  not 
enough  stress  is  laid  in  most  text-book  accounts, 
emphasizing  especially  prophylaxis  and  treat- 
ment. 
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First,  I might  refer  you  to  the  two  most  com- 
plete recent  monographs  on  the  subject  which  I 
know,  that  of  Peters  in  the  Graefe-Saemisch 
Handbuch,  1919,  and  in  English,  the  article  of 
H.  Gifford  in  the  American  Encyclopedia  of 
Ophthalmology,  1920. 

One  of  the  interesting  phases  of  sympathetic 
ophthalmia  is  the  still  open  question  of  its  eti- 
ology. On  account  of  the  interesting  work  of 
Alan  Woods,  there  seems  to  be  a tendency  in 
this  country  to  accept  the  anaphylactic  theory. 
This  is  briefly  that  the  original  injury  to  one  eye 
allows  absorption  of  uveal  pigment  which  sensi- 
tizes the  organism  so  that  further  absorption 
causes  a reaction  in  the  second  eye  which  con- 
tains such  pigment. 

This  theory  offers  an  attractive  explanation 
of  the  few  cases  of  so-called  spontaneous  sympa- 
thetic ophthalmia  occurring  without  a penetrat- 
ing wound,  most  often  in  patients  with  melano- 
sarcoma  of  the  choroid.  There  are  many  objec- 
tions to  it,  however.  It  involves  a very  compli- 
cated sequence  of  events,  the  most  important  of 
which — sensitization  to  one’s  own  uveal  pigment 
with  subsequent  reaction  in  the  second  eye — has 
never  been  demonstrated  experimentally.  On 
such  a theory,  sympathetic  ophthalmia  would  be 
expected  to  occur  fairly  often  following  any 
chronic  iridocyclitis,  whereas  it  actually  occurs 
almost  exclusively  following  a penetrating 
wound,  the  “spontaneous”  cases  being  the  great- 
est rarities.  Elschnig’s  assumption  that  a condi- 
tion of  lowered  resistance  is  necessary  is  opposed 
by  the  common  occurrence  of  sympathetic  oph- 
thalmia in  otherwise  healthy  individuals.  Since 
sensitization  is  assumed  to  be  complete  before 
the  reaction  in  the  second  eye  occurs,  enucleation 
after  this  event  would  theoretically  be  of  no  bene- 
fit, whereas  clinically  it  has  proved  of  the  great- 
est benefit.  The  very  frequent  occurrence  of 
optic  neuritis  in  the  second  eye,  sometimes  as 
practically  the  only  symptom,  is  hard  to  explain 
on  Elschnig’s  theory,  as  reaction  to  uveal  pig- 
ment would  not  be  supposed  to  affect  the  nerve 
that  is  free  of  pigment.  The  histologic  picture 
of  sympathetic  ophthalmia  of  the  second  eye  is 
characterized  by  infiltration,  chiefly  of  the  pos- 
terior part  of  the  choroid,  while  in  Woods’  ex- 
perimental animals,  this  part  was  free  of  in- 
flammation. A.  Fuchs  has  examined  all  the  sec- 
tions of  sympathetic  ophthalmia  in  the  Vienna 
collection  to  determine  how  far  the  nerves  were 
involved.  Of  seventy-one  eyes  with  sections  of 
the  nerve,  fifty-four  showed  some  signs  of  in- 
flammation in  the  nerve  or  its  sheaths.  In 
twenty-four  this  inflammation  was  marked,  us- 


ually affecting  the  pial  sheath  and  adjacent  nerve 
substance  (and  consisting  chiefly  of  round-cell 
infiltration).  Fuchs  believes  that  the  infiltration 
reaches  the  nerve  from  the  choroid  around  the 
vessels  of  the  circle  of  Zinn,  that  it  occurs  very 
commonly  in  sympathetic  ophthalmia  and  that 
it  would  be  more  often  found  if  the  nerves  were 
examined  far  enough  posteriorly. 

The  toxic  theory  of  sympathetic  ophthalmia, 
that  not  bacteria  but  their  toxins  or  the  toxins 
of  broken  down  tissue  reach  the  second  eye, 
seems  hardly  tenable  in  view  of  the  frequent 
persistence  of  inflammation  for  long  periods 
after  removal  of  the  first  eye. 

On  the  whole,  most  of  the  facts  which  we 
know  regarding  sympathetic  ophthalmia  seem 
most  intelligible  on  the  assumption  that  some 
living  organism  is  present  in  both  eyes.  In  cases 
with  a penetrating  wound  the  simplest  assump- 
tion is  that  such  an  organism  is  introduced  into 
the  wound.  If  the  eye  is  enucleated  early 
enough,  no  germs  reach  the  other  eye  and  all  is 
well.  If  it  is  enucleated  before  any  signs  of 
sympathetic  ophthlmia  develop  in  the  other  eye 
and,  still,  the  disease  develops  later,  we  must 
assume  that  the  germs  have  already  reached  the 
other  eye  and  require  a period  of  development 
before  producing  symptoms,  or  that  they  are  in 
the  blood  stream  or  in  some  lymph  node,  whence 
they  reach  the  second  eye  later.  The  biologic 
theory  proposed  by  H.  Gifford,  according  to 
which  the  germs  surviving  the  struggle  for  ex- 
istence in  the  first  eye  possess  an  increased  capa- 
bility of  growing  in  uveal  tissue  when  they  reach 
it  by  the  blood  stream,  is  especially  applicable  to 
these  cases.  If  the  first  eye  is  enucleated  and 
the  inflammation  in  the  second  eye  subsides,  this 
is  only  what  occurs  when  we  remove  any  focus  of 
infection,  allowing  the  secondarily  infected  tissue 
to  take  care  of  what  germs  have  already  reached 
it;  while,  if  it  does  not  subside,  it  must  be  as- 
sumed that  enough  have  already  arrived  so  that 
the  secondary  focus  is  unable  to  destroy  them. 
In  cases  occurring  after  subconjunctival  scleral 
rupture  without  a pentrating  wound,  it  is  easy 
to  believe  that  organisms  may  reach  the  inside 
of  the  eye  through  the  intact  conjunctiva,  or 
through  a microscopic  lesion  in  it,  as  occurs  in 
late  infections  after  trephining.  For  cases  with 
melanosarcoma,  the  explanation  is  not  so  simple 
on  any  theory,  and  the  bacterial  theory  must 
here  stretch  a point  and  assume  that  the  necrotic 
tissue  allows  germs  from  some  other  focus  to 
invade  it,  producing  a focus  from  which  they 
may  reach  the  other  eye. 

If  we  accept  Deutschmann’s  results,  we  must 
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believe  that  cocci,  and  perhaps  several  kinds  of 
cocci,  are  capable  of  causing  sympathetic  oph- 
thalmia. The  negative  results  of  many  more 
equally  good  observers,  however,  indicate  that 
another  cause  must  be  present,  in  probably  the 
majority  of  cases. 

Naturally  all  the  arguments  in  form  of  a bac- 
terial cause  would  apply  equally  well  in  favor 
of  an  ultra-microscopic  organism  as  the  cause 
of  sympathetic  ophthalmia.  With  this  in  mind, 
von  Szily,  in  1024,  reported  that  he  was  able  to 
reproduce  the  picture  of  sympathetic  ophthalmia 
by  inoculating  rabbits  in  a pouch  behind  the 
ciliary  body  with  the  virus  of  herpes  simplex, 
10%  of  inoculated  animals  showing  an  irido- 
cyclitis of  the  second  eye  with  massive  mononu- 
clear infiltration  of  the  choroid.  Lucic  and  I 
confirmed  his  results  and  provided  addi- 
tional evidence  that  the  virus  traveled  via  the 
chiasm  and  optic  nerves  to  the  other  eye  by  ob- 
taining positive  inoculations  from  the  second  eye 
and  from  points  along  the  chiasm  and  nerves, 
proving  that  the  virus  was  present  in  these  re- 
gions. We  also  produced  uveitis  of  both  eyes 
by  inoculation  directly  into  the  chiasm.  All  that 
was  proved  by  these  experiments  was  that  such 
a virus  could  produce  a uveitis  of  the  second  eye 
resembling  sympathetic  ophthalmia.  What  is 
necessary  to  prove  whether  or  not  a filterable 
virus  can  produce  human  sympathetic  ophthalmia 
is  the  result  of  inoculations  from  human  cases. 
Some  results,  chiefly  negative,  have  been  report- 
ed by  INIarchesani,  Vollmer,  Meesman,  and  oth- 
ers, which  has  led  ^Marchesani  to  discredit  the 
value  of  von  Szily’s  work.  He  has  recently 
found  B.  subtilis  in  the  first  eye  of  a case  and  by 
repeated  inoculations  of  B.  substilis  produced  in- 
volvement of  the  second  eye  in  rabbits.  Hence 
he  brings  forward  a new  ramification  of  the 
anaphylactic  theory,  namely  that  the  patient  be- 
comes sensitized  to  some  organisms  present  in 
the  first  eye.  We  have  performed  inoculations 
with  material  from  six  cases,  the  results  of  which 
are  to  be  published  in  the  Archives  of  Ophthalm- 
ology^  !Most  of  them  were  negative,  but  with 
material  from  one  case  a severe  progressive  ker- 
atitis was  produced,  the  facts  about  which  are 
given  in  that  article.  I believe  it  is  not  necessary 
to  produce  sympathetic  ophthalmia  in  such  inocu- 
lations, as  the  involvement  of  the  second  eye  oc- 
curs only  in  10%  of  cases  with  a known  living 
virus,  but  only  to  produce  a progressive  lesion 
from  which  ordinary  organisms  are  absent,  and 
from  which  further  inoculations  may  be  made. 
The  difficulties  of  this  are  great,  as  the  herpes 
virus,  for  example,  in  inoculable  form,  disappears 
rapidly  from  the  original  focus  within  a few  days. 


while  enucleation  is  seldom  performed  until 
weeks  after  the  original  infection,  and  it  is  hard 


to  pick  the  most  recent  foci  in  an  enucleated  eye 
for  obtaining  material.  I hope  I will  be  pardon- 
ed for  having  spent  so  much  time  on  purely 
theoretical  considerations,  but  I have  been  much 
interested  in  them  and  believe  it  is  in  this  direc- 
tion, through  special  media  or  tissue  cultures, 
or  by  a series  of  animal  passages,  such  as  Rivers 
and  Tillett  used  in  their  experiments  with  the 
virus  of  chicken-pox,  that  we  may  hope  for  light 
on  the  etiology  of  sympathetic  ophthalmia.  With 
material  from  a typical  case  which  came  in  less 
than  two  weeks  ago,  cultures  were  made  in  No- 
guchi medium,  and  filtrates  of  this  injected  into 
rabbits  which  are  being  followed.  A complicat- 
ing factor  in  this  case  was  the  presence  of  staphy- 
lococci in  smears  and  cultures  of  the  first  eye 
which  need  not  lead  us  to  the  conclusion  that  the 
staphylococcus  was  the  cause  of  the  sjinpathetic 
ophthalmia. 


I 


I 


To  return  to  the  clinical  side  of  the  question, 
I will  only  mention  a few  of  the  early  diagnostic 
signs.  It  must  be  remembered  that  the  first 
sign  is  usually  reduction  of  vision  and  that  this 
may  occur  with  very  little,  and  in  some  cases,  ab- 
solutely no  congestion  or  pain.  Increasing  my- 
opia due  to  ciliary  spasms,  is  occasionally  the 
only  symptom,  as  in  a recent  case  reported  by 
Dr.  Swab  of  Omaha,  which  I saw  with  him.  This 
loss  of  vision  is  often  due  to  an  optic  neuritis, 
so  that  slight  blurriness  of  the  nerve  head  and 
enlargement  of  the  blind  spot  should  be  looked 
for. 


-Many  cases  have  been  reported  in  which  optic 
neuritis  was  the  only  symptom  noted,  and  I be- 
lieve this  may  occur  before  any  cells  can  be  seen 
in  the  anterior  chamber  with  the  slit  lamp,  which 
Vogt  considers  the  earliest  diagnostic  sign.  He 
and  Butler  have  reported  a number  of  cases  in 
which  this  finding  was  present  alone  and  in 
which  its  detection  by  the  slit-lamp  led  to  early 
enucleation  of  the  other  eye  with  an  unquestion- 
able saving  of  vision.  I have  seen  one  case  in 
which  a very  slight  blurriness  of  the  disc  was 
present,  with  reduction  of  vision  to  20/30,  and 
some  cells  in  the  anterior  chamber,  there  being 
absolutely  no  congestion  or  pain.  Vision  re- 
turned rapidly  to  normal  and  the  neuritis  and 
cellular  aqueous  cleared  up  following  enucleation 
of  the  sympathogenic  eye.  It  is  in  children,  espe- 
cially, that  the  symptom  of  loss  of  vision  is  so 
easily  overlooked,  and  it  is  probably  for  this 
reason  that  sympathetic  ophthalmia  in  children 
so  often  runs  a severe  and  disastrous  course.  It 
is  here  that  objective  findings  with  the  slit  lamp 
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are  invaluable.  Within  the  year,  I have  seen  a 
child  of  six  with  an  irritable  injured  eye,  show- 
ing no  congestion  of  the  second  eye,  but  with 
the  whole  posterior  surface  of  the  cornea  fairly 
plastered  with  very  fine  flat  deposits  so  trans- 
parent as  to  be  almost  invisible  by  other  methods 
of  observation.  Since  in  sympathetic  ophthal- 
mia, the  all  important  thing  is  the  earliest  pos- 
sible diagnosis,  frequent  examinations  of  the  sec- 
ond eye  with  the  slit  lamp  if  possible  and  at  least 
frequent  records  of  vision  and  blind  spots,  should 
be  performed  in  every  case  of  severe  penetrating 
wound  where  the  retention  of  the  eye  is  hoped 
for. 

Of  the  late  complications  of  sympathetic 
ophthalmia,  cataract  should  be  mentioned  and 
will  be  discussed  under  treatment.  Secondary 
glaucoma  is  of  fairly  frequent  occurrence,  and 
since  it  comes  on  so  gradually  that  pain  may  not 
be  complained  of,  it  should  be  especially  watched 
for.  It  is  due,  of  course,  to  adhesion  of  the  iris 
to  the  lens,  and  the  first  sign  of  it  is  shallowness 
of  the  anterior  chamber  and  bulging  of  the  iris, 
going  on  to  typical  iris  bombe. 

The  chronicity  of  sympathetic  ophthalmia  is 
well  known,  most  cases  requiring  weeks  or 
months  before  becoming  quiet.  The  late  recur- 
rences coming  on  long  after  all  signs  of  active 
inflammation  have  subsided,  are  not  so  well 
known,  but  occur  and  should  be  watched  for. 
Finnoff  reported  such  a case  at  the  1927  Acade- 
my meeting  and  I have  watched  a case  for  nine 
years  which  has  shown  four  recurrences,  the  last 
within  a year.  Each  time,  therapeutic  measures 
have  apparently  entirely  relieved  the  inflamma- 
tion, and  the  last  recorded  vision  was  20/20. 
Another  case  watched  for  four  years  had  three 
slight  recurrences,  about  a year  apart,  with 
slight  congestion  and  cells  in  the  aqueous  and 
vitereous,  clearing  up  completely  between  these, 
with  vision  20/20  when  last  seen. 

The  first  thing  to  be  considered  in  the  treat- 
ment of  sympathetic  ophthalmia  is,  of  course,  its 
prophylaxis.  Prompt  enucleation  of  eyes  fol- 
lowing severe  injuries  rendering  the  prospect  for 
vision  hopeless  undoubtedly  prevents  many  cases, 
and  would  prevent  more  if  we  could  overcome 
the  almost  superstitious  faith  with  which  some 
people  cling  to  a sightless  and  ugly  stump  which 
they  are  pleased  to  call  an  eye.  When  the  injur- 
ed eye  retains  vision  we  are  faced  with  a de- 
cision whether  or  not  keeping  it  involves  the 
danger  of  sympathetic  ophthalmia.  Generally 
the  larger  the  wound,  especially  if  it  involves  the 
ciliary  body  with  prolapse  of  uveal  tissue,  the 


greater  the  danger  of  sympathetic  ophthalmia  but 
one  is  sometimes  surprised  at  the  way  in  which 
wounds  will  heal  without  complications  and  with 
retention  of  useful  vision,  and  where  useful  vision 
is  present,  it  is  usually  best  to  make  some  effort 
to  save  the  eye.  In  the  case  of  children,  however, 
or  persons  living  at  a distance  from  competent 
surveillance,  one  is  undoubtedly  inclined  to  err 
on  the  side  of  safety  and  remove  a number  of 
eyes  which  might  be  saved  under  more  favorable 
circumstances. 

Where  sympathetic  ophthalmia  is  already 
present,  I believe  it  is  generally  recognized  that 
simple  enucleation  is  the  safest  procedure.  Where 
the  operation  is  done  early,  however,  with  no 
signs  of  sympathetic  ophthalmia  present,  there 
can  be  no  doubt  that  some  of  its  substitutes  are 
to  be  preferred  for  their  cosmetic  result  and 
would  be  more  often  employed  if  there  were  not 
some  evidence  that  they  involve  a slightly  greater 
risk  of  later  sympathetic  ophthalmia  than  simple 
enucleation.  Although  sympathetic  ophthalmia 
has  occurred  in  a number  of  cases  after  enucle- 
ation (80  cases  according  to  Schieck)  as  well  as 
evisceration,  and  the  statistics  reported  are  in- 
sufficient for  definite  judgment,  they  do  indicate 
a slightly  greater  risk  following  evisceration  and 
evisceration  with  gold  ball  implantation,  and  H. 
Gifford  concludes  that  where  sympathetic  oph- 
thalmia is  much  to  be  feared,  enucleation  is 
probably  safer.  However,  in  a fresh  injury,  be- 
fore sympathetic  inflammation  has  begun,  espe- 
cially in  young  persons,  I believe  the  risk  is  so 
slight  that  simple  evisderation  is  justified  for 
the  sake  of  the  better  stump  obtained.  Certainly 
where  panophthalmitis  has  developed,  eviscera- 
tion is  the  operation  of  choice,  as  here  the  chance 
of  sympathetic  ophthalmia  is  very  slight  in  any 
case. 

When  an  attempt  to  keep  the  eye  has  been 
decided  upon,  I believe  the  most  important  meas- 
ure is  the  prompt  covering  of  any  wound  con- 
taining prolapsed  uveal  tissue  with  a sliding  con- 
junctival flap.  A detail  which  may  seem  trivial, 
but  which  I have  seen  neglected  with  disastrous 
results,  is  the  careful  preparation  of  the  flap  and 
placing  of  sutures  ready  to  tie  before  excising 
the  prolapse.  This  excision  is  often  followed  by 
loss  of  vitreous  which  is  reduced  to  a minimum 
if  the  flap  is  all  ready  to  close.  Another  detail 
which  may  help  to  avoid  loss  of  vitreous  is  the 
use  of  Van  Lint  akinesia  as  for  a cataract  oper- 
ation before  any  operative  procedure  is  begun. 
It  is  more  necessary  here  than  in  the  cataract 
operation  because  our  patients  are  more  likely 
to  squeeze  and  we  are  more  apt  to  meet  with 
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vitreous  prolapse.  xA.nother  important  prophylac- 
tic measure  is  the  use  of  a foreign  protein  injec- 
tion as  soon  as  possible  after  the  time  of  injury. 
In  dirty  wounds,  it  is  good  therapy  to  use  for 
this  1500  units  of  anti-tetanic  serum,  although 
the  reaction  from  this  is  never  as  marked  as 
from  eight  to  ten  cc  of  milk  given  intra-muscu- 
larly.  After  twenty-four  hours,  time  for  some 
reaction  to  have  occurred,  the  salicylates  should 
be  begun  where  there  is  any  appreciable  conges- 
tion. 

Then  begins  the  period  of  watchful  waiting  for 
signs  of  infection  in  the  first  eye  or  of  sympa- 
thetic inflammation  in  the  second.  Two  labora- 
tory procedures  have  been  proposed  which  were 
believed  to  offer  evidence  of  beginning  or  threat- 
ening sympathetic  ophthalmia  before  it  should 
become  clinically  evident.  The  best  known  of 
these  is  the  differential  blood  count,  which  was 
reported  by  Ormond,  Price-Jones,  Browning  and 
Cradle  to  show  a marked  increase  in  mononu- 
clears, especially  large  mononuclears,  in  cases  of 
sympathetic  ophthalmia.  However,  other  observ- 
ers, Hudson,  Zentmayer  and  Collins  have  seen 
cases  in  which  it  was  absent,  while  still  others, 
including  myself,  have  found  a mononucleosis  in 
sympathetic  ophthalmia  but  also  in  other  chronic 
cases  of  uveitis  and  other  conditions.  A mononu- 
cleosis may  occur  in  normal  health,  as  I once 
observed  in  myself,  so  that  its  value  as  a basis 
of  decision  for  or  against  enucleation  must  be 
considered  doubtful. 

The  other  procedure  is  the  use  of  skin  tests 
and  complement  fixation  reactions  with  uveal 
pigment  as  proposed  by  Alan  Woods.  He  found 
that  cases  of  penetrating  wound  which  recovered 
favorably  showed  positive  complement  fixation 
with  negative  skin  test,  while  those  which  de- 
veloped sympathetic  ophthalmia  or  failed  to  heal 
promptly  showed  negative  complement  fixation 
and  positive  skin  tests.  He  considered  these  pa- 
tients to  be  sensitized  to  uveal  pigment  without 
having  become  immune  to  it. 

In  a recent  report  of  100  examinations,  Fodor 
obtained  conflicting  results  and  concluded  that 
it  is  unsafe  to  base  any  decision  as  to  enucleation 
on  the  skin  tests.  We  have  made  tests  on  two 
cases  of  sympathetic  ophthalmia,  and  two  of 
favorably  reacting  penetrating  wounds,  without 
obtaining  any  positive  skin  tests. 

Thus  we  must  rely  principally  upon  clinical 
observation,  aided  where  possible  by  the  slit 
lamp,  and  upon  the  slightest  definite  evidence 
of  inflammation  in  the  second  eye,  must  be  pre- 
pared to  combat  it  with  every  means  in  our  pow- 


er. There  can  be  no  hesitation  in  removing  the 
sympathogenic  eye  if  it  is  blind  or  nearly  so, 
while  if  it  still  has  useful  vision,  especially  if  the 
condition  of  the  second  eye  is  already  almost  as 
bad  as  that  of  the  first  eye,  an  effort  may  be 
made  to  save  the  first  eye,  as  cases  have  been 
reported  in  which  it  became  the  only  useful  one. 
In  one  of  our  cases,  the  injured  eye  was  much 
quieter  than  the  second,  when  the  case  was  first 
seen.  It  was  retained,  and  under  active  treat- 
ment vision  of  20/30  in  both  eyes  was  obtained. 
In  another,  practically  normal  vision  was  ob- 
tained in  both  eyes  after  a very  stormy  course 
in  the  second  eye.  The  all  important  thing  is 
to  act  promptly  when  enucleation  is  decided  upon, 
as  the  delay  of  a day  or  two  may  mean  a great 
difference  in  the  outcome. 

The  use  of  large  doses  of  sodium  salicylate 
has  become  almost  a standard  method  of  treat- 
ment, since  H.  Gifford  published  his  results 
with  it  in  1899,  and  his  dose  of  one  grain  per 
day  for  every  pound  of  body  weight  of  the  pa- 
tient has  been  accepted  by  many.  It  should  be 
remembered,  however,  that  much  larger  doses 
are  tolerated  by  the  average  patient,  so  that  where 
this  dosage  is  not  producing  results,  it  should  be 
increased  to  200  or  250  grains  a day  for  an  adult. 
Where  the  stomach  rebels,  it  may  be  given  in 
60  grain  doses  by  enema,  and  a combination  of 
medication  by  mouth  and  by  rectum  is  often  use- 
ful. Moderate  deafness  and  tinnitus  must  not 
be  considered  contraindications  to  treatment,  but 
where  delirium  or  vomiting  occurs  and  enemata 
are  not  retained,  cincophen  or  atophan  and  neo- 
cincophen  or  tolysin,  may  be  given  in  the  same 
dosage.  The  tinnitus  and  mental  symptoms  from 
both  of  these  drugs  are  much  less  often  seen,  and 
the  gastric  irritation  while  sometimes  marked 
with  cincophen,  is  usually  entirely  absent  with 
neo-cinophen.  (This  can  only  be  obtained  in 
some  places,  I believe,  under  the  trade  name  of 
tolysin).  The  effect  of  these  drugs  is  in  most 
cases  almost  as  good  as  that  of  the  salicylates, 
and  I have  seen  cases  which  seemed  to  respond 
even  better,  although  in  others  the  opposite  may 
be  the  case.  Strontium  salicylate  is  preferred  by 
some  to  sodium  salicylate  as  causing  less  gastric 
irritation,  but  I have  had  no  experience  with  it. 
Many  authors  have  recently  advised  giving  sod- 
ium salicylate  by  vein  and  when  a case  is  first 
seen,  a little  time  may  be  saved  by  this  method. 
Sodium  salicylate  is  absorbed  very  rapidly,  how- 
ever, from  the  stomach,  since  I could  demon- 
strate it  in  the  aqueous  of  rabbits  30  minutes 
after  a dose  was  given  by  stomach-tube,  so  there 
would  seem  to  be  no  reason  for  giving  it  by  vein 
after  this  first  dose,  except,  as  I have  used  it, 
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when  enough  cannot  be  retained  by  mouth.  The 
oral  method  will  have  to  be  depended  upon,  in 
any  case,  since  it  is  impractical  to  give  a suffi- 
cient amount  by  vein,  not  over  twenty  to  thirty 
grains  at  a time.  It  is  especially  important  not 
to  stop  the  salicylates  as  soon  as  the  eye  be- 
comes quiet  but  to  taper  off  gradually  and  con- 
tinue some  salicylates  or  their  substitutes,  sixty 
to  ninety  grains  a day,  for  weeks  or  months 
longer.  These  amounts  can  be  borne  by  nearly 
all  patients  without  any  ill  effects  except  the  dis- 
comfort of  taking  them. 

Foreign  protein  therapy  has  been  used  in  var- 
ious forms,  and  especial  enthusiasm  has  been 
shown  recently  for  injections  of  auto-serum  by 
Vila  Coro  and  of  anti-diphtheritic  serum  by  Ver- 
hoeff  who  used  very  large  doses.  I have  never 
been  persuaded  that  auto-serum  acts  in  any  other 
way  than  as  a protein  injection  and  hence  have 
preferred  milk  or  typhoid  vaccines.  With  the 
latter  one  can  be  more  certain  of  the  reaction 
desired,  as  Allen  has  shown,  and  I have  seen 
good  results  from  its  use.  The  salicylates  should 
be  stopped  for  twenty-four  hours  after  a foreign 
protein  injection,  to  allow  a proper  reaction,  and 
where  the  salicylates  are  having  the  proper  ef- 
fect, I hesitate  to  use  the  foreign  protein  for  this 
reason. 

What  part  focal  infections  can  play  in  sym- 
pathetic ophthalmia  is  hard  to  understand,  un- 
less germs  or  toxins  from  such  a focus  can  ac- 
cumulate in  the  diseased  organ  and  complicate 
the  disease  already  present.  A number  of  cases 
have  been  reported,  however,  among  them  that 
of  Key,  and  E.  V.  L.  Brown,  in  which  removal 
of  such  foci  was  of  great  benefit,  and  we  have 
made  it  a practice  to  look  for  them,  and  remove 
them  when  found  in  a case  not  responding  to 
treatment.  While  I have  not  seen  any  such 
definite  instances  of  improvement  as  those  of 
Key  and  others,  in  the  recurrent  case  mentioned 
above  the  removal  of  tonsils  at  one  time  and 
teeth  at  another  seemed  to  cut  short  two  of  his 
attacks  . 

Salvarsan  has  been  much  used,  especially  by 
the  French,  but  I have  had  no  experience  with 
it,  although  H.  Gifford  was  one  of  the  first  to 
try  an  arsenical,  atoxyl,  in  this  disease  and  be- 
lieved it  was  of  value.  We  do  use  mercury  in- 
unctions in  most  cases,  however,  in  addition  to 
the  salicylates. 

In  treating  the  complications  of  sympathetic 
ophthalmia,  such  as  glaucoma  and  cataract,  one 
is  faced  with  the  well  known  tendency  of  eyes 
with  sympathetic  ophthalmia  to  respond  to  any 
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operative  interference  by  increased  inflammation 
which  may  cause  the  destruction  of  the  eye. 
An  iridectomy  for  glaucoma  under  these  circum- 
stances is  apt  to  result  disastrously  and  I believe 
the  mildest  form  of  interference  when  the  iris 
is  bulging  is  a small  peripheral  iridotomy  per- 
formed, as  H.  Gifford  has  described,  by  cutting 
through  the  iris  root  with  a thin  Graefe-knife 
or  Knapp  needle,  bringing  the  knife  out  through 
the  sclera  under  the  conjunctiva.  In  several 
cases  we  were  able  to  keep  the  tension  down  by 
Gynergen  or  ergotamine  given  subcutaneously 
until  the  inflammation  was  under  control.  In 
these  cases  we  must  do  something  when  the 
tension  remains  high,  but  in  the  case  of  cataract, 
one  can  and  should  wait  until  the  eye  has  been 
quiet  for  at  least  a year  before  attempting  any 
operation.  Even  then,  one  should  be  especially 
certain  that  no  foci  of  infection  are  present  and 
should  have  the  patient  well  salicylized  before 
operating. 

The  results  in  the  twenty-seven  cases  as  shown 
from  our  records,  all  of  which  received  large 
doses  of  salicylate  or  cincophen,  a large  number 
foreign  protein  injections,  while  a small  number 
also  had  foci  of  infection  removed,  were  as  fol- 
lows : Eight  had  vision  of  20/20,  eight  of  20/30, 
two  of  20/50,  while  three  had  only  ability  to 
count  fingers  and  six  only  perception  of  hand 
movements  to  zero  in  the  remaining  eye.  Two 
cases  had  practically  normal  vision  in  both  eyes. 
In  other  words,  66%%  had  good  vision  while 
33%%  were  nearly  blind.  A number  of  these 
cases  were  not  seen  until  after  their  course  had 
been  run,  while  a few  were  still  under  treatment 
when  last  seen. 

If  any  conclusion  were  to  be  drawn  from  the 
observation  of  these  cases,  it  would  be  that  when 
seen  early  and  treated  vigorously  from  the  start, 
sympathetic  ophthalmia  does  not  present  such  a 
gloomy  prognosis  as  was  once  thought.  In  fact, 
by  far  the  greater  number  of  cases  respond  to 
the  forms  of  treatment  outlined  above.  The  most 
formidable  complication  which  can  occur  is,  I 
believe,  secondary  glaucoma,  since  here,  to  save 
the  eye  from  one  form  of  blindness,  we  must 
risk  ruining  it  by  another.  There  is  no  disease 
which  will  better  reward  careful  observation  and 
courageous  persistent  treatment  than  sympathetic 
ophthalmia. 


Doctor ; “So  your  folks  are  moving  West.  Go- 
ing to  settle  out  there?” 

Patient’s  Boy:  “Why — er — no.  Guess  we’ll 
have  things  charged  same  as  here.” 


THE  RELATION  OF  FOOD  TO  TEETH  IN  CHILDREN* 


FLOYD  CLARKE,  M.  D..  F.  A.  C.  P„ 
Omaha,  Nebraska. 


It  seems  to  me  whenever  I write  a paper,  I 
get  more  out  of  it  than  any  one  else.  I can 
cheerfully  recommend  to  you  to  do  likewise.  I 
have  received  more  good  from  this  paper  than  I 
expected.  I was  first  reminded  of  the  relation 
of  food  to  teeth  in  children  by  Dr.  Neff  of  Kan- 
sas City.  I thought  we  did  not  pay  enough  atten- 
tion to  the  subject.  I must  confess  I have  learned 
something.  I think  I profit  more  than  the  peo- 
ple to  whom  I talk.  I believe  most  papers  are 
practically  a rehash,  or  possibly  we  put  the 
thought  in  a little  different  light  than  some  one 
else. 

In  a general  way  it  seems  that  the  public  has 
been  sufficiently  educated  by  dentists  and  physi- 
cians to  enable  them  to  grasp  the  value  of  the 
necessity  of  the  daily  use  of  the  tooth  brush  and 
that  tooth  and  mouth  cleanliness  is  an  essential 
part  of  good  health. 

On  the  contrary,  however,  there  is  an  apparent 
indifference  or  diffidence  on  the  part  of  the 
average  physician  to  intelligently  advise  his 
clientele  on  the  kind  of  food  which  will  produce 
good  healthy  teeth  and  what  other  factors  are 
necessary  in  order  to  obtain  good  teeth.  Com- 
paratively the  subject  is  a rather  recent  one. 
Within  the  past  ten  years,  however,  the  litera- 
ture has  been  quite  abundant.  The  problem  is 
not  one  for  the  physician  alone,  but  rather  one 
of  cooperation  between  dentist  and  physician.  Do 
the  physicians  generally  fully  realize  their  re- 
sponsibility? Physicians  usually  see  the  children 
before  the  dentist  and  should  be  the  person  to 
give  advice  regarding  diet  and  other  measures 
necessary  for  the  proper  production  of  good 
teeth. 

From  the  physician’s  standpoint  what  consti- 
tutes good  teeth?  The  jaws' should  be  well  form- 
ed and  not  overlap.  The  teeth  should  be  finnly 
embedded,  the  gums  not  receding.  The  teeth 
should  be  hard,  regularly  spaced,  and  show  no 
decay,  black  spots,  notches,  cupping,  or  evidences 
of  being  worn  off  in  places.  May  Mellanby  has 
shown  that  tooth  decay  is  the  rule  and  not  the 
exception.  She  examined  1036  teeth  and  found 
86  percent  defective,  either  slight  or  severe,  and 
only  24  percent  normal.  A normal  tooth  com- 
posed as  it  is  of  dentine,  cement,  and  enamel, 
possesses  within  itself  adequate  resistance  against 
tooth  decay. 

*R^ad  before  annual  meeting  Nebraska  State  Medical  Association, 
Omaha,  May  15.  1929. 


If  children  are  properly  fed,  so  that  suffi- 
cient calcium  is  deposited  in  the  teeth,  thus  giv- 
ing  proper,  smooth  surfaced  teeth,  in  well  de- 
veloped and  formed  jaws,  theoretically  there 
should  be  no  necessity  to  clean  the  teeth.  In 
brushing  there  is  always  the  possibility  of  de- 
stroying the  normal  association  between  the  soft 
gums  and  the  hard  enamel  of  the  teeth.  Calci- 
fication of  the  first  set  of  teeth  is  said  to  begin 
between  the  fourth  and  fifth  month  of  pregnancy. 
However,  the  greater  portion  of  the  mineral 
matter  necessary  for  the  proper  functioning  of 
the  baby  is  furnished  by  the  mother  in  the  later 
months  of  pregnancy.  There  can  be  no  question 
that  the  diet  of  the  pregnant  mother,  her  manner 
of  living,  the  amount  of  sunlight  to  which  her 
body  is  exposed,  and  the  amount  of  exercise  she 
takes,  all  have  a definite  bearing'  on  the  kind  of 
teeth  her  offspring  will  have.  The  old  saying, 
“for  every  child  a tooth,”  is  to  some  extent  true. 
The  mother  tends  to  sacrifice  her  own  needs  to 
those  of  her  child.  However,  the  pre-natal  in- 
fluence for  bad  teeth  is  not  so  great  as  during 
the  nursing  period  when  the  mother  tends  to 
exhaust  her  stores. 

Probably  the  most  opportune  time  for  the  de- 
velopment of  poor  teeth  occurs  at  the  weaning 
time.  During  the  nursing  period  usually  there 
has  been  stored  in  the  body  an  insufficient  amount 
of  vitamin  D.  Certain  other  factors  which  have 
only  an  indirect  relation  to  proper  food  have  a 
bearing  on  good  tooth  formation.  I refer  (1) 
To  the  maintenance  of  a proper  acid  base  equilib- 
rium in  the  body.  (2)  The  influence  of  certain 
infectious  diseases,  such  as  scarlet  fever,  diph- 
theria, typhoid  fever,  and  any  prolonged  infec- 
tious process.  (3)  \^arious  disturbances  arising 
from  certain  endocrine  disfunctions.  Most  of  us 
do  not  wholly  grasp  the  peculiar  chemical  changes 
which  take  place  in  the  body  as  a result  of  main- 
taining a proper  acid  base  equilibrium.  How- 
ever, there  can  be  no  question  that  the  mainte- 
nance of  this  equilibrium  is  necessary  for  proper 
food  metabolism  as  well  as  sound  tooth  structure. 

-Mentally  defective  children  nearly  always  have 
bad  teeth.  The  relationship  of  the  para-thyroid 
hormone  to  the  calcium  metabolism  is  well  known. 
Certain  of  the  other  endocrine  glands  also  have 
an  influence  on  the  calcium  and  phosphorous 
metabolism.  A disturbance  of  endocrine  func- 
tion may  account  in  some  measure  for  the  in- 
cidence of  poor  teeth  structure  in  mental  defec- 
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lives.  Diseased  teeth  also  appear  to  result  from 
eating  foods  which  require  very  little,  if  any 
chewing.  Under  normal  conditions  the  saliva  in 
the  mouth  in  some  degree  prevents  tooth  decay. 
If  certain  pathologic  processes  are  present  the 
saliva  fails  to  perform  this  function. 

For  several  years  experiments  have  been  under 
way  to  find  the  proper  foods  which  form  good 
teeth.  These  experiments  were  begun  on  rats 
guinea  pigs,  and  dogs,  and  finally  after  certain 
facts  became  evident  the  knowledge  thus  obtain- 
ed was  used  on  the  human. 

What  factors  are  necessary  for  proper  tooth 
calcification  and  sound  tooth  structure?  (1)  A 
vitamin — the  anti-rachitic  vitamin  D.  (2)  Cal- 
cium and  phosphorous.  (3)  Foods  exposed  to 
the  sunlight  or  mercury  quartz  light.  (4)  Ex- 
posure of  the  body  to  sunlight  or  quartz  light. 

Vitamin  D until  recently  has  been  known  as 
Vitamin  A.  It  is  now  known  that  vitamin  A 
differs  in  some  respects  from  vitamin  D.  Vita- 
min A is  the  growth  producing  vitamin,  prob- 
ably also  it  is  anti-infective.  It  is  known  that 
when  animals  are  fed  on  a deficient  amount  of 
this  vitamin  they  are  more  prone  to  develop  car- 
ious teeth,  and  often  pyogenic  or  other  infective 
processes.  Vitamin  A thus  plays  an  important 
part  in  the  child’s  growth  and  has  some  part  in 
tooth  formation.  Vitamin  D is  the  most  vital 
essential  for  the  promotion  of  proper  tooth  for- 
mation. This  vitamin  is  found  in  fats,  such  as 
cod  liver  oil,  most  fish  oils,  whole  milk,  egg  yolk, 
suet  and  butter. 

Calcium  and  phosphorous  are  necessary  if 
good  tooth  structure  is  to  be  produced.  Calcium 
can  almost  entirely  be  eliminated  by  giving  a diet 
containing  bread,  jam,  fruit,  rice,  oatmeal,  meat 
and  fat.  While  calcium  and  phosphorus  are 
quite  necessary,  their  role  is  not  so  essential  as 
vitamin  D.  It  has  been  found  that  no  matter 
how  high  the  calcium  and  phosphorus  intake 
may  be  unless  there  be  a sufficient  vitamin  D 
in  the  diet,  defective  calcification  will  result.  Cer- 
tain foods  have  a specific  action  against  vitamin 
D and  good  teeth.  It  would  seem  that  the  foods 
in  this  group  are  endeavoring  to  offset  the  good 
effect  of  vitamin  D.  They  attempt  to  destroy 
the  natural  proper  calcification  of  teeth. 

Cereals  and  cereal  products  in  a general  way 
have  a specific  anti-calcifying  effect.  Apparent- 
ly the  chief  offender  is  oatmeal.  Others  are 
maize,  barley,  rye,  rice,  white  flour.  If  these 


foods  are  fed  in  any  considerable  amount,  poor 
teeth  will  result.  The  effect  of  this  diet,  how- 
ever, is  overcome  by  feeding  calcifying  food  in 
sufficient  amount. 

According  to  the  Mellanbys,  who  have  done 
most  of  the  experimental  work,  it  remains  to  be 
proven  that  sweets  are  directly  responsible  for 
carious  teeth.  Their  experiments  have  proven, 
however  ,that  with  a deficient  vitamin  D in  a 
given  diet,  the  more  sweets  eaten  the  greater 
probability  to  carious  teeth.  From  a practical 
standpoint,  what  food  are  best  in  order  that  good 
teeth  can  be  produced?  These  are  eggs,  milk, 
butter,  meat,  and  the  green  vegetables.  The 
value  of  cod  liver  oil  in  promoting  proper  cal- 
cification is,  of  course,  well  known. 

COMMENT 

(1).  Preventive  medicine  and  preventive  dent- 
istry are  not  easily  separated  one  from  the  other. 
Intelligent  cooperation  between  physician  and 
dentist  is  quite  essential  if  proper  results  are  to 
be  obtained.  (2).  Physicians  generally  have 
given  insufficient  attention  to  the  problems  of 
diet  for  the  prevention  of  improper  tooth  struc- 
ture. (3).  While  prenatal  influence  performs  a 
part  in  good  tooth  structure  its  portion  is  not 
as  important  as  one  would  naturally  expect. 
(4).  Weaning  time  is  an  especially  hazardous 
time  for  babies.  It  is  necessary  at  this  time  to 
realize  the  importance  of  a mixed  diet  contain- 
ing foods  rich  in  vitamin  D and  the  necessary 
amount  of  calcium  and  phosphorous.  (5).  The 
key  to  the  situation  finally  narrows  itself  down 
to  the  man  who  sees  children  from  infancy  up- 
ward and  who  is  able  to  diagnose  rickets  early, 
before  marked  bony  changes  have  occurred.  He 
must  be  able  to  prescribe  a proper  diet  and  re- 
gime for  the  prevention  of  rickets  and  thus  in- 
sure normal  jaw  structure  and  tooth  formation. 

BIBLIOGRAPHY 

McCollum,  E.  V.  and  Simonds,  Nina.  The  Newer 
Knowledge  of  Nutrition.  3rd  Edition,  pp  476  and  493. 

Rose,  Robert  H.  N.  Y.  Medical  Journal  and  Record, 
Vol.  123,  p 680. 

jMellanby,  May  and  Pattison  C.  Lee,  British  Med. 
Journal,  Vol.  2,  1924. 

Talbot,  Fritz  B.  Medical  Clinics  of  North  Amer- 
ica, Vol.  2,  1918-19,  p 1333. 

Mellanby,  Mrs.  May.  Edinburg  Med.  Journal,  Vol. 
36,  March,  1929,  p 25. 

Also  Physiological  Review,  Vol.  No.  4,  October, 
1928,  p 545. 

Schultz,  F.  W.  Journal  American  Dental  Ass’n., 
Vol.  XV  No.  12,  p 2311. 


440 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


November,  19J9 


These  tables  represent  a series  of  experiments  undertaken  by  Drs. 
Mellanby.  Pattison  & Proud,  endeavoring  to  show  the  effect  of  a proper 
diet  <A)  on  the  teeth.  Diets  B and  C are  both  deficient  diets. 


TABLE  I — Daily  Diet 

Diet  ABC 

Hospital  Diet 


Milk 

1%  to  2 pts. 

to  ^ pt. 

1%  pts. 

Bread 

H to  2 ozs. 

5 ozs. 

Ad  lib. 

Fat 

Sugar  (including 

1 oz.  (butter) 

1 oz. 

1 oz. 

cooking) 
Oatmeal,  groats 

1^  ozs. 

3 ozs. 

1^  ozs.  and  jam, 
etc. 

or  gruel 
Rice.  Tapioca. 

— 

2 to  4 ozs. 

Occasionally 

etc. 

'A  oz. 

% oz. 

% oz. 

Meat  (cooked) 

1%  oz. 

I'A  oz. 

2^  ozs. 

Potatoes 

2 ozs. 

4 ozs. 

4 ozs. 

Other  Vegetables 

2 ozs. 

% oz. 

oz. 

Cocoa 

Made  with  milk 

Made  with 
water 

Made  with  milk 

Egg 

1 

Very  little 

Sometimes 

Fruit,  etc. 

% orange  or 
^ tomato 

As  in  Diet  A 

As  in  Diet  A 

Cod-lirer  Oil 

3 to  6 dr. 

— 

2 to  3 drs. 

— Courtesj’  of  Mellanby,  Pattison  ic  Proud,  British  Medical  Journal. 


TABLE  Ha 


Summary  of  Investigation  and  Results 


A 

B 

c 

Number  of  patients  in  each  group.. 

9 

10 

13 

Average  time  between  admission 
and  first  inspection  (months) 

7.5 

8.5 

8.5 

Average  age  at  which  diet  start- 
ed (years)  

7.5 

7.5 

7.08 

Average  period  covered  by  the  in- 
vestigation (months)  

7.5 

7.5 

8.0 

Average  number  of  erupted  teeth 
per  child  at  first  inspection 

18.75 

19.25 

21.0 

Average  number  of  carious  teeth 
per  child  at  first  inspection 

6.5 

6.125  7.0 

— Courtesy  of  Mellanby,  Pattison  & Proud, 

British 

Medical 

Journal. 

TABLE  lib 

Summary  of  Investigation  and  Results 

EXTENSION  OF  CARIES 

A 

B 

c 

Average  number  of  erupted  teeth 
per  child  at  last  inspection 

17.75 

18.0 

20.5 

Actual  number  of  new  teeth  be- 
coming carious  betw'een  inspec- 
tions   

6.0 

28.0 

20.0 

Average  number  of  new'  teeth  per 
child  becoming  carious 

0.65 

2.8 

1.54 

Number  of  teeth  already  carious  in 
which  caries  increased 

7.0 

23.0 

, 18.0 

Average  number  of  teeth  per  child 
in  which  caries  increased 

0.75 

2.3 

1.4 

Total  number  of  teeth  showung  new' 
or  increased  caries  

13.0 

51.0 

38.0 

Average  number  of  teeth  per  child 
with  new  or  increased  caries 

1.4 

5.1 

2.9 

Total  number  of  carious  teeth  in 
which  hardening  has  occurred 

14.0 

7.0 

13.0 

Softening  has  occurred  in 

0 

4.0 

1.0 

— Courtesy  of  Mellanby,  Pattison  & Proud, 

British 

Medical 

Joiimal. 

TABLE  III 

Average  number  of  teeth  per  child  showing  a spread  of  caries  previously 
present  and  new  caries  areas,  together,  with  the  main 
differences  in  the  three  diets. 


Average  No. 
of  Teeth  Per 

DIET  MAIN  DIFFERENCE  IN  DIET  Child  in  Which 

Caries  Has 
Spread 


A Abundant  calcifying  vitamin  and  cal- 
cium: small  amount  of  carbohydrate, 

not  including  oatmeal 1.4 

B Less  calcifying  vitamin  and  calcium: 
much  carbohydrates,  including  oat- 
meal   5.1 

C Intermediate  amount  of  vitamin  A, 
calcium,  and  carbohydrates:  some 

oatmeal  2.9 


— Courtesy  of  Mellanby.  Pattison  & Proud.  British  Medical  Journal. 


DISCUSSION 

E.  V.  WIEDMAN,  M.  D.,  (Lincoln):  In  order  to 

evaluate  properly  the  importance  of  this  paper,  one 
must  turn  the  pages  of  history  and  see  how  depend- 
ent civilization  is  on  its  food  supply — how  the  pro- 
gress and  success  of  any  nation  depends  upon  its 
own  food  supply.  We  can  turn  back  to  the  World 
War  and  see  whether  the  nation’s  health  has  not 
been  dependent  on  this  vast  subject.  A nation  de- 
pends on  its  children,  and  the  health  of  its  children 
depends  on  its  food  and  the  prevention  of  disease. 

I do  not  know  that  I can  add  anything  to  what 
Dr.  Clarke  has  given  you,  but  it  seems  to  me  this 
problem  summarizes  into  two  factors:  first,  the  im- 
portance of  prenatal  care.  This  is  a very  important 
field  and  possibly  is  underestimated.  A mother  going 
through  pregnancy  demands  a certain  calcium  content 
of  the  food.  I wonder  how  many  obstetricians  take 
the  content  of  the  saliva?  We  have  another  import- 
ant factor,  which  is  the  disturbance  of  the  endocrine 
system.  Living  in  a fast  age,  w’e  have  an  unbalance. 
There  has  been  a lot  of  literature  published  and  a 
lot  of  work  is  being  done  on  this  subject. 

Some  of  our  co-workers  at  Iowa  City  have  found 
disease  plays  an  important  part  in  the  calcification 
in  the  teeth.  They  find  you  can  arrest  dental  cai'ies 
by  placing  children  on  proper  diets.  This  is  an  im- 
portant point. 

When  you  turn  the  pages  of  history,  you  will  find 
we  have  had  dental  caries  from  the  age  of  the  Egyp- 
tians down  to  the  present  day.  We  need  more  re- 
search work  in  this.  Oftentimes  we  have  a case  of 
dental  caries  following  long  continued  fevers.  Wheth- 
er we  accept  the  theory  of  Miller  that  a diet  high  in 
carbohydrates  produces  an  acidity  w'hich  causes  a 
dissolution  of  our  inorganic  cells  and  a secondary 
invading  organism  which  causes  dental  caries,  or 
whether  we  accept  the  W'ork  of  Bruening,  there  is 
some  argument.  It  is  up  to  the  dental  colleges  and 
medical  men  to  do  some  experimental  work  which 
has  been  left  mostly  to  the  dental  profession.  We 
can  not  disregard  Bruening’s  work  of  the  bacillus 
producing  acidity  as  being  the  primary  cause  of  den- 
tal caries.  His  work  has  been  corroborated  to  an  ex- 
tent. Here  are  contending  theories,  but  both  agree 
there  is  decalcification. 

What  is  a perfect  tooth?  We  have  all  degrees  from 
severe  dental  caries  to  perfect  calcification.  We 
should  be  able  to  establish  an  immunity  and  prevent 
dental  caries. 

I appreciate  the  courtesy  extended  to  be  able  to 
discuss  this  paper.  I enjoyed  Dr.  Clarke's  paper  very 
much. 

H.  B.  HAMILTON,  M.  D„  (Omaha):  Dr.  Clarke 

has,  in  a brief  way,  given  us  some  of  the  salient 
points  of  the  problem.  I should  like  to  reiterate  the 
importance  of  variety  in  diet.  I am  not  so  sure  it  is 
the  giving  of  carbohydrates  that  causes  damage  as 
much  as  the  fact  when  they  take  those,  they  fail  to 
take  other  things  more  important  from  that  stand- 
point. 

Dr.  Neff  said  teeth  w'ere  demineralized  in  the  pres- 
ence of  fever,  and  also  by  the  giving  of  alkalies.  We 
have  infection  and  the  overcoming  of  alkalies  to  be 
considered.  Variety  may  be  given  much  earlier  than 
we  realize.  The  prematures  are  prone  to  develop 
caries  of  the  teeth.  I think  it  can  be  diminished, 
along  with  other  malnutrition  conditions,  by  the 
early  giving  of  variety  of  foods. 

It  is  easy  to  use  a vegetable  water.  Use  a lot  of 
vegetables  and  strain  the  vegetable  water  off  to 
dilute  the  milk.  In  the  first  two  weeks,  we  can  start 
egg  yolk  which  biologically  ought  to  be  a good  thing, 
and  clinically  and  experimentally  has  been  proven 
to  be.  Gradually  increase  the  amount,  and  in  a short 
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time  the  haby  may  be  getting  an  entire  egg  yolk 
daily.  We  can  increase  the  variety  to  a great  extent. 

I remember  two  of  the  most  pronounced  cases  of 
faulty  dentition  I have  seen  have  been  in  breast-fed 
infants.  In  one  case  the  mother — a poor  colored 
woman — was  limiting  her  diet  to  cereals.  This  diet 
must  extend  back  to  the  prenatal  period,  and  to  the 
nursing  period  for  the  breast-fed  baby.  We  can  give 
egg  yolk  and  vegetables  and  fruit  juices. 

Dentists  are  recognizing  the  lack  of  proper  nutrition 
in  children  and  suggesting  diet,  with  which  idea  I 
am  not  in  accord,  because  I think  they  are  looking 
at  it  from  one  standpoint,  and  the  child  must  be 
observed  from  all  nutritional  factors,  I think  it  is 
up  to  the  doctor  rather  than  the  dentist  to  suggest 
diets. 

VICTORS  LEVINE,  M.  D.,  (Omaha):  This  is  an 

Interesting  subject  to  me.  To  the  physician,  bad 
teeth  mean  more  than  bad  teeth.  It  is  a sign  of 
malnutrition  and  far  more  important  than  weight, 
because  weight  does  not  always  indicate  the  pres- 
ence of  a condition  of  malnutrition.  We  can  tell 
more  by  looking  into  the  oral  cavity  as  to  the  condi- 
tion of  nutrition  of  the  child. 

I am  interested  in  the  way  Dr.  Clarke  presented  the 
paper.  I believe  he  has  covered  the  salient  points 
very  well.  I wish  to  point  out  several  things  with 
reference  to  what  he  has  touched  on.  One  is  we 
must  consider  the  variety  very  much,  especially  in 
this  part  of  the  country.  Congenital  goiter,  congeni- 
tal hyperthyroidism,  and  cretinism  simulate,  in  a 
clinical  way,  rickets.  We  have  in  those  conditions 
delayed  closing  of  the  fontanelle,  delayed  dentition, 
and  all  kinds  of  bone  deformities.  Small  amounts 
of  iodine  will  help  in  rickets  by  increasing  the  cal- 
cium content  of  the  blood.  Congenital  goiter  and 
cretinism  can  usually  be  prevented.  Disease  of  the 
thyroid  is  a class  of  disease  easy  to  prevent  by  giv- 
ing the  mother  during  the  period  of  pregnancy  twenty 
milligrams  of  iodine  twice  a week.  All  the  disturb- 
ances due  to  lack  of  iodine  can  be  entirely  eliminated. 

Another  important  point  I wish  to  make  is  that  in 
laying  down  our  bone  and  teeth  we  must  have  three 
factors:  Calcium  and  phosphorus — the  bricks — and 

also  the  bricklayers — namely,  sunlight,  or  vitamin  D. 
I find  physicians  prescribing  calcium  and  iodine  be- 
fore a tonsillectomy  in  hopes  it  will  increase  the  cal- 
cium content  of  the  blood  and  save  the  patient  from 
excessive  hemorrhage.  As  a matter  of  fact,  that 
calcium  goes  in  and  out  and  never  does  it  have  a 
chance  to  be  absorbed.  Calcium  alone  is  merely  the 
brick,  and  not  the  bricklayer.  If  calcium  is  to  be 
given,  it  must  be  with  a large  quantity  of  foods  con- 
taining vitamin  D or  a large  quantity  of  exposure 
to  sunlight,  or  ultraviolet,  or  a vast  amount  of  acid 
in  the  stomach. 


Sunlight  increases  gastric  acid.  That  means  it 
increases  the  intestinal  acidity.  When  you  have  an 
acid  intestine,  calcium  salts  can  remain  soluble  and 
pass  out  of  the  intestines  into  the  food.  When  your 
calcium  meets  an  alkali  medium,  as  it  does,  then  the 
calcium  precipitates  and  does  not  have  a chance  to 
get  through.  Take  a baby  during  infancy  living  on 
milk,  which  is  extremely  rich  in  calcium  and  phos- 
phorus, and  yet  it  may  develop  rickets.  There  you 
have  calcium,  and  yet  you  have  no  sunlight,  and  you 
may  be  short  in  vitamin  D. 

I want  to  praise  oatmeal  rather  than  to  cause  it 
to  fall  out  of  the  market.  The  previous  speaker  has 
said  it  is  not  what  we  take  that  causes  disease,  but 
what  we  fail  to  take.  When  we  have  a large  amount 
of  oatmeal,  there  is  no  opportunity  for  other  foods, 
and  therefore  a danger  of  having  foods  not  properly 
balanced  in  calcium  and  phosphorus  vitamins. 

DR.  CLARKE,  (closing) : I am  very  grateful  to 

the  men  who  have  discussed  this  paper.  I think  they 
have  covered  the  subject  accurately  and  well.  Of 
course  a paper  of  this  kind  must  be  a summary,  and 
one  can  not  go  into  too  much  detail. 

I think  the  importance  of  variety  in  diet  can  hardly 
be  overestimated.  We  are  gradually  coming  to  that. 
The  doctor  should  be  the  one  to  outline  these  diets. 
We  must  get  in  the  habit  of  taking  the  time  as  the 
people  come  into  the  office  and  outlining  the  proper 
diet.  Do  not  let  the  old  woman  next  door  do  it. 

I think  Dr.  Levine’s  point  about  the  potential  thy- 
roid cases  was  well  taken.  I believe  it  is  important 
to  recognize  them.  You  do  not  see  them  every  day, 
but  perhaps  once  a month.  They  are  fairly  easily 
recognized — youngsters  with  thick  lips  and  skin,  and 
sometimes  with  bulging  of  the  eye.  The  giving  of 
thyroid  and  iodine  oftentimes  prevents  the  develop- 
ment of  a possible  thyroid  enlargement. 

Another  point  is  the  milk.  Do  not  give  a quart  a 
day.  One  to  one  and  a half  pints  is  enough  in  twen- 
ty-four hours. 

The  comment  on  oatmeal  I think  is  correct. 
While  oatmeal  has  its  faults,  it  also  has  its  virtues. 
We  must  not  entirely  eliminate  it.  We  should  recog- 
nize these  youngsters  should  not  be  put  on  cereals 
as  early  as  we  have  been  doing.  So  many  of  our 
people  are  giving  cereals  first.  We  must  think  of 
something  else  rather  than  oatmeal  and  cereals  in 
general. 

The  final  point  is  that  we  doctors  must  recognize 
rickets  early  before  the  bony  changes  have  taken 
place — before  marked  skull  formation.  We  must 
recognize  rickets  by  its  clinical  symptoms  and  treat  it. 
In  that  way  will  we  prevent  improper  tooth  forma- 
tion. 


HYPOTHYROIDISM  IN  CHILDREN* 

E.  B.  REED,  M.  D., 

Lincoln,  Nebr. 


This  communication  deals  with  a perusal  of 
the  literature  and  the  demonstration  of  three 
cases,  with  the  aim  of  stimulating  an  interest  in 
a group  of  cases  that  are  often  neglected  in  gen- 
eral practice ; namely,  thyroid  deficiency  in  chil- 
dren. We  have  purposely  omitted  those  cases 
of  disturbed  thyroid  function  associated  with 
adolescent  and  colloid  goiter.  We  know  that 

♦Read  before  the  Lancaster  County  Medical  Society,  February  5,  1929. 


these  cases  of  hypothyroidism  must  be  recogniz- 
ed early  and  treatment  instituted  accordingly,  if 
much  improvement  is  to  be  hoped  for. 

For  purposes  of  clarity,  we  propose  to  define 
certain  terms  to  which  references  are  made  later 
in  this  paper.  Hypofunction  of  thyroid,  as  used 
by  Rowe  and  Lawrence,  is  applied  to  that  con- 
dition in  which  all  of  the  clinical  and  laboratory 
findings  indicate  a lowered  functional  level,  the 
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extreme  picture  of  which  is  produced  by  com- 
plete ablation  of  the  gland ; in  other  words,  a 
state  of  demonstrable  absence  or  lack  of  the  in- 
ternal secretory  activity. 

Dysfunctional  states  are  those  in  which  evi- 
dfence  of  hyper-  and  hypothyroidism  are  simul- 
taneously observed.  The  degrees  of  hypofunc- 
tion  could  be  well  designated  by  the  terms  mild, 
moderate,  and  severe.  All  types  of  hypothy- 
roidism from  the  mildest  to  the  severe  merge  in- 
to each  other  so  that  such  a designation  as  cre- 
tinism does  not  make  a good  universal  applica- 
tion. It  seems  better  to  use  cretinism  to  desig- 
nate the  classic  clinical  syndrome  of  a severe 
type  of  hypothyroidism  whether  it  be  endemic  or 
sporadic.  Infantile  myxedema,  athyreosis,  and 
hypothyrosis  will  not  be  used.  Their  usage  is 
discouraged  by  many  authors. 

The  anatomy  and  the  physiology  of  the  thy- 
roid gland  is  too  well  known  to  be  considered  at 
much  length,  but  a few  salient  points  we  believe 
should  be  reviewed  in  order  that  we  may  more 
clearly  enter  into  a discussion  of  the  etiolog>'.  It 
has  long  been  known  that  the  weight  of  the  thy- 
roid gland  varies  according  to  the  geographic 
location  of  the  individual.  Many  authors  have 
attempted  to  establish  an  average  body  weight- 
gland  ratio.  The  figures  given  and  used  by 
many  authors  are  the  ratio  of  1-400  to  245  in 
the  new  born ; 1-700  to  1000  in  the  older  child ; 
and  1-2000  to  2500  in  the  adult.  Kendall  in 
1914  showed  that  the  thyroid  gland  produced 
from  iodine  a substance  which  had  certain  ac- 
tions, tentatively  named  alpha-iodine  in  order  to 
differentiate  it  from  the  other  iodine  compounds 
occurring  in  the  gland,  which  were  called  beta. 
This  substance  is  now  generally  called  thyroxin. 
The  theory  of  the  physiological  action  of  the  thy- 
roxin is  that  of  a catalyst  which  bears  an  active 
relation  to  the  production  of  energy  within  the 
tissues.  The  substance  appears  to  function  with- 
in the  tissue  and  there  seems  to  be  an  equilibrium 
between  the  amount  in  the  tissue  and  the  amount 
in  the  blood  stream  and  the  amount  at  its  source 
of  supply,  the  thyroid  gland.  As  a catalyst  it 
merely  increases  the  rate  at  which  these  funda- 
mental reactions  are  carried  out.  This  increase 
in  metabolism  results  in  metamorphosis.  Guder- 
natsch.  Swingle,  and  others  have  shown  that 
when  tadpoles  are  fed  thyroid  substance  there  is 
a rapid  metamorphosis  into  frogs,  without  any 
associated  increase  in  the  size  of  the  animal ; and 
contrary  to  this,  thyroidectomized  tadpoles  con- 
tinue to  grow  and  become  large  tadpoles  but 
metamorphosis  into  frogs  does  not  take  place. 

It  is  generally  recognized  that  there  is  a def- 


inite interrelationship  of  the  various  members  of 
the  endocrine  system.  A deficiency  of  thyroid 
secretion  probably  interferes  with  the  proper 
function  of  the  other  member.'’  of  the  endocrine 
system.  Biedl  states  that  the  thyroid  plays  the 
greatest  role  of  all  the  internal  glands.  Herr- 
mann is  of  the  opinion  that  in  sporadic  cretinism 
the  absence  of  thyroid  secretion  probably  inter- 
feres with  the  growth  stimulating  function  of  the 
pituitary  and  when  thyroid  extract  is  given  this 
function  is  resumed. 

Heredity  plays  an  important  part  in  the  dis- 
turbances of  the  thyroid  gland.  !Many  authors 
have  cited  instances  where  several  members  of 
one  family  are  affected.  The  disturbance  may 
be  of  a different  character  in  each  individual,  or 
this  inherent  tendency  may  manifest  itself  in  dis- 
turbances of  other  members  of  - the  endocrine 
chain.  Herrmann  advances  the  theory  that  there 
are  individual  differences  in  the  functional  effi- 
ciencies of  the  thyroid  gland.  Further,  this  so- 
called  inefficiency  may  not  be  evident  until  an 
extra  demand  is  made  upon  it  by  infection,  tox- 
emia, or  psychic  trauma. 

It  is  believed  that  in  regions  of  endemic  goiter 
a lack  of  iodine  in  the  mother's  organism  may 
cause  a failure  of  thyroid  development  during 
fetal  life  or  shortly  after  birth.  McGarrison 
makes  a claim  that  one  out  of  every  twenty  goi- 
trous mothers  give  birth  to  mentally  defective  or 
imbecile  children,  and  that  the  goitrous  girls  of 
today  are  the  goitrous  mothers  of  tomorrow. 

The  diagnosis  of  hypothyroidism  in  children 
is  largely  a clinical  deduction.  Because  of  the 
fact  that  treatment  must  be  started  early  if  much 
improvement  is  to  be  expected,  early  diagnosis  is 
emphasized.  The  average  parent  does  not  ex- 
pect much  of  a baby  a few  months  old.  and  if  he 
appears  to  be  very  quiet  or  is  slow  at  noticing 
his  surroundings  it  is  thought  that  he  is  a good 
baby  and  that  he  is  just  too  young  to  be  making 
a great  deal  of  progress.  As  a rule  the  patients 
are  not  brought  to  the  medical  advisor  until  they 
are  six  to  eighteen  months  old.  Many  of  the 
milder  types  are  not  suspected  until  they  enter 
school,  where  the  instructor  is  quicker  to  pick 
up  a mental  aberration.  The  parents  grow  to  ac- 
cept a degree  of  backwardness  in  their  own  chil- 
dren and  start  early  to  make  excuses  for  them. 

The  manifestations  of  thyroid  hypofunction 
may  be  grouped  under  two  headings : ( 1 ) phy- 
sical defects ; ( 2 ) mental  defects.  Lewellyn 
Barker  points  out  the  triad  of  hypothyrodism  as 
follows : Stunted  growth,  mental  dullness,  and 
constipation.  The  physical  defects,  although  as 
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serious  as  they  are,  cannot  be  compared  to  the 
seriousness  of  mental  deficiency.  Engelbach 
maintains  that  70  percent  of  the  children  having 
anomalous  development  during  the  first  year  of 
life  as  presented  by  the  following  clinical  signs, 
are  cases  of  hypothyroidism:  (1)  Weight  of 

more  than  eight  pounds  at  birth;  (2)  eruption 
of  the  first  tooth  later  than  the  seventh  month ; 
(3)  walking  later  than  one  year;  (4)  the  use 
of  dissyllables  and  short  sentences  later  than  one 
year.  Other  signs  of  a disturbed  secretion  are 
late  closure  of  the  anterior  fontanel,  subnormal 
temperature,  coldness  of  the  extremeties,  dryness 
of  the  skin,  coarseness  and  dryness  of  the  hair, 
goose  flesh  skin,  late  separation  of  the  cord,  um- 
bilical hernia,  distended  abdomen,  thick  tongue, 
gaping  mouth,  and  certain  types  of  eczema.  In 
the  true  cretin  the  fat  distribution  is  quite  gen- 
eral, with  some  characteristic  areas  noted  as  the 
dorsum  of  the  wrist,  the  supraclavicular  region 
and  the  dorsum  of  the  arch  of  the  foot.  Inability 
to  talk  is  generally  accepted  as  a symptom  of 
marked  importance  in  the  consideration  of  the 
hypothyroid.  The  utterance  of  uncouth,  mean- 
ingless sounds,  such  as  shrill  cries  and  drolling 
of  senseless  murmurs  often  of  a guttural  quality, 
during  the  first  year  of  life  are  frequently  signs 
of  mental  disorder  and  should  be  closely  investi- 
gated. 

From  a practical  standpoint  the  basal  meta- 
bolism cannot  be  applied  in  the  diagnosis  of  thy- 
roid deficiences  in  children.  There  are  many 
difficulties  encountered  in  obtaining  the  rate  of 
metabolism  in  children.  The  chief  of  these  are, 
briefly,  the  inability  of  the  patient  to  satisfactor- 
ily cooperate  in  the  methods  of  indirect  calorime- 
try ; and  secondly,  there  is  no  generally  accepted 
standard  of  normal  in  children.  The  average  re- 
duction in  metabolic  rate  in  cretins  is  20  to  30 
per  cent.  The  glucose  tolerance  test  is  mentioned 
only  to  be  dismissed,  as  not  being  of  much  prac- 
tical value  in  arriving  at  a diagnosis. 

The  study  of  the  osseous  system  by  the  roent- 
gen ray  has  come  to  be  recognized  as  a valuable 
aid  in  the  diagnosis  of  hypothyroidism.  Engel- 
bach states  that  it  perhaps  is  of  more  value  than 
the  basal  -metabolism,  blood  chemistry,  and  other 
so-called  specific  and  laboratory  determinations. 
In  a long  review  of  the  osseous  development  in 
endocrine  disorders,  Engelbach  and  others  give 
a comparative  table  of  various  investigators  on 
the  appearance  of  ossification  centers  as  well  as 
a large  series  of  their  own  study,  to  determine 
the  normal,  and  a large  group  of  endocrine  dis- 
turbances ; namely,  thyroid  and  pituitary  hypo- 
function,  in  which  a constant  late  appearance  of 


these  centers  arc  established  as  a criterion  in  the 
diagnosis  of  hypothyroidism.  Other  conditions 
which  impede  mental  activity  in  infants  do  not 
influence  the  osseous  nuclear  development. 

A satisfactory  response  to  the  administration 
of  thyroid  substance  is  interpreted  by  many  auth- 
ors as  a confirmation  of  the  diagnosis. 

TREATMENT 

There  is  a great  deal  of  evidence  that  careful 
study  of  the  metabolic  rate  in  the  gravid  women 
offers  some  hope  of  lowering  the  incidence  of 
hypothyroid  children.  It  is  known  that  a cer- 
tain percent  of  gravid  women  have  an  increased 
basal  metabolic  rate,  varying  from  plus  15  to 
plus  25  per  cent  after  the  third  month  of  gesta- 
tion, and  this  increase  is  construed  as  a normal 
response  of  the  thyroid  in  pregnancy.  Engelbach 
strongly  maintains  that  the  clinical  examination 
of  the  expectant  mother  should  include  a study 
of  her  basal  metabolism ; and  if  a thyroid  hypo- 
function  is  determined,  gland  therapy  should  be 
instituted.  He  further  believes  that  if  roentgen- 
ograms were  made  of  all  infants  who  are  over- 
weight at  birth  or  who  show  mal-development 
during  the  first  year,  many  of  the  cretins  and 
the  less  pronounced  thyroid  deficiencies  could  be 
diagnosed  and  the  effects  of  early  treatment  be 
derived  accordingly. 

Since  we  do  not  live  in  an  endemic  goiter  area, 
our  problem  of  preventing  endemic  cretinism  is 
not  great.  However,  it  has  been  positively  shown 
that  the  proper  exhibition  of  iodine  in  goitrous 
districts  has  lowered  the  incidence  of  severe  en- 
demic hypothyroidism. 

The  curative  treatment,  if  that  term  may  be 
used,  rests  in  the  administration  of  the  active 
principle  of  the  thyroid  gland.  Milder  forms  of 
hypothyroidism  if  recognized  early  can  be  great- 
ly benefited  and  in  most  instances  restored  to 
normal.  The  mental  aberration  does  not  respond 
to  treatment  as  well  as  does  the  physical  defi- 
ciency. In  general  the  prognosis  depends  upon 
the  age  at  which  treatment  is  begun  and  also 
upon  the  duration  and  regularity  of  that  treat- 
ment. 

Thyroid  gland  substance  in  tablet  form,  stand- 
ardized as  to  its  iodine  content  (.2  per  cent  in 
thyroid  combination),  is  the  most  valuable  rem- 
edy. In  the  small  child  we  believe  it  is  better 
to  start  with  about  % gT-  twice  a day  and  grad- 
ually increase  until  a physiological  response  is 
noted.  The  effect  of  thyroid  medication  is  evi- 
dent in  three  to  five  days.  The  amount  that  is 
required  in  the  individual  case  is  quite  variable. 
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However,  there  is  no  physiological  basis  for  a 
dose  of  standard  dried  gland  greater  than  six 
grains  per  day.  Thyroxin  has  no  advantage 
over  the  dried  substance.  The  signs  that  are 
of  greatest  importance  in  determining  the  dose 
are  the  general  activity  of  the  patient,  the  tem- 
perature, the  body  weight,  and  the  bowel  move- 
ments. Over  dosage  may  be  followed  shortly 
by  perspiration,  marked  irritability,  and  bed  wet- 
ting. 

Marine  advocates  the  administration  of  iodine 
as  a part  of  the  routine  treatment  of  poor  thy- 
roid function  whether  it  be  goitrous  or  non- 
goitrous. 

It  has  been  our  plan  to  use  an  iodized  cod 
liver  oil  to  supply  the  necessary  iodine.  How- 
ever, the  improvement  with  iodine  necessarily 
varies  with  the  amount  of  thyroid  gland  present 
and  its  ability  to  produce  thyroxin. 

CASE  REPORTS 

Beverly  S.  Family  history:  Father  living  and  ap- 
parently well.  Mother  living  and  quite  well.  Both 
parents  are  of  medium  build  and  fairly  stout,  the 
mother  weighing  about  150  pounds,  the  father  about 
165.  One  brother  living  and  well,  birth  weight 
tends  to  be  of  slender  type.  Two  sisters  living  and 
well;  one  sister  weighed  at  birth,  the  other  8^^ 
at  birth;  both  are  considerably  overweight,  very  quiet, 
and  get  along  fairly  well  in  school.  The  mother  has 
had  no  miscarriages. 

This  baby  was  born  April  12,  1928,  at  full  term, 
after  an  uneventful  labor.  Birth  weight  was  8%. 
There  were  no  deformities  and  the  baby  appeared  to 
be  normal  in  every  respect.  The  cord  came  off  on  the 
11th  day.  There  was  a slight  exudate  four  to  five 
days  after  the  cord  was  off.  After  healing,  some 
bulging  of  the  umbilicus  was  noted.  However,  after 
four  weeks  of  reduction  by  strapping,  it  was  less 
marked. 

The  baby  has  been  breast  fed  and  after  the  first 
month  complimental  feeding  was  added.  After  the 
fourth  month  the  babe  was  put  on  a lactic  acid  milk 
mixture,  due  to  the  fact  that  a very  small  amount 
was  obtained  from  the  breast.  Almost  throughout,  a 
low  fat,  low  carbohydrate  mixture  has  been  used,  but 
in  spite  of  the  minimum  caloric  requirement  the  baby 
has  gained  very  rapidly  and  has  always  been  over- 
weight. The  general  appearance  has  always  been 
good.  The  skin  was  of  fair  turgor,  the  muscles  rath- 
er flabby. 

At  five  months  she  weighed  17  pounds  and  1% 
ounces.  At  nine  months  she  weighs  23  pounds  and 
101^  ounces  and  is  28  inches  tall,  being  about  five 
pounds  overweight.  There  are  no  teeth  present.  The 
baby  was  not  able  to  sit  alone  until  she  was  about 
eight  months  old.  The  anterior  fontanelle  measures 
about  114  inches  in  its  widest  diameter.  There  is  no 
special  distribution  of  subcutaneous  fat.  There  is  no 
fullness  of  the  wrists,  no  beading  of  the  ribs  or  flar- 
ing of  the  costal  margins.  A study  of  the  osseous 
centers  shows  the  carpals,  the  knee  and  the  ankle  to 
be  normal  for  a child  between  the  ages  of  six  months 
and  one  year. 

In  view  of  the  chronological  history  of  this  child 
to  date  we  have  felt  that  a diagnosis  of  hypothyroid- 
ism was  justified.  We  feel  that  this  is  the  type  of 


case  that  should  command  close  obsers'ation  and 
should  be  treated  early  with  the  hope  of  developing 
a properly  functioning  gland. 

Doris  H.  Female.  Age  214  years. 

Family  history:  Father  aged  forty- seven,  living  and 
well,  of  medium  build  and  of  average  intelligence. 
Mother  thirty- eight,  living  and  well,  of  medium  build, 
and  of  average  intelligence.  There  are  three  broth- 
ers living  and  well,  all  older,  all  seem  to  be  quite  well 
and  are  doing  the  school  work  expected  of  children 
of  their  respective  ages. 

The  child  was  first  brought  to  us  when  seven 
months  old  for  the  complaint  of  cyanosis.  She  was 
a full  term  baby,  spontaneous  delivery.  Birth  weight 
was  not  definitely  known,  but  thought  to  be  about 
eight  pounds.  She  was  breast  fed  every  two  to  three 
hours;  however,  was  a poor  nurser.  At  about  ten 
days  the  baby  had  a very  marked  blue  spell  which 
lasted  for  about  two  hours.  She  became  cold  and 
lifeless.  Since  that  time  she  had  had  several  spells 
but  of  lesser  severity,  and  at  that  time  when  she 
cried  her  face  would  become  dusky. 

Resume  of  examination;  The  baby  appears  passive 
and  shows  no  interest  in  its  surroundings.  The  face 
is  broad,  nose  is  rather  wide  and  flat.  The  tongue 
seems  to  be  thick  and  protrudes  between  the  lips. 
The  skin  feels  thick,  the  subcutaneous  fat  feels  bog- 
gy. The  hands  and  feet  are  blue  and  cold.  The  lips 
and  face  are  also  moderately  dusky.  The  neck  is 
short,  rather  thick,  and  the  presence  of  a thyroid  is 
indefinite.  The  abdomen  is  moderately  protruberant 
but  there  is  no  umbilical  hernia.  The  hands  and  feet 
are  large,  the  fingers  and  toes  being  quite  short  and 
thick.  Examination  of  the  systems  was  generally 
negative  except  a congenital  heart  difficulty  which 
we  interpreted  as  being  a pulmonary  stenosis.  The 
blood  Wassermann  of  the  mother  was  negative, 

A diagnosis  of  cretinism  was  made  and  thyroid 
gland,  grs.  % night  and  morning,  was  given  with 
general  feeding  directions. 

At  eighteen  months  the  babe  looked  markeaiy  im- 
proved, showed  a greater  alertness,  and  tried  to  say 
a few  monosyllabic  words.  The  tongue  was  less 
thick;  the  mouth  still  gaped;  the  skin  was  softer  but 
the  subcutaneous  tissues  felt  doughy.  She  weighed 
19  pounds  and  6 ounces  and  measured  27  inches.  Two 
lower  incisors  were  present.  At  this  time  she  was 
getting  2 grains  of  thyroid  substance  daily. 

At  two  and  one-half  years  the  baby  is  able  to  feed 
herself,  can  walk  with  the  aid  of  chairs,  and  says 
"daddy”,  "baby”,  "chicky”,  etc.  She  is  more  alert 
and  seems  to  notice  her  surroundings  more  intelli- 
gently. She  makes  her  wants  known.  She  weighs 
27  pounds  and  4 ounces  and  her  height  is  28%  inches. 
Her  hair  is  still  rather  fine  and  thin,  face  broad,  and 
mouth  gaping.  Her  tongue  is  much  thinner  and  it 
is  smooth.  There  is  slight  drooling.  The  hands  and 
feet  are  rather  thick  and  broad.  They  are  still  mod- 
erately dusky  and  cold.  The  abdomen  is  moderately 
prominent.  At  this  time  she  has  twelve  teeth,  which 
are  not  well  occluded.  A study  of  the  osseous  centers 
shows  her  to  be  delayed  about  six  months  in  the  reg- 
ular presentation.  She  has  been  given  the  thyroid 
substance,  3 grains  daily  at  present,  and  has  at  no 
time  shown  any  signs  of  overdosage. 

Billy  S.  Male.  Age  five  years. 

Family  history:  Father  living  and  quite  well,  of 
medium  build,  and  would  be  grouped  as  a peculiar 
individual  with  a so-called  psychopathic  personality. 
However,  he  commands  a good  occupation.  The 
mother  is  living  and  well,  and  seems  moderately 
alert. 

The  child  was  first  brought  to  us  in  June,  1927, 
because  of  the  fact  that  he  was  unable  to  talk  very 
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well.  The  past  history  showed  him  to  be  about  one 
month  premature,  uneventful  delivery,  and  weighing 
five  pounds  at  birth.  Feeding  history  was  very  ir- 
regular. It  seemed  that  he  would  not  nurse  the  breast. 
Finally  he  was  fed  a cow’s  milk  mixture  and  oatmeal 
gruel,  upon  which  he  thrived — weighed  10  pounds  at 
six  months,  18  pounds  at  one  year.  He  was  always 
very  apethetic,  took  very  little  notice  of  his  sur- 
roundings, and  could  not  sit  up  until  he  was  almost 
a year  old,  did  not  walk  until  he  was  two  years  old 
He  had  the  first  teeth  at  about  one  year.  He  tried 
to  begin  talking  at  about  2i/^  years,  making  harsh, 
gutteral  vocalizations.  He  had  been  very  susceptible 
to  nose  and  throat  infections.  The  appetite  has  been 
rather  capricious  and  he  tends  to  be  constipated. 

Examination  at  this  time  showed  a mentally  defec- 
tive youngster  who  cooperated  poorly  and  was  very 
apethetic.  The  physical  examination  was  generally 
negative  except  for  infected  tonsils  and  adenoids.  He 
was  35%  inches  tall  and  weighed  30  pounds.  The 
blood  Wassermann  was  negative.  Urinalysis  was 


negative.  The  hemogram  showed  a moderate  degree 
of  anemia. 

Study  of  the  osseous  centers  at  the  age  of  4%  years 
showed  hi'm  to  be  delayed  about  one  year.  Tonsillec- 
tomy and  adenoidectomy  was  advised  and  performed. 
Thyroid  medication,  grs.  % twice  daily,  was  begun. 

We  feel  that  the  boy  has  responded  very  nicely  to 
this  treatment.  He  soon  became  more  alert,  was  more 
active  and  could  amuse  himself  almost  entirely.  He 
has  become  able  to  make  his  wants  entirely  under- 
stood and  plays  very  well  with  the  children  of  the 
neighborhood.  His  speech  difficulty  is  still  rather 
marked.  However,  he  is  able  to  use  small  phrases 
and  many  words.  The  grunting,  guttural  quality 
of  his  articulation  has  been  overcome.  In  June,  1928, 
he  weighed  33  pounds  and  8 ounces  and  was  37% 
inches  tall.  In  September  of  1928  he  weighed  32 
pounds  and  14  ounces  and  was  38  inches  tall.  At 
this  time  he  is  taking  2 grains  of  thyroid  daily.  We 
have  been  very  well  pleased  with  the  progress  made 
in  this  case. 


CHRONIC  INTERLOBAR  EMPYEMA  COMPLICATING  LUNG  ABSCESS* 

JOSEPH  A.  WEINBERG,  M.  D., 

Omaha,  Nebr. 


I desire  to  present  this  case  because  the  path-  ' 
ology  is  so  unusual  and  because  it  is  an  example 
of  what  may  be  accomplished  in  seemingly  in- 
tractable cases  of  chronic  empyema.  Eormerly 
these  cases  were  treated  by  some  form  of  collaps- 
ing operation  as  the  Estlnader  or  Schede  pro- 
cedure. Such  treatment  had  the  disadvantage  of 
high  mortality,  loss  of  function  of  the  lung  and 
extreme  deformity.  The  new  era  of  thoracic 
surgery  has  brought  about  a radical  change  in  the 
method  of  attack.  Instead  of  bringing  the  chest 
wall  to  the  contracted  lung,  the  lung  is  brought 
out  to  meet  the  thoracic  wall.  This  is  accom- 
plished by  multiple  operations  which  may  be  in- 
terrupted at  any  stage,  an  open  thoracic  wound 
during  the  intervals  between  operations,  and  Car- 
rel-Dakin  treatment. 

CASE  REPORT: 

Mrs.  Maude  A.,  age  34,  entered  the  University  of 
Nebraska  Hospital  on  July  3rd,  1928,  complaining  of 
productive  cough,  expectoration  of  offensive  pus,  pain 
in  the  left  thorax  and  weakness.  She  gave  a history 
of  having  been  in  the  University  Hospital  in  January, 
1927,  for  the  removal  of  a diseased  ovary  and  tube. 
A week  after  this  operation  a tonsillectomy  was  per- 
formed under  ether  anesthesia.  Ten  days  after  the 
tonsillectomy  she  “caught  cold’’  (as  she  described  it) 
and  developed  a cough  which  became  progressively 
worse  and  reached  its  climax  with  the  coughing  up  of 
a large  quantity  of  foul  material.  X-ray  examination 
on  February  9th  showed  a lung  abscess  at  the  pos- 
terior of  the  lower  part  of  the  upper  lobe  of  the  left 
lung.  Purulent  sputum  contained  streptococcus 
hemolyticus.  She  showed  no  improvement  during  the 
next  few  months  and  had  recurrences  of  profuse  ex- 
pectoration of  foul  pus  at  intervals  of  a month  or 
two,  with  weakness  and  symptoms  of  sepsis  when 
the  abscess  was  not  draining.  X-ray  examination  on 
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April  3rd,  1928,  showed  the  lung  abscess  persisting 
and  an  extensive  pleural  thickening  in  the  region  of 
the  abscess.  Operation  was  advised  at  this  time  but 
was  refused  by  the  patient.  Repeated  examinations 
had  been  made  up  to  this  time  for  the  presence  of 
the  tubercle  bacillus  and  all  were  negative. 

On  July  3d  when  I first  saw  the  patient  she  was 
markedly  emaciated  and  showed  evidence  of  sepsis 
from  pus  absorption.  There  was  typical  clubbing  of 
the  fingers.  She  was  expectorating  about  a quart  of 
offensive  purulent  material  every  twenty-four  hours. 
The  entire  left  thorax  was  dull  to  flat  on  percussion. 
Breath  sounds  were  absent  over  the  lower  part  of  the 
thorax  and  diminished  over  the  upper  part.  X-ray 
examination  on  July  5th  showed  a lung  abscess  with 
little  demarcation  and  diffuse  clouding  of  the  lower 
half  of  the  left  thorax.  There  was  marked  thicken- 
ing of  the  pleura  at  the  interlobar  fissure  extending 
upward  and  backward  from  the  area  of  increased 
density.  On  the  basis  of  these  findings  the  condi- 
tion was  diagnosed  as  lung  abscess  complicated  by 
interlobar  and  extralobar  empyema,  with  pus  in  the 
pleural  cavity.  It  is  evident  that  the  patient  had  a 
lung  abscess  which  first  perforated  into  a bronchus 
and  later  perforated  into  the  pleural  cavity,  thus 
establishing  a communication  between  the  pleural 
cavity  and  the  bronchus.  Her  white  blood  cell  count 
at  this  time  was  11,000  per  cubic  mili’meter,  red  blood 
cell  count  3,900,000  hemoglobin  75.  The  urine  was 
normal.  The  temperature  was  irregular,  the  high 
point  varying  from  day  to  day  between  98  and  100. 

The  first  operation  was  performed  on  July  11,  1928, 
under  nitrous  oxid-oxygen  anesthesia.  A four  inch 
skin  incision  was  made  along  the  ninth  rib  from  the 
posterior  axillary  line  to  anterior  axillary  line.  Three 
inches  of  the  ninth  rib  was  resected  and  the  pleural 
cavity  exposed.  A localized  empyema  was  encount- 
ered. This  communicated  with  a bronchus.  A soft 
rubber  drain  was  inserted  at  this  stage  and  the  oper- 
ation stopped  because  of  rising  pulse  and  respiration. 
(150  and  48).  Rubber  dam  was  used  for  drainage. 
I have  found  that  stiff  rubber  tubes  are  highly  irri- 
tating to  the  pleura  and  may  greatly  increase  the 
thickening  already  present.  Carrel-Dakin  treatment 
was  used  for  two  days  following  operation  but  was 
stopped  because  of  irritation  of  the  bronchus.  Boric 
acid  solution  was  used  for  irrigation.  With  a co- 
operative patient  it  is  often  possible  to  use  Dakin 
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solution  in  the  presence  of  a bronchial  fistula.  But 
in  this  case  the  irritation  induced  such  severe  spasms 
of  coughing  that  it  was  considered  unwise  to  continue 
with  it.  After  two  weeks  her  condition  was  suffi- 
ciently improved  to  warrant  continuing  the  operative 
treatment. 

The  second  operation  was  performed  on  July  25th, 
two  weeks  after  the  initial  operation.  A two  inch  skin 
incision  was  made  at  right  angle  to  the  first  incision. 
One  inch  more  of  the  9th  rib  and  4 inches  of  the 
tenth  rib  were  resected.  Several  abscesses  were  en- 
countered in  the  pleural  cavity  and  were  drained. 
Then  the  upper  and  lower  lobes  were  separated  in  the 
anterolateral  region  and  several  ounces  of  foul  pus 
was  evacuated.  Soft  rubber  drains  were  placed  in 
the  wound.  Following  this  operation  Dakin  solution 
was  again  used  but  the  bronchial  fistula  necessitated 
changing  to  boric  acid  solution  irrigations. 

The  third  operation  was  performed  12  days  after 
the  second.  The  interlobar  abscess  was  further  ex- 
plored through  the  same  wound.  A large  irregular 
abscess  was  found  in  the  upper  lobe  communicating 
with  the  empyema  cavity  by  a small  sinus.  The  ab- 
scess was  freely  opened  to  the  outside.  A partial 
decortication  was  performed  and  the  wound  packed 
with  gauze  to  check  hemorrhage.  The  visceral  pleura 
was  fully  one  centimeter  thick  in  the  region  and  was 
extremely  indurated.  The  communicating  bronchus 
was  partially  constricted  by  means  of  a chromic  liga- 
ture. There  was  very  little  purulent  exudate  follow- 
ing this  operation,  either  through  the  bronchus  or  the 
external  wound.  Boracic  acid  solution  was  used  as 
before.  On  August  25th  (19  days  after  the  3d  opera- 
tion) the  patient  was  dismissed  with  no  expectora- 
tion of  pus  and  with  the  bronchial  fistula  closed.  The 
lung  was  not  expanded,  leaving  quite  a large  cavity. 

A fourth  operation  was  performed  on  September 
5th.  Thickened  pleura  was  removed  over  several 
square  inches  of  lung  by  cross-hatching  and  remov- 
ing the  blocks  of  pleura.  Gauze  drains  and  rubber 
dam  was  inserted  to  arrest  hemorrhage.  She  was 
dismissed  on  the  19th  day  following  the  operation 
with  slightly  irregular  temperature  but  feeling  well. 
The  wound  w-as  completely  healed  after  three  months. 
She  has  been  seen  at  intervals  of  about  a month  and 
at  the  present  time  has  the  appeai'ance  of  complete 
recovery.  The  lung  has  expanded  to  fill  the  pleura 
cavity,  there  is  no  purulent  expectoration,  and  she  is 
able  to  work  every  day  without  fatigue  or  discomfort. 
X-ray  examination  at  this  time  shows  no  evidence  of 
active  pathology. 

In  this  case  we  have  a rather  complicated  pic- 
ture. Most  cases  show  a much  simpler  pathology. 
But  all  have  certain  features  in  common.  The 
important  features  are  collapsed  lung  and  thick- 
ened infected  pleura.  If  the  lung  tissue  is  not 
greatly  fibrosed,  and  it  usually  is  not,  it  will  ex- 
pand provided  the  infection  is  properly  drained, 
and  the  thickened  pleura  removed.  Not  long 
ago  I treated  a case  in  which  the  right  lung  was 
completely  collapsed  and  was  so  completely  cov- 
ered with  thickened  pleura  that  it  was  difficult 
to  locate  the  lung  even  with  wide  exposure.  The 
empyema  had  been  present  for  six  months.  After 
decortication  the  lung  e.xpanded  to  completely 
fill  the  pleural  cavity. 

No  case  of  chronic  empyema  can  be  considered 
cured  unless  the  lung  has  expanded  to  fill  the 
cavity.  If  the  thoracic  wound  is  closed  over  a 


dead  space,  abscesses  will  reform.  Therefore,  it 
is  not  wise  to  close  the  wound  at  any  stage.  It 
will  close  of  its  own  accord  when  the  infection 
subsides. 

DISCUSSION 

C.  B.  PIERCE,  M.  D.  (Omaha) : I should  like  to 
emphasize  several  things  Dr.  Weinberg  has  said.  In 
regard  to  the  lateral  view  of  the  chest,  bear  in  mind 
one  of  the  first  signs,  if  there  is  thickening  in  the 
pleura  or  definite  pathology  behind  the  heart,  that 
will  appear  more  or  less  in  this  fashion.  (Illustrates 
on  blackboard).  This  area  will  be  described  by  a 
heart  shadow.  One  will  not  know  whether  it  is  thick- 
ening or  exudate  in  spaces  between  the  visceral  and 
parietal  pleura.  If  one  makes  a lateral  projection  of 
the  chest,  he  has  a beautiful  exposure  of  the  post- 
cardiac space.  So  we  can  make  an  inference  as  to 
the  character  of  the  trachea  and  the  condition  of  the 
parabronchial  structures  going  to  the  left,  and  as  to 
whether  the  thickening  is  in  the  fissure  itself  or  a 
total  obstruction  due  to  the  exudate  between  the  vis- 
ceral and  parietal  pleura. 

JOHN  P.  ALLEN,  M.  D.  (Omaha):  My  only  reason 
for  rising  to  discuss  this  paper  is  that  I had  seen  the 
patient  on  several  occasions  for  sometime  previous  to 
her  admission  to  the  hospital  on  Dr.  Weinberg’s  serv- 
ice. I was  a little  late  and  did  not  get  to  hear  the 
first  part  of  Dr.  Weinberg’s  paper.  There  is  a his- 
tory in  this  case  of  having  been  in  the  hospital  sev- 
eral months  previously  for  some  minor  surgical  opera- 
tion, and  afterwards  developing  signs  indicating  the 
probability  of  pulmonary  abscess.  After  discharge 
from  the  hospital,  she  was  under  observation  by  us 
as  an  out-patient  for  several  months,  during  which 
time  there  was  not  a great  deal  in  the  way  of  consti- 
tutional manifestations,  such  as  fever,  and  the  ex- 
pectoration was  not  great.  We  looked  upon  it  as  a 
lung  abscess  which  we  expected  to  recover  spontan- 
eously. 

During  that  time  several  sets  of  films  were  taken 
by  Dr.  Pierce.  Ultimately  it  was  apparent  from  the 
films  and  the  increase  in  sputum  that  the  lesion  was 
spreading  rather  than  improving.  I then  had  her  at 
the  University  Hospital  with  the  idea  of  attempting 
a pneumothorax.  Her  general  condition  was  rather 
good  and  the  indications  were  that  the  lesion  was 
not  superficial,  that  is  to  say  peripheral.  It  seems, 
however,  that  she  was  influenced  by  someone  to  leave 
the  hospital  without  such  treatment  having  been  at- 
tempted. It  was  some  weeks  after  that  I learned  her 
condition  was  very  much  worse,  and  I advised  that 
she  be  admitted  on  the  surgical  service.  The  case  as 
presented  by  Dr.  Weinberg  is  certainly  a splendid 
example  of  the  results  obtainable  as  a result  of  well 
planned  surgical  intervention. 

If  I may  say  two  or  three  words  on  the  general 
classification  of  lung  abscesses,  I should  like  to  do 
so  at  this  time.  In  this  case  there  was  a period  when 
we  believed  an  attempt  at  collapse  by  pneumothorax 
was  indicated,  the  x-ray  findings  not  Indicating  that 
the  abscess  had  not  necessarily  approached  the  peri- 
pheral lung.  That  simply  means  that  in  deep-seated 
abscesses  in  which  an  adhesive  pleurisy  has  not  oc- 
curred, an  attempt  at  collapse  therapy  is  indicated  and 
justifiable.  In  abscesses  which  are  peripherally  lo- 
cated or  have  approached  the  periphery  an  adhesive 
pleurisy,  of  course,  results,  and  there  is  no  indication 
for  attempt  at  collapse  by  pneumothorax.  That  is  the 
condition,  of  course,  which  had  finally  developed  when 
this  patient  was  admitted  on  Dr.  Weinberg’s  service. 

We  had  the  pleasure  a few  days  ago  of  hearing  the 
paper  by  Dr.  Hedbloom  which  I considered  a very 
sensible  and  comprehensive  discussion  of  the  indica- 
tions for  treatment  in  the  various  forms  of  pulmonary 
abscess.  I think  we  may  say  there  are  two  types  of 
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pathologTi’,  generally  speaking,  or  two  types  of  cases 
rather;  the  one  which  may  be  classed  as  medical,  in 
which  in  reality  recovery  results  spontaneously,  and 
the  other  which  is  non-medical,  which  does  not  tend 
to  recover  and  soon  becomes  a surgical  problem.  As 
to  the  elements  which  determine  in  the  beginning 
whether  or  not  a case  may  be  expected  to  recover 
spontaneously,  or  whether  it  must  be  considered  sur- 
gical, certainly  the  matter  of  location — as  to  whether 
it  is  deep-seated  or  superficial,  and  as  to  what  part 
of  the  lung  is  involved — is  very  important. 

I have  seen  two  cases  in  the  past  few  weeks  in 
which  the  location  of  the  abscess  is  above  the  level  of 
the  lung  roots.  It  seems  to  me  that  our  chances  for 
natural  drainage  in  such  cases  is  better  than  if  the 
pus  is  situated  below  the  level  of  the  lung  roots. 

I recalled  having  seen  Dr.  Weinberg’s  case  once  or 
twice  during  her  stay  in  the  hospital,  and  recalled 
especially  a time  when  there  was  a rather  complete 
exposure  of  the  lung  with  two  small  bronchial  fistulae. 


The  question  at  that  time  was  that  of  attempting  to 
close  these  tracts,  and  I doubted  the  advi.sability  or 
possibility  of  accomplishing  this.  As  is  usually  the 
case,  they  were  indications  of  small  underlying  ab- 
scesses, which,  when  opened  and  drained  freely,  healed 
and  closed  spontaneously.  This  appeared  to  be  the 
beginning  of  the  final,  rapid  recovery  of  the  patient. 

DR.  WEINBERG  (closing);  I wish  to  tliank  Dr. 
Pierce  for  bringing  out  better  than  I could  the  value 
of  the  x-ray  in  these  cases.  It  is  needless  to  say 
more  on  the  subject.  It  is  our  most  valuable  means 
of  determining  what  should  be  done. 

In  regard  to  lateral  and  anterior-posterior  views,  one 
is  not  satisfactory,  as  this  case  shows. 

I wish  to  thank  Dr.  Allen  for  giving  us  the  earlier 
history  of  this  case.  I really  think  this  woman’s  good 
recovery  is  in  large  measure,  at  least,  due  to  the  fact 
operation  was  postponed.  She  had  acquired  a re- 
sistance which  allowed  more  extensive  operative  pro- 
cedure. 


A CASE  OF  A HORSESHOE  KIDNEY  WITH  GREATLY  DILATED  URETER 

B.  R.  EARNER.  M.  D., 

Campbell  Clinic, 

Norfolk,  Nebr. 


This  case  is  of  concern,  not  only  because  of 
the  rareness  of  this  type  of  anomaly,  but  I find 
no  similar  case  in  the  literature ; that  is,  with  a 
dilated  ureter.  The  history  of  the  case  is  also 
of  interest. 

REPORT  OF  CASE 

The  patient  was  a boy,  aged  11  months,  had  always 
been  healthy  and  normal  in  every  respect.  Three 
days  before  I saw  him,  he  had  appeared  slightly  ill, 
had  vomited  a few  times  and  carried  a temperature 
ranging  from  100  to  102  degrees  P.  At  about  four 
o’clock  in  the  afternoon  after  the  parents  had  thought 
him  better,  he  had  a convulsion.  I saw  him  following 
this.  He  was  a well  developed  child  appearing  acute- 
ly ill.  On  examination,  he  had  a typical  respiratory 
grunt  with  rales  and  dulness  in  the  right  chest  and 
a palpable  mass  on  the  right  side  of  the  abdomen 
from  which  he  flinched  when  pressure  was  applied. 
He  continued  to  have  convulsions  about  every  hour 
with  continued  Kernig’s  sign  and  spastic  extremities 
until  we  were  able  to  get  him  under  the  influence  of 
chloral  hydrate  and  paragoric.  The  temperature  rais- 
ed and  remained  at  about  106  degrees  P.  The  general 
appearance  of  the  baby  gradually  became  morbid  and 
he  died  at  ten  o’clock  the  following  morning.  The 
diagnosis  of  consultants,  for  the  most  part,  was  rup- 
tured appendix  with  an  abscess  complicated  by  a 
terminal  pneumonia.  Unfortunately  we  were  unable 
to  get  a specimen  of  urine. 

AUTOPSY 

Report  confined  to  the  specimen.  On  opening  the 
abdomen,  a moderate  amount  of  clear,  yellow  ascitic 
fluid  escaped  and  a normal  appendix  came  into  view. 
A mass  was  found  lying  on  the  posterior  wall  along 
the  right  side  of  the  abdomen  and  appeared  as  a dis- 
tended bowel,  but  was  found  to  be  retroperitoneal. 
The  entire  specimen  was  exposed.  The  dilated  ureter 
was  found  to  be  filled  with  a turbid  urine  which  was 
emptied  through  the  bladder  with  difficulty,  as  there 
was  evidence  of  partial  obstruction  at  the  ureteral 
orifice.  This  ureter  was  attached  to  the  right  and 
larger  portion  which,  macroscopically,  was  very  much 
diseased.  The  left  fused  portion  had  what  might  be 
considered  a normal  kidney  and  ureter,  there  being  no 
evidence  of  disease.  There  remains  a question  as  to 
the  immediate  cause  of  death,  whether  due  to  sepsis, 
uremia  or  both. 


448 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


November,  1929 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Centre  McKinley  Building,  Lincoln,  Nebraska, 


F.  A.  Long,  M,  D,.  Editor Madison,  Nebr. 

R,  B,  Adams,  M,  D„  Business  Manager, 

Centre  McKinley  Building,  Lincoln,  Nebr,,  Tel,  B2625 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 
P,  A,  Long,  Chairman Madison 


W,  O,  Bridges Omaha 

B,  F,  Bailey Lincoln 


R,  B,  Adams,  Ex  officio Lincoln 

Subscription  $2,50  Per  Year,  Single  Copies  35c  Each 

The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal, 

Manuscripts  should  be  typewritten,  double-spaced, 
not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer.  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


\'ol.  XI\'  November  No.  11 


THE  RECENT  -MISSOURI  V--\LLEY  -MEDI- 
CAL AT  IO\V-\  CITY 

With  the  reorganization  of  the  ^Missouri  \ al- 
ley Medical  -kssociation  a policy  was  developed 
that  programs  should  be  given  largely  by  teach- 
ers in  the  medical  schools  of  this  territory  so  as 
to  make  each  meeting  an  authoritative  post- 
graduate course.  The  idea  is  above  criticism.  The 
meeting  at  Iowa  City  the  latter  part  of  Septem- 
ber was  held  in  one  of  the  teaching  amphitheaters 
of  the  new  LMiversity  hospital.  The  attendance 
was  not  what  had  been  hoped,  but  the  second  day 
the  amphitheater  was  filled  to  capacity.  The  in- 
terest of  those  present  was  beyond  question,  for 
they  remained  fixed  to  their  seats  during  the  ses- 
sions. 

Dr.  Henry  S.  Houghton,  dean  of  the  college 
of  medicine,  .speaking  on  “Postgraduate  ^ledical 
Instruction”,  stressed  two  points:  First,  an  or- 
ganization of  opportunities  so  that  the  postgradu- 
ate who  really  has  interest  will  be  able  to  build 
up  a knowledge  of  associated  branches  of  learn- 
ing around  his  medical  training;  second,  that  a 
closer  union  between  those  of  the  medical  pro- 
fession and  health  projects  now  directed  by  the 
university  is  desirable. 

Dr.  George  E.  Xeuhaus,  Omaha,  dealt  with 
various  forms  of  manic-depressive  psychosis. 

Dr.  J.  Jay  Keegan,  Omaha,  talked  on  trau- 
matic cerebral  edema,  and  encephalitis,  caused  by 


head  injuries  resulting  in  hemorrhage  and  con- 
cussion. He  displayed  a number  of  specimens. 

Dr.  C.  W.  Rutherford,  Iowa  City,  spoke  on 
the  “Eye  Grounds  in  Nephritis”.  He  developed 
the  idea  that  the  eyegrounds  do  not  always  show 
nephritis  and  conversely,  nephritis  is  not  always 
shown  by  the  eye  grounds. 

Dr.  E.  T.  Bell,  Minneapolis,  speaking  on 
“Lipoid  Nephrosis  and  Glomerulo-nephritis”  said 
lipoid  nephrosis  may  recover,  but  acute  glomeru- 
lo-nephritis, never. 

Dr.  N.  G.  Alcock,  Iowa  City,  gave  an  inter- 
esting urological  clinic  during  which  he  present- 
ed a patient  with  a mole  on  the  back  over  the  re- 
gion of  the  kidney  which  on  direct  x-ray  expos- 
ure showed  a spot  simulating  a stone  in  the  kid- 
ney. Raying  from  different  angles  demonstrated 
what  might  have  caused  a serious  error. 

Dr.  Logan  Clendenning,  Kansas  City,  spoke  of 
errors  of  diagnosis  and  laid  particular  stress  on 
the  errors  made  by  technicians  in  relying  too 
closely  on  their  own  findings. 

Dr.  Hilding  Berglund,  of  Minneapolis,  spoke 
on  "New  Possibilities  in  the  Differentiation  of 
the  -\nemias”.  He  quoted  IMinot’s  statement  that 
if  a case  of  pernicious  anemia  does  not  respond 
to  liver  extract  it  is  not  pernicious  anemia,  and 
added  this  was  borne  out  by  his  own  observa- 
tions. 

Dr.  David  P.  Barr,  Washington  University,  St. 
Louis,  related  remarkable  results  from  removal  of 
parathyroid  tissue. 

Dr.  J.  W.  Duncan,  Omaha,  gave  his  experi- 
ences with  spinal  anaesthesia  which  made  a very 
favorable  case  for  this  method. 

Dr.  -A.  D.  Dunn,  Omaha,  gave  a masterful  clin- 
ic on  circulatory  diseases. 

Dr.  H.  L.  Be)'e,  Iowa  City,  gave  a clinic  on 
burns  advocating  the  ambrine  treatment,  and 
presented  a number  of  cases  in  point. 

Dr.  Kellogg  Speed,  Chicago,  gave  a masterly 
presentation  on  the  “Unhappy  Results  in  the 
Treatment  of  Fractures”. 

The  association  dinner  was  attended  by  barely 
seventy-five  guests,  which  seemed  a tragedy  for 
there  was  offered  a wonderfully  well  prepared 
menu. 

Dr.  E.  D.  Plass,  head  of  the  department  of 
Obstetrics,  University'  of  Iowa  College  of  Aledi- 
cine,  was  elected  president,  and  Dr.  J.  D.  AIc- 
Carthy,  1036  Aledical  .Arts  Bldg.,  Omaha,  secre- 
tary-treasurer. The  next  meeting  will  be  held  at 
Des  Moines. 
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THE  REACTION  TO  HEALTH  EXAMINA- 
TIONS AT  THE  STATE  FAIR 

The  profession  will  be  interested  to  know  that 
there  were  831  adults  and  74  children  examined 
by  members  of  our  association  at  the  Nebraska 
State  Fair.  Of  the  231  adults,  200  had  abnor- 
mal and  pathological  conditions  needing  medical 
attention.  To  this  number  the  following  form 
letter  was  sent : 

“The  Health  Examination  which  you  were  given  at 
the  Nebraska  State  Pair  revealed  certain  abnormal 
conditions  which  interfere  with  the  normal  functions 
of  your  body  and  materially  affect  your  health. 

These  conditions  are  remediable  if  given  immediate 
attention,  so  if  you  will  send  me  the  name  and  ad- 
dress of  your  family  physician,  your  examination 
record  will  be  forwarded  to  him  and  he  will  give  you 
advice  regarding  treatment. 

Yours  very  truly, 

Nebraska  State  Medical  Association 
Public  Activities  Committee 
E,  R.  Hays,  Chairman 
Palls  City,  Nebraska” 

A number  of  cases  of  serious  illness  and  dis- 
ease were  discovered  in  persons  apparently  in  the 
best  of  health.  Three  cases  of  tuberculosis  were 
found,  one  case  of  spinal  tuberculosis  in  the  early 
stages  in  a youngster  two  years  old,  five  cases 
of  fibroid  tumor,  two  ulcers  of  the  stomach,  two 
of  Bright’s  disease,  one  of  diabetes,  eighteen  of 
high  blood  pressure  and  one  cancer.  One  child, 
thought  by  its  parents  to  be  suffering  from  asth- 
ma and  hay  fever,  proved  in  his  examination  to 
have  an  enlarged  heart.  Three  cases  of  contagi- 
ous skin  disease  in  children  were  found. 

In  many  persons,  minor  ailments,  pointing  to 
a breakdown  within  a few  years,  were  determin- 
ed by  the  examinations. 

Within  three  weeks  one-fourth  of  the  number 
requested  that  the  record  be  sent  to  their  family 
physician. 

In  all  the  demonstration  was  a huge  success 
and  shows  that  people  will  take  an  interest  in 
health  examinations  if  the  matter  is  presented  in 
the  proper  manner. 


DEFECTIVE  SPEECH  IN  CHILDREN 

Speech  is  the  most  valuable  of  all  our  accom- 
plishments; yet,  according  to  the  U.  S.  Public 
Health  Service,  speech  disorders  in  children  have 
until  recently  been  the  most  neglected  of  all  ham- 
pering defects  observed  among  them.  It  is  esti- 
mated that  in  the  United  States  at  least  1,000,000 
persons  have  some  form  of  speech  disorder ; and 
of  these,  approximately  500,000  are  school  chil- 
dren who  stammer  or  stutter.  Uncorrected 
speech  defects  observed  in  childhood  become  a 


serious  economic  and  social  handicap  in  later  life, 
because  of  their  bearing  on  educational  achieve- 
ment and  the  ability  to  secure  preferential  and 
gainful  employment. 

Fortunately,  the  majority  of  speech  defects  are 
functional  in  character,  not  dependent  on  definite 
organic  lesions,  and  can,  therefore,  be  corrected. 
Most  speech  defects  develop  between  the  third 
and  eighth  year  of  life. 

The  more  common  forms  of  speech  defect  ob- 
served in  children  are : ( 1 ) Retarded  speech  ; 
(2)  imperfect  speech  associated  with  partial 
deafness;  (3)  imperfect  speech  caused  by  cer- 
tain malformations  of  the  organs  of  speech  ; and 
(4)  the  nerv^ous  speech  disorders,  such  as  stam- 
mering, stuttering,  and  nervous  hesitation. 

The  normal  child  learns  to  talk  largely  through 
imitation ; and  when  this  instinct  is  lacking, 
speech  development  is  retarded  and  there  exists 
a form  of  speech  defect  called  by  specialists 
“Dumbness  without  deafness”,  which  requires 
very  careful  attention  and  training.  Other  causes 
of  retarded  speech  development  are  inattention 
and,  occasionally,  strange  as  it  may  seem,  lack  of 
conversation  in  the  home. 

The  popular  belief  that  children  who  do  not 
learn  to  talk  at  the  normal  age  are  mentally  de- 
fective is  responsible  for  much  unwarranted  anx- 
iety. While  it  is  true  that  disordered  speech  may 
be  an  early  symptom  of  mental  defect,  speech  de- 
velopment may  be  delayed  as  late  as  nine  years 
of  age  in  children  otherwise  perfectly  normal. 

Partial  deafness  may  also  be  the  cause  of 
speech  defect.  Most  deaf-mutes  have  perfectly 
normal  speech  organs,  but  do  not  exercise  them 
because  of  their  inability  to  hear  spoken  words. 
With  them  the  underlying  cause  of  their  inability 
to  talk  is  deafness.  Since  imitation  is  such  a pro- 
nounced factor  in  the  development  of  speech  in 
children,  careful  tests  should  be  made  of  all 
speech  defectives  for  the  discovery  of  partial 
deafness  which  may  easily  account  for  the  imper- 
fect speech.  Such  children  should  always  be 
referred  to  an  ear  specialist  for  treatment ; and  if 
treatment  is  ineffective,  lip  reading  should  be 
taught. 

Imperfect  speech  may  also  be  caused  by  mal- 
formation of  the  speech-producing  organs,  such 
as  harelip,  very  short  upper  lip,  narrow  palate, 
cleft  palate,  nasal  obstruction,  tongue-tie,  and 
very  irregular  teeth.  Careful  search  should  be 
made  for  the  presence  of  malformations  in  order 
that  prompt  corrective  treatment  and  speech  edu- 
cation may  be  carried  out.  It  is  the  opinion  of 
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a number  of  specialists  that  in  cleft  palate  better 
speech  is  obtained  in  those  who  have  not  been 
operated  upon  than  in  those  who  have,  when  sup- 
plied with  proper  corrective  dental  contrivance, 
because  the  muscles  in  such  cases  are  free  to  ad- 
just themselves,  eventually  resulting  in  more 
nearly  normal  speech. 

The  most  usual  form  of  speech  disorder  is 
“stammering”  or  “stuttering”.  From  the  stand- 
point of  development  there  are  two  distinct  types, 
one  which  commences  with  the  development  of 
speech  and  the  other  that  begins  after  the  child 
has  learned  to  speak  normally.  The  first  form  is 
the  most  difficult  to  correct. 

The  underlying  cause  of  stammering  is  purely 
mental.  It  is  essentially  due  to  emotional  dis- 
turbance, and  implies  lessened  ability  to  meet  a 
difficult  situation.  It  is  most  frequently  observed 
in  the  so-called  nervous,  highly  strung  children. 
As  these  children  grow  older  they  subconscious- 
ly fear  that  their  speech  organs  will  refuse  to 
work  and  have  the  horror  of  being  the  object  of 
ridicule.  A sense  of  inferiority  develops,  estab- 
lishing a vicious  circle — the  greater  the  dread, 
the  more  imperfect  their  speech. 

According  to  some  observers,  stammering  is 
more  or  less  common  among  lefthanded  children 
when  they  are  taught  to  become  righthanded 
writers.  This  opinion  is  largely  responsible  for 
the  objection  to  educators  attempting  to  train 
lefthanded  children  to  become  righthanded.  It 
is  also  believed  to  be  more  common  among  boys 
than  girls. 

Parents  should  not  be  deluded  by  any  e.xpec- 
tation  that  the  “child  will  outgrow  the  defect”. 
Only  the  very  mild  cases  developed  through  imi- 
tation may  be  said  to  be  outgrown  when  the  in- 
creasing mental  development  of  the  child  enables 
him  to  recognize  and  correct  his  mistake.  On  the 
other  hand,  the  nervous  speech  disorders,  when 
well  developed,  are  more  difficult  to  correct,  be- 
cause they  are  curable  only  by  special  forms  of 
reeducation.  Of  late  years,  because  of  the  grow- 
ing demand  for  the  treatment  of  nervous  speech 
defects  such  as  stammering  and  stuttering,  a 
number  of  speech  clinics  have  been  established 
through  the  country,  particularly  by  boards  of 
education  in  the  larger  cities,  for  the  correction  of 
speech  defects.  The  wise  parents  will  take  ad- 
vantage of  these  clinics  or  will  otherwise  give  at- 
tention to  the  speech  disorders  of  their  children 
in  order  to  remove  the  handicap  in  life  which 
these  disorders  impose. — U.  S.  Public  Health 
Service. 


GERMS  BREATHE 

At  first  thought  it  hardly  seems  likely  that 
germs  could  breathe.  Yet  the  fact  that  they  do, 
and  that  their  respiration  can  be  accurately 
measured  by  scientists,  offers  a field  for  research 
which  some  day  may  point  to  a solution  of  the 
baffling  problem  of  tuberculosis.  Respiration, 
scientifically,  is  the  taking  in  of  oxygen  and  the 
expelling  of  carbon-dioxide.  The  process  goes 
on  in  all  living  things  and  is  the  most  distinguish- 
ing characteristic  between  them  and  inanimate  ob- 
jects. Why  this  becomes  important  in  the  activ- 
ity of  the  tuberculosis  germ  requires  a few  words 
of  explanation. 

The  bacillus  of  tuberculosis  must  enter  a cer- 
tain cell  in  the  body  known  as  the  monocyte  or  it 
is  harmless.  It  must  continue  to  live  there.  Not 
all  tuberculosis  germs  succeed  in  doing  this.  Just 
why  some  are  able  to  establish  this  alliance  for 
the  destruction  of  man  while  others  fail,  is  the 
pivotal  question  which  has  not  yet  been  fully 
answered,  though  research  workers  are  accumu- 
lating a multitude  of  detailed  facts  in  their  labor- 
atories out  of  which  that  answer  may  be  expected 
to  come.  This  much  is  known ; Germs  of  the 
same  strain  have  the  same  respiration  rate  and 
are  uniform  in  their  affinity  for,  or  repugnance 
to,  particular  monocytes.  But  germs  of  different 
strains,  having  different  respiration  rates,  may 
differ  under  like  conditions.  So  research  in- 
vestigations are  trying  to  upset  the  unhappy  mar- 
riage of  some  germs  and  some  monocytes  by  alt- 
ering their  respiration  rates  and  rendering  them 
incompatible. 

Progress  has  been  made.  For  the  last  seven 
years  a group  of  leading  scientists  drawn  from 
many  departments  of  knowledge,  and  affiliated 
with  various  institutions  of  learning  throughout 
the  country,  have  been  engaged  in  a cooperative 
investigation  of  tuberculosis,  for  this  purpose 
calling  themselves  the  Research  Committee  of  the 
National  Tuberculosis  Association.  These  men, 
under  the  leadership  of  Dr.  William  Charles 
White  of  Washington,  D.  C.,  as  chairman,  have 
received  no  compensation  for  their  work,  but  ac- 
tual laboratory  expenses  have  been  met  from 
money  raised  each  year  in  the  Christmas  Seal 
sale.  The  object  of  this  research,  of  course,  is 
to  find  some  method  to  extirpate  the  disease. 
While  this  has  not  been  achieved,  two  discoveries 
in  the  year  last  past  have  made  valuable  contri- 
butions to  the  war  on  tuberculosis. 

Tuberculin,  the  substance  used  in  the  test  for 
detecting  tuberculosis  in  human  beings  as  well  as 
cattle,  has  been  reduced  to  absolute  purity,  some- 
thing never  before  achieved,  so  that  it  can  now 
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be  supplied  wholly  free  from  other  substances 
which  affected  the  accuracy  of  these  tests  in  the 
past.  The  details  of  this  process  were  worked 
out  by  Dr.  Esmond  R.  Long  and  Dr.  Florence  B. 
Seibert,  of  the  University  of  Chicago.  The  sec- 
ond research  achievement  consisted  of  the  pro- 
duction of  a wholly  new  mechanism  for  testing 
the  individual  for  the  presence  of  tuberculosis, 
which  renders  the  detection  of  the  disease  possible 
within  three  or  four  days  of  infection  instead  of 
an  average  of  two  months  afterward,  as  is  at 
present  the  case.  This  work  was  achieved  by 
Drs.  Florence  R.  Sabin,  C.  A.  Doan  and  C.  E. 
Forkner,  of  the  Rockefeller  Institute  for  Medical 
Research. 

Diagnosis  of  tuberculosis  will  become  much 
more  exact  by  reason  of  the  perfection  of  tuber- 
culin to  crystalline  purity.  Particularly  in  the  ex- 
amination of  children  suspected  of  infection  will 
the  new  tuberculin  be  of  great  value,  for  hereto- 
fore it  has  not  been  certain,  in  the  individual  case, 
that  a positive  reaction  was  not  caused  by  one  of 
the  various  impurities  which  were  known  to  exist 
in  the  tuberculin  used.  The  skin  test  has  always 
probably  been  complicated  by  elements  in  the  test 
fluid  other  than  those  which  indicate  the  disease. 
This  development  will  also  affect  directly  the 
testing  of  cattle,  and  reduce  the  number  of  ani- 
mals which  are  slaughtered  because  they  react 
positively  to  tuberculin  and  yet  show  no  signs  of 
tuberculosis. 

The  new  test  devised  for  the  earlier  diagnosis 
of  tuberculosis  by  members  of  the  Rockefeller 
Institute  utilizes  a small  quantity  of  the  blood 
of  the  patient.  The  red  corpuscles  are  removed 
and  the  remaining  serum  diluted  and  placed  in  a 
test  tube  containing  one  of  the  fatty  fractions  of 
the  tuberculosis  germ,  known  as  phosphatide.  If 
the  patient  has  tuberculosis  there  will  be  a pre- 
cipitate, but  if  the  disease  is  not  present,  nothing 
at  all  will  occur.  This  new  test  will  also  be  of 
use  in  distinguishing  between  cases  of  meningitis 
which  are  tuberculous  and  those  which  are  not, 
something  which  science  has  heretofore  been  un- 
able to  do  early  in  the  disease  and  accurately. 

The  “chemical  Jury”  of  the  Research  Commit- 
tee which  established  the  base  line  for  these 
studies  includes:  Dr.  Allen  K.  Krause,  Johns 
Hopkins  Hospital;  Dr.  Esmond  R.  Long,  Uni- 
versity of  Chicago ; Drs.  Eugene  L.  Opie,  H.  R. 
M.  Landis  and  Charles  J.  Hatfield,  Henry  Phipps 
Institute;  Prof.  Treat  B.  Johnson,  Yale  LTniver- 
sity ; Prof.  Hans  Zinsser,  Harvard  Medical 
School ; Prof.  John  J.  Abel,  Johns  Hopkins  Medi- 
cal School ; Prof.  A.  N.  Richards,  University  of 
Pennsylvania;  Dr.  Linsly  R.  Williams,  National 


Tuberculosis  Association;  Dr.  William  Charles 
White,  Washington,  D.  C. 


RELATION  BETWEEN  MENTAL  AND 
PHYSICAL  STATUS  OF  CHILDREN 

In  studies  recently  reported,  a group  of  school 
children  in  two  counties  of  Illinois  were  examined 
physically  by  medical  officers  of  the  United 
States  Public  Health  Service  and  were  given 
mental  tests  by  psychologists  and  other  trained 
personnel  of  the  Illinois  State  Institute  for  Ju- 
venile Research.  Neither  examiner  knew  the  re- 
sults of  the  other  test  at  the  time  the  examination 
was  made. 

The  mental  examination  was  a group  test, 
supplemented  by  an  individual  test  for  children 
who  made  a low  score  on  the  group  test.  A 
comparison  of  the  group  test  results  wdth  indica- 
tions of  school  progress,  such  as  grades  repeated 
or  skipped,  average  rating  on  the  school  report 
card,  and  the  teacher’s  estimate  of  the  child’s  in- 
telligence, reveals  considerable  correlation  be- 
tween the  intelligence  quotient  and  these  factors. 
In  this  study  the  intelligence  quotient  was  there- 
fore taken  as  the  indicator  of  the  child’s  mental 
status  in  considering  the  relation  of  the  mental 
and  physical  status  of  the  children. 

An  examination  of  the  variation  in  the  intel- 
ligence quotient  for  different  groups  of  children 
indicates  that  each  of  the  following  factors  has 
some  relation  to  the  intelligence  quotient : Race, 
color,  nativity,  language  used  in  the  home,  occu- 
pation of  the  father,  age  and  place  of  residence 
of  the  child.  An  analysis  of  the  intelligence  quo- 
tient of  children  classified  according  to  these 
various  factors  suggests  that  the  intelligence  quo- 
tient is  definitely  influenced  by  the  child’s  experi- 
ence, training,  and  other  environmental  condi- 
tions including  his  home  surroundings.  Under 
these  circumstances  it  appears  from  this  study 
that  the  intelligence  quotient  is  an  indicator  of 
the  child’s  total  present  mental  equipment  rather 
than  of  his  “native”  intelligence,  apart  from  his 
training  and  experience. 

The  prevalence  of  physical  defects  among 
children  of  low  intelligence  quotient  was  compar- 
ed with  that  among  children  of  average  and  high 
intelligence  quotient.  The  average  number  of 
physical  defects  decreases  as  the  intelligence  quo- 
tient increases.  This  tendency  seems  to  be  in- 
dependent of  race,  language,  and  other  similar 
factors. 

Children  of  native  white  parents  were  classi- 
fied into  three  intelligence  quotient  groups,  viz, 
below  average  (under  90),  average  (90  to  109), 
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and  above  average  (110  and  over).  For  each  of 
these  groups  there  was  computed  the  percentage 
of  children  who  were  found,  on  physical  exam- 
ination, to  have  certain  physical  defects.  For 
a large  number  of  defects  the  prevalence  among 
children  below  average  intelligence  quotient  was 
slightly  greater  than  among  children  above  aver- 
age intelligence  quotient,  the  prevalence  among 
children  of  average  intelligence  quotient  usually 
falling  between  the  other  two  rates.  No  par- 
ticular defect,  with  the  possible  exception  of  de- 
fective hearing,  stands  out  as  having  a particular- 
ly close  relation  to  the  intelligence  quotient.  The 
relationship  between  the  intelligence  quotient  and 
physical  defects  appears  to  be  of  a general  rather 
than  a specific  nature. 

The  mean  measurements  of  children  in  these 
same  three  intelligence  quotient  groups  were  com- 
pared. The  mean  measurements  of  the  group  of 
children  with  intelligence  quotient  above  average 
are  slightly  greater  than  the  mean  measurements 
of  those  below  average.  Although  slight,  the 
differences  are  fairly  consistent  in  the  various 
age  groups  for  each  sex,  and  are  true  of  nearly 
all  the  physical  measurements  that  were  taken 
in  this  study. 

In  view  of  the  fact  that  the  intelligence  tests 
used  in  this  study  appear  to  be  indicators  of  total 
mental  equipment  rather  than  “native”  ability 
alone,  the  slight  tendency  for  a higher  intelli- 
gence quotient  to  be  associated  with  better  physi- 
cal condition  and  development  might  be  inter- 
preted in  several  ways:  (a)  The  handicap  due  to 
physical  defects  may  result  in  slower  mental  de- 
velopment; (b)  the  children  who  are  low  in  men- 
tal development  may  tend  to  come  from  families 
whose  innate  or  constitutional  physical  charac- 
teristics are  also  below  average;  (c)  the  slower 
physical  and  mental  developments  may  both  be 
the  result  of  other  factors  with  which  both  are 
correlated,  such  as  adverse  conditions  of  various 
kinds.  From  the  data  at  hand  it  is  impossible 
to  say  which  if  any  of  these  interpretations  is 
correct,  but  it  is  possible  that  each  of  them  may 
contain  some  truth. — U.  S.  Public  Health  Service. 


EDITORIAL  PARAGRAPHS 

A cheese  is  made  in  China  from  the  protein  of 
soybean. 

There  is  a wide  difference  between  surgeons 
and  operators. 

Physical  diagnosis  is  the  most  important  study 
in  the  medical  curriculum. 

A friend  who  is  a goat  fancier  says  he  puts 


iodine  solution  on  the  goitrous  swellings  of  his 
goats  and  cures  them ! 

Fire  crackers  are  doomed  to  banishment  and 
we  should  be  glad  of  it.  The  toll  in  life  and  in- 
juries has  been  too  great. 

It  is  announced  that  the  next  meeting  of  the 
American  Medical  Association  will  be  held  at 
Detroit,  June  23-27,  1930. 

In  connection  with  the  work  of  the  compensa- 
tion commissioner  of  Nebraska  a compensation 
clinic  has  been  organized  to  study  difficult  cases. 

It  has  been  demonstrated  that  if  a part  of  the 
liver  is  removed  the  remaining  lobes  hypertrophy, 
thus  restoring  the  liver  to  nearly  normal  size. 

Renewed  efforts  are  being  made  by  the  Ki- 
wanians  to  aid  under-privileged  children.  A cam- 
paign has  been  promoted  for  the  purpose  stated. 

The  laboratories  of  Creighton  University  Col- 
lege of  Medicine  have  been  enlarged  to  twice 
their  former  capacity  and  100  freshmen  were  ad- 
mitted this  fall. 

Creighton  University  featured  a series  of 
Health  Talks  from  September  30  to  November  7. 
The  lectures  were  in  three  series  of  eight  each, 
under  the  direction  of  Dr.  Victor  E.  Levine. 

The  fossil  skeleton  of  a giant  hog  which  stood 
seven  feet  tall  has  recently  been  mounted  in 
Morrill  hall.  University  of  Nebraska.  It  was 
discovered  in  the  famous  fossil  beds  of  North- 
west Nebraska,  at  Agate. 

The  Journal  American  Medical  Association 
announces  an  advance  of  the  subscription  price, 
including  fellowship  dues,  to  seven  dollars.  The 
expansion  of  the  work  of  the  association,  it  is 
said,  makes  this  imperative. 

A Morbidity  Summary  from  the  state  bureau 
of  health  tells  us  that  not  a case  of  poliomyelitis 
was  reported  in  Nebraska  during  August  and 
September  of  this  year,  as  against  16  during  the 
corresponding  period  in  1928. 

A hospital  for  women  doctors  which  has  been 
a serious  problem  in  New  York  city  is  about  to 
be  solved  by  a fund  of  $3,000,000  being  raised. 
Mrs.  F.  A.  Vanderlip,  wife  of  a well  known 
financier,  is  heading  the  movement. 

Dr.  P.  H.  Bartholomew,  chief  state  bureau  of 
health,  is  doing  much  work  toward  educating 
the  people  to  observe  quarantine  regulations  and 
toward  injecting  the  needed  pepper  and  sauce  into 
county  and  town  health  organizations. 

Indiana,  Michigan  and  Wisconsin  have  remov- 
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ed  the  speed  limit,  but  provided  severe  penalties 
for  reckless  driving.  Iowa  modified  the  speed 
law  so  it  applies  only  to  vehicles  weighing  above 
three  tons.  We  have  reached  the  sane  age  in  traf- 
fic regulation. 

Among  the  seventeen  consultants  called  upon 
by  the  American  Medical  Association  in  the 
preparation  of  their  volume  “New  and  Non- 
official Remedies,  1928,  we  find  listed  Dr.  Alfred 
Hess,  of  New  York,  Dr.  Russel  M.  Wilder  of 
Rochester,  Minnesota,  Dr.  Elliott  P.  Joslin,  of 
Boston,  and  our  own  Dr.  Victor  E.  Levine  of 
Omaha. 

It  is  reported  that  800  prospective  students 
presented  themselves  to  one  of  the  medical 
schools  of  this  state,  only  100  of  whom  could  be 
admitted  owing  to  the  limit  of  space  provided  for 
students.  If  there  is  a shortage  of  medical  doc- 
tors it  is  evidently  not  due  to  want  of  effort  on 
the  part  of  young  people  looking  toward  medi- 
cine as  a career. 

An  unlettered  “herb  doctor”  was  arrested,  tried 
before  a jury,  found  guilty  and  fined  $100  and 
costs.  He  promptly  paid  the  fine  and  costs.  He 
was  much  disturbed,  however,  over  two  things : 
He  thought  the  $100  fine  was  distributed  among 
the  jurors,  and  when  someone  told  him  he  had 
violated  the  law  and  deserved  the  fine  for  prac- 
ticing without  a license  he  responded,  “Veil,  vy 
not  dey  gife  me  a license,  I am  ready  to  take 
vun?” 

The  problem  of  the  girl  smokers:  Well,  why 
not  let  them  smoke  unmolested  for  smoke  they 
will,  college  rules  or  no  rules.  As  well  make  up 
your  mind  that  the  woman  smoker  has  come,  and 
get  used  to  it.  “Stone  walls  do  not  a prison 
make,  nor  iron  bars  a cage”.  We  may  be  dis- 
gusted at  the  sight  of  the  young — and  older^ — • 
darlings  smoking,  but  we  must  concede  them  the 
same  right  that  men  have.  If  men  get  comfort 
out  of  smoking,  why  deny  it  to  women  ? 

A new  humidifier  called  the  V'aporflo  has  ap- 
peared. A retort  of  cast  iron  is  inserted  in  the 
firepot  and  connected  to  the  circulating  water  of 
the  house.  It  is  controlled  by  a check  valve  and 
float  which  provides  for  the  entrance  of  cold 
water  and  allows  the  steam  to  mingle  with  the  air 
thus  restoring  atmospheric  balance,  so  says  the 
circular.  Let  us  hope  it  does  just  what  is  claimed. 
Experiments  made  some  years  ago  seemed  to 
demonstrate  conclusively  that  if  enough  vapor  is 
allowed  to  flow  into  the  house  to  restore  the  at- 
mospheric balance  the  windows  will  fog  and, 
conversely,  if  not  enough  is  allowed  to  flow  in  to 
fog,  then  no  good  is  accomplished. 


DR.  EDWARD  TANNER,  BATTLE  CREEK, 
COMPLETES  FIFTY  YEARS  OF 
PRACTICE 

A testimonial  dinner  was  given  by  twenty- 
seven  physicians  of  Madison  county  and  their 
wives,  (in  all  forty-seven  persons),  to  Dr.  Ed- 
ward Tanner,  Battle  Creek,  Nebr.,  and  his  wife, 
on  the  evening  of  October  3,  at  the  Hotel  Nor- 


DR.  EDWARD  TANNER 

folk,  celebrating  Doctor  Tanner's  completion  of 
fifty  years  of  practice  of  medicine. 

Dr.  Tanner  was  born  at  Lacona,  N.  Y.,  in 
1855,  attended  high  school  in  his  home  town, 
spent  one  year  at  Union  College,  graduated  at  the 
University  of  the  City  of  New  York  in  1879, 
practiced  at  Denmark,  N.  Y.,  one  year,  came  to 
Norfolk,  Nebr.,  in  January,  1881,  and  located  at 
Battle  Creek  in  June,  1881,  where  he  has  re- 
mained in  practice  since. 

It  was  said  at  the  dinner  that  those  who  have 
known  Dr.  Tanner  intimately,  know  that  he  has 
always  been  a good  diagnostician,  an  able  and 
conscientious  practitioner,  industrious,  quiet,  un- 
assuming, always  well  liked  by  the  people  of  the 
community,  and  that  no  one  was  ever  heard  to 
speak  ill  of  him. 

HAS  RESIGNED 
To  the  Editor  of  the  Journal: 

I wish  to  inform  the  subscribers  of  the  Medical 
Interpreter  that  I resigned  as  editor  of  this  publica- 
tion in  December,  1928,  and  that  I am  no  longer  re- 
sponsible in  any  manner  for  the  actions  of  its  pro- 
moters. Albert  Alleman,  M.  D., 

Washington,  D.  C. 
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THE  WORLD’S  PHYSICIAN 

GORGAS  MEMORIAL  INSTITUTE,  AT  WASHING- 
TON, D.  C.,  OBSERVES  75th  ANNIVERSARY  OF 
BIRTH  OF  WILLIAM  CRAWFORD  GORGAS 

October  3rd  commemorates  the  75th  anniversary  of 
the  birthday  of  one  of  the  great  chevaliers  of  medical 
science — William  Crawford  Gorgas,  physician,  sani- 
tarian and  army  officer,  who  freed  Havana  and  the 
Panama  Canal  Zone  of  yellow  fever. 

The  Gorgas  Memorial  Institute,  with  headquarters 
at  1331  G Street,  N.  W.,  Washington,  D.  C.,  founded 
to  honor  the  name  and  achievements  of  Dr.  Gorgas, 
makes  the  announcement  that  during  the  past  year 
the  two-fold  purpose  of  Gorgas,  Health  Education  and 
Research,  has  been  carried  forward  in  an  active  pro- 
gram which  has  benefitted  directly  and  indirectly  the 
profession  of  which  he  was  a member. 

The  program  of  Health  Education  has  been  ac- 
complished through  several  mediums:  The  press,  the 
speaking  platform,  the  radio  and  through  Iiigh  school 
essay  contests.  Many  physicians  have  aided  in  the 
performance  of  this  great  health  task.  Some  have 
written  health  stories  in  terms  of  lay  English,  which 
have  been  released  through  the  regular  publicity 
channels  of  the  institute;  some  have  assisted  the 
Speakers’  Bureau  of  the  Gorgas  Headquarters  in  ar- 
ranging opportunities  for  the  caravan  health  speak- 
ers; some  have  written  medicai  articles  for  radio  re- 
lease, and  a few  have  been  of  material  assistance  in 
bringing  the  high  school  essay  contest,  conducted 
during  the  past  year,  to  the  attention  of  the  schools 
of  their  respective  cities. 

The  records  show  that  the  following  states  have 
heard  the  Gorgas  Message  of  Preventive  and  Scien- 
tific Medicine  from  the  speakers  platform  during  a 
period  of  a littie  more  than  a year:  Delaware,  Florida, 
Illinois,  Iowa,  Ohio,  Massachusetts,  Michigan,  Minne- 
sota, New  York,  North  Carolina,  Virginia,  Washing- 
ton, Oregon,  Pennsylvania,  Kentucky,  Indiana,  West 
Virginia,  Vermont,  New  Hampshire,  Maine,  Connecti- 
cut, Georgia,  South  Carolina,  Arizona,  and  California 
— a total  of  25  states.  A total  number  of  454  talks 
have  been  made  by  caravan  health  speakers,  with  a 
total  known  audience  of  146,246.  Health  Corps  have 
been  organized  in  72  cities,  40  newspapers  have  been 
added  to  the  Gorgas  syndicate,  3,830  health  posters 
stressing  the  importance  of  the  periodic  heaith  ex- 
amination have  been  distributed  and  displayed,  5 spe- 
cial radio  talks  have  been  made  in  addition  to  the 
regular  weekly  radio  health  talk  which  is  made  over 
22  of  the  leading  stations  of  the  country,  and  a special 
health  film  has  received  55  showings  to  an  estimated 
total  audience  of  29,243.  A field  program  of  this  size 
has  been  made  possible  largely  through  the  generous 
financial  contribution  of  the  Metropolitan  Life  Insur- 
ance Company. 

A very  successful  high  school  essay  contest  was 
conducted  during  the  past  year  in  which  1 out  of 
every  100  high  school  pupils  in  junior  .and  senior 
classes  submitted  an  essay  on  the  subject  “The  Life 
and  Achievements  of  William  Crawford  Gorgas  and 
Their  Relation  to  Our  Health”.  One  of  the  chief 
phases  touched  on  in  this  contest  was  that  of  the 
necessity  of  regular  periodic  health  examinations  by 
the  family  doctor.  The  local  prize  winners  received 
a Gorgas  Medallion,  the  state  winners  checks  for  $20 
and  the  national  winner  of  first  prize  received  $500 
and  travel  allowance  of  $250  to  come  to  Washington 
to  receive  the  prize.  The  second  national  prize  win- 
ner was  given  a cash  prize  of  $150.  These  prizes  were 
given  by  Mr.  Charles  R.  Walgreen  of  Chicago.  Presi- 
dent Hoover,  Honorary  President  of  the  Gorgas  Mem- 
orial Institute,  presented  the  national  aw'ard  at  the 
executive  offices  in  the  presence  of  a distinguished 
company  of  guests. 

The  research  work  of  the  memorial  has  been  given 


an  added  impetus  through  the  gift  by  the  Govern- 
ment of  Panama  of  a beautiful  edifice  which  houses 
the  laboratory  in  Panama.  The  70th  Congress  of  the 
United  States  made  an  annual  appropriation  of  $50,- 
000  for  the  maintenance  of  this  laboratory  and  Latin- 
American  countries  wdll  contribute  a pro  rata  share 
on  the  basis  of  population  to  the  support  of  this  pro- 
ject. Dr.  Herbert  C.  Clark,  noted  scientist,  formerly 
of  the  LTnited  Fruit  Company,  assumed  his  duties  as 
director  of  the  laboratory  on  January  1st.  A consult- 
ing board  from  each  Latin-American  country  cooper- 
ating w'ill  be  appointed  by  the  respective  governments 
to  aid  Dr.  Clark  in  his  work.  The  Gorgas  Memorial 
Laboratory  will  point  the  way  toward  better  personal 
health  from  the  place  where  the  one  whom  it  honors 
performed  a miracle  of  science  by  making  practical 
application  of  the  Walter  Reed  theory  of  the  trans- 
mission of  yellow  fever.  The  nations  represented  in 
the  enterprise  are  banded  together  as  brothers  to 
make  war  on  the  scourges  of  disease.  While  they  do 
not  always  see  eye  to  eye  on  questions  of  internation- 
al politics,  in  the  name  of  Gorgas  they  are  in  this 
undertaking  as  an  agency  of  welfare,  and,  therefore, 
an  agency  of  greater  efficiency  and  happiness  for  the 
human  race. 

President  Hoover  is  the  Honorary  President  of  the 
Institute  and  Vice  President  Charles  Curtis  is  a mem- 
ber of  its  board.  At  the  last  annual  meeting  held  in 
Boston,  Rear  Admiral  Cary  T.  Grayson,  “Physician  to 
Presidents”,  W'as  elected  the  active  president  of  the 
institute  and  Dr.  Franklin  Martin,  president  of  the 
American  College  of  Surgeons,  was  elected  chairman 
of  the  board.  Dr.  Bowman  C.  Crow'ell  of  Chicago  was 
appointed  chairman  of  the  Scientific  Board  w’hich  will 
direct  the  policies  of  the  laboratory.  Outstanding 
physicians,  dentists,  scientists  and  statesmen  com- 
prise the  board,  and  an  advisory  council  is  composed 
of  members  of  the  diplomatic  corps  of  the  various 
Latin-American  countries. 

The  great  work  of  this  organization  will  be  carried 
on  with  renew'ed  effort  during  the  coming  year.  It 
is  the  duty  and  privilege  of  the  medical  and  dental 
professions  to  cooperate,  not  only  because  of  the 
ultimate  benefit  to  these  professions  themselves,  but 
because  of  the  crying  need  of  a campaign  of  this 
sort  for  the  better  personal  health  of  our  people 
everywhere. 

In  this  way  can  the  deeds  of  a great  man  live  after 
him,  his  most  fitting  monument. 


DAWSON  COUNTY  ORGANIZES  AUXILIARY 

The  Dawson  County  INIedical  society,  at  the  meeting 
held  at  Cozad,  had  the  wives  of  its  members  as 
guests.  Mrs.  F.  A.  Long,  Madison,  (who,  with  her 
husband,  was  a guest  of  the  society),  was  called  on  to 
talk  on  the  advantages  of  an  Auxiliary.  While  the 
doctors  held  their  business  meeting,  the  women  got 
together  and  organized  The  Woman’s  Auxiliary  of 
the  Dawson  County  Medical  Society.  A temporary 
chairman  was  elected  and  permission  of  the  medical 
society  was  asked  and  granted  to  proceed  with  the 
organization. 

Mrs.  R.  S.  Wycoff,  Lexington,  was  elected  president; 
Mrs.  H.  M.  Harvey,  Gothenburg,  vice  president;  and 
Mrs.  A.  W.  Anderson,  Lexington,  secretary-treasurer. 

Several  registered  nurses  who  were  present  joined 
as  associate  members. 


THE  SOCIETIES 

Meeting  of  The  Omaha- Douglas  County  Medical 
Society,  October  8.  1929.  The  guest  speaker  of  the 
evening.  Dr.  George  W.  Crile,  of  the  Cleveland  Clinic, 
was  introduced  by  Dr.  C.  A.  Roeder. 

Dr.  Crile  spoke  on  the  very  interesting  topic  of 
peptic  ulcer.  He  brought  out  the  hypothesis  that 
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peptic  ulcer  may  be  the  result  of  the  difference  in 
potential  in  the  interaction  between  the  acid  gastric 
contents  and  the  alkaline  duodenal  contents.  He  also 
brought  out  the  fact  that  the  thyroid  gland  activates 
the  charging  system  whereas  the  adrenals  help  in  the 
discharging.  Cases  were  cited  wherein  remission 
from  peptic  ulcer  was  brought  about  by  extirpation 
of  a part  of  the  thyroid  gland  and  also  one  of  the 
adrenals. 

The  paper  was  discussed  by  a number  of  physicians 
present.  The  discussion  was  followed  by  a few  brief 
remarks  by  Dr.  Crile. 

Over  four  hundred  doctors  listened  to  this  lecture 
by  Dr.  Crile,  of  which  approximately  two  hundred 
were  out  of  town  guests  from  Iowa  and  Nebraska. 

— Herman  M.  Jahr,  Secretary. 


At  a special  meeting  of  the  Lancaster  County  Medi- 
cal Society  on  September  24,  1929,  Dr.  Henry  W.  Cat- 
tell  of  Philadelphia  was  entertained  at  dinner  at  the 
University  Club.  Following  the  dinner  the  society 
met  in  the  Sharp  building  to  hear  Dr.  Cattell  on 
“The  Personality  of  William  Osier”.  The  speaker  was 
introduced  by  Dr.  David  C.  Hilton  who  mentioned 
some  of  the  background  and  accomplishments  of  our 
distinguished  guest.  The  address  was  a personal 
reminiscence  of  Sir  William,  going  back  to  the  early 
days  in  Philadelphia,  and  many  interesting  incidents 
in  the  life  of  Osier  were  brought  out  in  illustration  of 
his  unusual  personality.  Following  the  address  of 
the  evening  Dr.  S.  E.  Cook  told  some  of  his  personal 
experiences  with  Osier  as  a teacher  at  McGill. 

No  business  was  transacted. 

— Roy  H.  Whitham,  Secretary. 


The  Seward  County  Medical  and  Dental  Society 

met  at  Seward,  Sept.  24,  the  Seward  profession  being 
hosts  at  a dinner  preceding  the  program.  The  prin- 
cipal papers  were  given  by  Dr.  Sidney  Reese  and 
Floyd  Rogers,  Lincoln,  the  former,  “Cancer  of  the 
Colon”,  and  the  latter,  “Rheumatic  Fever”,  which 
were  much  enjoyed  as  both  were  along  practical  lines 
and  of  great  benefit. 

— C.  W.  Coty,  Secretary. 

The  Madison  Five  Counties  Medical  Society  held  its 
September  meeting  at  Creighton  on  the  24th.  The 
meeting  was  well  attended  and  a dinner  was  enjoyed 
before  the  meeting  opened.  The  program  follows: 
“Impressions  of  Pediatric  Trends”,  A.  J,  Schwedhelm; 
“Colon  in  Relation  to  Gastric  Symptoms”,  Dr.  Francis 
D.  Heagey,  Omaha;  “Experiences  in  the  Treatment  of 
the  Psychoneuroses”,  Dr.  Alexander  Young,  Omaha. 

The  Ninth  Councilor  District  Medical  Society  held 
its  annual  meeting  at  Kearney,  October  10.  Sixty  doc- 
tors and  their  wives  attended.  Dinner  was  served  at 
the  Country  club.  Officers  elected:  Dr.  E.  E.  Clarke, 
Burwell,  president;  Dr.  W.  B.  Rose,  Kearney,  secre- 
tary-treasurer (re-elected). 

The  program  was  put  on  by  Drs.  J.  J.  Keegan  and 
Henry  Taylor,  Omaha.  Dr.  Henry  Farrell,  Kearney, 
gave  an  interesting  talk  on  his  European  travels. 

The  Dawson  County  Medical  Society  met  at  Cozad, 
October  19,  in  the  basement  of  the  Methodist  church. 
Dinner  was  served  to  20  physicians  and  their  wives. 
Dr.  F.  A.  Long,  Madison,  gave  an  address  on  “Medi- 
cal Economics  and  the  Country  Doctor”.  Mrs.  F.  A. 
Long  talked  about  the  work  of  the  Auxiliary  and  the 
ladies  forthwith  decided  to  organize  an  auxiliary  for 
Dawson  county. 

The  Ninth  Annual  meeting  of  the  Seventh  Coun- 
cilor District  Medical  Society  was  held  at  Crete,  Oct. 
24.  The  program  follows:  “Spinal  Curvatures,  and 
Treatment  by  Corrective  Exercises”,  A.  N.  Anderson, 
M.  D.,  Belvidere;  “Case  Report”,  R.  K.  Johnson,  M. 


D.,  Fi'iend;  “The  State  Bacteriological  Laboratory”, 
L.  O.  Vose,  Dept,  of  Public  Welfare,  Lincoln;  “Cor- 
onary Sclerosis”,  G.  W.  Covey,  M.  D.,  Lincoln;  “Ar- 
rhythmias and  Cardiac  Therapy”,  A.  Sachs,  M.  D., 
Omaha;  “Injuries  of  the  Newborn  Child  During 
Birth,  and  Their  Treatment”.  Illustrated  by  DeLee 
Motion  Pictures.  Elmer  M.  Hansen,  M.  D.,  Lincoln; 
address,  “State  Medicine”,  Palmer  Findley,  M.  D.', 
Omaha.  The  Saline  County  Medical  Society  was 
host  at  a dinner  at  the  Commercial  hotel. 

The  Cedar,  Dakota,  Dixon,  Thurston  and  Wayne 
Counties  Medical  Society  held  its  third  quarterly 
meeting  at  Walthill,  Sept.  19. 

The  program  consisted  of  a paper  on  “Hip  Frac- 
tures” with  illustrative  slides  by  Dr.  Arch  O’Donoghue 
of  Sioux  City;  a report  of  two  cases  of  Vitiligo  cured 
by  internal  medication,  by  Dr.  H.  W.  Francis  of  Ban- 
croft; and  the  demonstration  of  several  clinical  cases 
from  the  Winnebago  and  Walthill  hospitals. 

— C.  L.  Phillips,  Secretary. 


HUMAN  INTEREST  TALES 

Dr.  D.  D.  Davis,  formerly  of  Lincoln,  has  located  at 
Pender. 

Dr.  F.  A.  Paden  has  moved  from  Hartington  to 
Brownsville. 

Dr.  G.  B.  Groves,  formerly  of  Des  Moines,  has  lo- 
cated at  Wayne. 

Dr.  L.  C.  Barrett,  recently  from  Chicago,  has  opened 
offices  in  Benson. 

Dr.  Arnold  Mullman,  a former  Lyons  boy,  has  lo- 
cated at  Talmage. 

Dr.  John  Christleb  has  become  associated  with  Dr. 
W.  H.  Melcher,  Omaha. 

Dr.  A.  A.  Blum  has  located  at  Dodge.  He  comes 
from  St.  Mary,  Kansas. 

Dr.  W.  N.  Ramey,  Lincoln,  submitted  to  an  opera- 
tion for  appendicitis  recently. 

Dr.  S.  P.  DeVore,  formerly  of  Missouri  Valley, 
Iowa,  has  located  at  Hartington. 

Dr.  Amy  Chapman,  for  twenty  years  in  practice  at 
Hastings,  has  located  at  Franklin. 

The  marriage  of  Dr.  J.  W.  Hellwig  and  Miss  Irene 
McCoy,  Omaha,  has  just  been  announced. 

Dr.  F.  A.  Brewster,  Holdrege,  has  used  an  airplane 
in  his  practice  for  long  trips  for  the  last  ten  years. 

President-elect  K.  S.  J.  Hohlen  and  wife,  Lincoln, 
have  gone  to  Europe  for  a period  of  study  and  travel. 

Dr.  D.  H.  Morgan  and  wife,  McCook,  have  gone  to 
Europe  where  the  doctor  will  pursue  postgraduate 
study. 

Dr.  L.  W.  Elwood,  formei-ly  of  Silver  Creek,  has 
located  at  Osceola,  not  Geneva,  as  stated  in  a previous 
number. 

The  International  Clinics  for  September,  1929,  con- 
tains an  article  by  Dr.  Victor  E.  Levine  on  “Treat- 
ment of  Anemia”. 

Dr.  John  H.  Scheidt,  for  the  past  year  located  at 
Kimball  in  association  with  Dr.  Miller,  has  located 
at  Platteville,  Colo. 

Dr.  George  W.  Covey,  has  been  appointed  chief  of 
staff  of  the  Lincoln  General  hospital,  succeeding  the 
late  Dr.  J.  M.  Mayhew. 

Dr.  and  Mrs.  Frederick  Niehaus,  Omaha,  have  gone 
to  Europe  for  a six  months  stay,  the  doctor  occupying 
the  time  in  study  at  Vienna. 

Dr.  B.  F.  Bailey,  Lincoln,  was  elected  president  of 
the  American  Interprofessional  Institute  at  the  an- 
nual meeting  at  Duluth  recently. 

Dr.  E.  O.  Weber,  Wahoo,  has  been  named  chairman 
for  Saunders  county  of  the  Nebraska  Diamond  Jubilee 
to  occur  in  Omaha,  November  5-7. 

Dr.  F.  L.  Frink,  Newman  Grove,  was  elected  vice 
commander  of  the  Nebraska  division  of  the  American 
Legion,  at  the  annual  meeting  recently. 
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The  wedding  of  Dr.  Ramey  M.  Baker,  senior  at 
the  Nebraska  University  College  of  Medicine,  and 
Miss  Marie  Turner,  Omaha,  is  announced. 

Dr.  and  Mrs.  E.  R.  Hays,  Falls  City,  attended  the 
American  Public  Health  association’s  annual  conven- 
tion at  Minneapolis,  the  first  of  September. 

Dr.  John  S.  Latta.  professor  of  anatomy  in  the 
University  College  of  Medicine,  has  be^n  appointed 
to  membership  on  the  basic  science  board. 

Dr.  Robert  Estill,  Bridgeport,  has  been  appointed 
to  a position  in  the  medical  corps  of  the  army  as  a 
lieutenant  and  assigned  to  Fitzsimmons  hospital,  Den- 
ver. 

Dr.  I.  tv.  Haughey,  for  38  years  a practitioner  in 
Hamilton  county,  28  of  those  years  in  Aurora,  has 
located  at  Ft.  Collins,  Colo.,  to  do  eye,  ear,  nose  and 
throat  work. 

Dr.  B.  F.  Williams,  Lincoln,  has  gone  to  Dondon 
where  he  has  received  a clerkship  in  the  National 
hospital,  Queen’s  Square.  He  will  be  gone  about 
three  months. 

Dr.  H.  L.  Kindred,  Meadow  Grove,  was  the  victim 
of  an  auto  accident  near  West  Point  early  in  Septem- 
ber. Fortunately  the  car  was  more  seriouslv  wrecked 
than  the  doctor. 

Dr.  Victor  E.  Levine,  Omaha,  spent  the  summer  at 
St.  Mary’s  Orphanage,  Newark,  N.  J.,  doing  nutri- 
tional work.  Late  in  August  he  attended  the  Inter- 
national Congress  of  Physiology  at  Harvard  >iedical 
School,  Boston. 

Dr.  A.  F.  Jonas,  Omaha,  long  professor  of  surgery 
of  the  Nebraska  University  College  of  Medicine,  has 
been  retired  at  his  own  request  and  has  been  made 
professor  emeritus.  Dr.  B.  B.  Davis  succeeds  him  as 
head  of  the  department  of  surgery'. 


NECROLOGY 

Edward  S.  Dungan,  Rochester,  Pa.;  Hahnemann 
Medical  College  of  Philadelphia,  1900;  nationally 
known  surgeon;  native  of  Nebraska  and  for  fifteen 
years  in  practice  at  Grand  Island;  at  the  time  of  his 
death  surgeon  for  the  Pennsylvania  railroad  in  a 
suburb  of  Pittsburg;  died  following  an  operation, 
September  15,  1929,  aged  about  fifty-one  years. 

James  M.  Tische,  Wood  Lake,  Nebr.;  Kentucky 
School  of  Medicine,  1898;  able  practitioner  at  Wood 
Lake  for  twenty-two  years;  member  Nebraska  State 
Medical  Association;  died  September  30,  1929,  of  or- 
ganic heart  disease,  aged  fifty-two  years. 

George  E.  Morris,  Calexico,  Calif.;  Rush  Medical 
College,  1925;  recently'  in  practice  at  Oshkosh  and 
Scottsbluff,  Nebr.,  leaving  the  latter  place  to  locate 
at  Calexico,  but  a few  weeks  ago;  son  of  Dr.  G.  H. 
Morris,  Oshkosh;  died  September  30,  1929,  aged  about 
thirty  years. 


BOOKS  RECEIVED 

THE  TREATMENT  OF  FRACTURES,  by  Lorenz 
Bohler,  M.  D.,  cloth,  8 mo.,  185  pages  with  234  illus- 
trations. Price  $5.00.  Wilhelm  Maudrich,  Vienna, 
1929. 

STERILIZATION  FOR  HUMAN  BETTERMENT, 
by  E.  S.  Gosney,  B.  S.,  LL.  B.,  and  Paul  Popenoe,  D. 
SC.,  cloth,  8 mo.,  202  pages.  Price  $2.00.  The  Mac- 
Millan Co.,  New  York,  1929. 

THE  CHALLENGE  OF  CHRONIC  DISEASES,  by 
Ernst  P.  Boas,  M.  D.,  attending  physician,  ^lontefiore 
Hospital  for  Chronic  Diseases,  and  Nicholas  Michel- 
son,  il.  D.,  Adjunct  Physician,  Montefiore  Hospital 
for  Chronic  Diseases,  cloth,  8 mo.,  197  pages.  Price 
$2.50.  The  MacMillan  Co. 


EXTENSIVE  RESECTION  OE  SMALL 
INTESTINE 

In  a case  of  gangrene  of  the  small  intestine 
caused  by  an  embolus  of  the  superior  mesenteric 
artery,  F.  N.  C.  Jerauld,  Niagara  Falls,  N.  Y. 
{Journal  A.  M.  A.,  June  1,  1929),  resected  19 
feet  of  small  bowel.  A rapid  entero-enterostomy 
was  done,  the  small  intestine  being  anastomosed 
to  the  cecum  with  a fairly  large  opening  and 
with  two  rows  of  sutures.  Convalescence  was  un- 
eventful. One  year  later  the  patient  was  seen  by 
William  W.  W'ashburn,  San  Francisco.  Symp- 
toms of  intestinal  obstruction  led  to  a second  op- 
eration. Close  to  the  cecum  were  found  a few 
old  adhesions  and  one  thick  band  which  encircled 
the  small  bowel,  about  4 cm.  from  its  termina- 
tion in  the  cecum.  The  adhesions  were  freed, 
relieving  the  obstruction.  Since  then  the  patient 
has  been  entirely  well. 


Taking  advantage  of  the  doctrine  that  doc- 
tors should  stick  “vun  py  each”  a firm  of  at- 
torneys in  this  state  in  a brief  filed  in  the  Su- 
preme Court  in  a malpractice  suit  against  a phy- 
sician, contend  that  no  member  of  the  Nebraska 
State  Medical  Association  will  testify  against  an- 
other member  in  a malpractice  case.  Sad,  very 
sad ! 


A credit  rating  bureau,  separate  from  the  coun- 
ty medical  society,  has  been  formed  by  the  pro- 
fession of  Dawson  county.  The  chief  feature 
consists  of  reporting  through  a central  agency 
the  delinquents  of  the  county  who  shop  medical 
services  from  one  to  another,  paying  neither  one. 
The  method  is  said  to  give  good  results  in  a 
community  that  has  many  transient  laborers  in 
beet  fields  and  hay  fields. 


A new  organization  known  as  the  Iodine  Edu- 
cational Bureau  has  opened  offices  at  G4  Water 
Street,  New  York  City.  Mr.  J.  J.  Nichols  is 
director  of  the  bureau,  which  is  supported  by  the 
Iodine  Producers  Association  of  Chile,  South 
America.  The  bureau  will  collect  and  dissemi- 
nate dependable  information  about  iodine  and 
iodine  compounds.  A large  amount  of  research 
work  will  be  undertaken,  a fellowship  already 
being  established  at  Mellon  Institute  and  several 
other  fellowships  will  shortly  be  established  at 
other  institutions  to  follow  up  special  lines  of 
research  investigation.  The  bureau  will  be  ready 
to  co-operate  at  all  times  with  others  doing  re- 
search work  on  the  application  of  iodine  in  agri- 
culture, industry,  animal  husbandry  and  in  the 
professions  of  medicine,  dentistry,  pharmacy  and 
veterinary  medicine. 
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RIGHT-SIDED  ABDOAIINAL  PAIN  IN  ITS  RELATION  TO  UROLOGY* 

J.  M.  WILLIS,  M.  D.,  P.  A.  C.  S., 

McCook,  Nebr. 


In  this  discussion  of  this  subject  it  is  assumed 
that  the  discussion  is  from  the  viewpoint  of  the 
general  diagnostician  and  not  that  of  the  urolo- 
gist. 

Perhaps  the  principal  point  in  this  considera- 
tion is  the  notorious  fact  that  many  lesions  of 
the  urologic  tract  simulate  lesions  of  the  gastro- 
intestinal tract  in  symtomatology. 

The  classical  picture  of  pain  beginning  in  the 
loin  and  radiating  to  the  lower  abdomen  and  to 
the  genitalia  or  thigh,  is  undoubtedly  the  most 
typical  picture  of  renal  pain.  It  is  not  appre- 
ciated, however,  how  often  this  typical  picture  is 
absent ; much  less  is  it  appreciated  that  pain  aris- 
ing from  disease  of  the  kidney  and  ureter  is  pure- 

♦Read  before  animal  meeting  Nebraska  State  Medical  Association, 
Omaha,  May  15,  1929. 


ly  abnominal  in  type,  with  no  pain  in  the  back 
whatever. 

When  abnominal  pain  is  the  most  evident 
symptom  of  renal  or  ureteral  disease,  it  may  be 
extremely  misleading,  for,  as  will  be  shown,  the 
localization  of  the  pain  is  oftentimes  in  the  re- 
gion of  McBurney’s  point,  or  in  the  upper  ab- 
domen beneath  the  costal  border.  On  the  one 
hand,  it  may  be  confused  with  the  pain  of  appen- 
dicitis, and  on  the  other,  with  gall-bladder  disease 
or  gastric  disturbances. 

The  renal  lesions  that  may  be  expected  to 
cause  pain  may  be  classified  as  follows : stone 
in  the  kidney  or  ureter;  renal  tuberculosis,  pye- 
lonephritis; hydronephrosis;  tumor  of  the  kidney; 
nephroptosis ; pyonephritis  ; polycystic  kidney ; 
chronic  nephritis ; chronic  malformations  of  the 
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kidney;  stricture  of  the  ureter;  cystitis  and  per- 
haps rare  conditions. 

Cecil  in  reporting  sixty-seven  cases  of  abnom- 
inal  pain  in  diseases  of  the  kidney  and  ureter 
{Journal  A.M.A.  Nov.  6,  1920)  found  the  urine 
normal  in  seven  cases  (over  10%).  Blood  was 
found  in  the  urine  in  fifty-six  cases,  pus  in  fifty- 
four  cases,  albumin  in  thirty-two  cases,  and  the 
urine  was  found  to  be  infected  in  fourteen  cases. 
In  his  cases  the  confusing  nature  of  pain  in  cases 
of  stone  in  the  kidney  and  ureter  is  well  shown 
by  the  fact  that  thirteen  of  the  sixty-seven  cases 
studied,  various  surgical  procedures  had  been 
undertaken  for  relief  of  pain  in  which  symptoms 
were  in  no  way  changed  and  in  which  it  was 
demonstrated  that  the  pain  was  of  renal  origin. 
In  the  thirteen  cases  in  which  operation  was  per- 
formed the  procedures  had  consisted  of  nine  ap- 
pendectomies, one  operation  on  the  left  epidymis, 
two  abdominal  explorations,  one  gallbladder 
drainage,  and  one  removal  of  the  right  ovary. 

It  is  needless  to  state  that  individuals  with  pro- 
nounced urinary  symptoms  such  as  frequency, 
dysuria,  hematuria  or  pyuria  will  demand  a care- 
ful investigation  of  the  urinary  organs.  On  the 
other  hand,  many  patients  in  whom  lesions  of 
the  urinary  tract  exist  have  no  typical  symptoms 
referable  to  the  function  of  these  organs.  Not 
only  are  symptoms  suggesting  urinary  disease 
absent  but  in  this  class  of  cases  the  urine  is  fre- 
quently normal  both  chemicallly  and  microscop- 
ically. 

That  this  fact  is  not  properly  appreciated  by 
the  profession  at  large  is  evidenced  by  the  con- 
tinued practice  of  exploratory  laparatomies  with 
resultant  appendectomy,  salpingectomy,  uterine 
fixation,  etc.,  without  effecting  relief  of  the  pain 
which  originally  brought  the  patient  to  the  doc- 
tor. 

In  spite  of  repeated  warning,  on  the  part  of 
the  urologist,  the  abdomen  is  frequently  opened 
with  negative  findings  without  resorting  to  the 
urologic  examination  which  would  have  shown 
the  obscure  type  of  pain  to  be  caused  by  an  ob- 
structive condition  in  the  renal  pelvis  of  ureter. 

O’Connor,  Medical  Herald,  Nov.  1925,  select- 
ed one  hundred  hospital  cases  encountered  in  the 
past  five  years  at  the  Washington  Boulevard 
hospital,  Chicago,  in  the  following  report. 

All  of  these  individuals  were  referred  for  uro- 
logical study  because  the  chronicity  of  the  com- 
plaint or  the  obscurity  of  the  trouble  seemed  to 
demand  a most  thorough  investigation.  The  uro- 


logical study,  therefore,  was  only  a procedure  in 
the  routine  method  of  diagnosis. 

Symptoms:  All  of  these  patients  had  some 
type  of  abdominal  pain  or  discomfort. 

Location:  Forty  had  right  upper  abdominal 
pain  without  radiation  into  the  lumbar  region 
or  groin. 

Eighteen  had  pain  or  discomfort  in  the  right 
upper  abdomen  associated  with  intermittent  or 
constant  pain  in  the  right  groin  or  pelvic  region. 

Ten  complained  of  some  discomfort  in  the 
right  flank,  but  laid  more  emphasis  upon  the 
abdominal  localization. 

Eight  had  pain  solely  in  the  right  lower  ab- 
domen without  reference  to  the  upper  quadrant 
or  flank.  Three  of  these  eight  had  occasional 
radiation  of  the  pain  into  the  right  groin. 

Sixteen  had  pain  constantly  in  the  left  upper 
or  mid-abdom.inal  region  with  intermittent  radia- 
tion to  the  left  lower  abdomen  or  pelvic  region. 

In  none  was  there  any  association  of  pain  with 
the  act  or  time  of  urination. 

Palpable  Masses:  In  twenty-two  instances  a 
mass  suggestive  of  the  right  .kidney  was  palpa- 
ble. Three  of  these  masses  were  larger  than  a 
normal  right  kidney  and  in  fifteen  the  range  of 
mobility  was  from  the  sternal  border  above  to 
below  the  right  iliac  crest. 

Urinalysis : Eighty  of  the  one  hundred  cases 

were  recorded  as  having  a normal  urinalysis  on 
one  or  repeated  examinations.  Ten  had  record 
of  from  one  to  three  pus  cells  per  high  power 
field.  Six  had  nucleo-albumin  present  and  four 
had  numerous  hyaline  casts  and  epithelial  cells. 

Previous  Operations:  Seventy-seven  of  the 

patients  had  been  operated  upon  before  coming 
under  the  present  hospital  observation  and  six 
had  been  recently  operated  upon  in  our  own  hos- 
pital. In  no  instance  had  the  operation  relieved 
the  original  pain  of  which  the  patient  complained. 

Eifty-five  had  had  one  abdominal  operation 
only ; twelve  had  two  abdominal  operations ; 
eight  had  four,  and  two  had  five  major  opera- 
tions. 

CHARACTERS  OF  OPERATIONS 


Cases. 

Appendectomy  alone  43 

Appendectomy  and  salpingectomy  12 

Appendectomy,  salpingectomy  and  uterine  suspen- 
sion   5 

Cholecystotomy  7 

Salpingectomy  and  uterine  suspension  6 

Repair  of  inguinal  hernia  5 
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Dilation  and  curettage  of  uterus  with  various 


plastic  operations  14 

Exploratory  laparotomy  with  “release  of  adhesions”  7 

Hydronephrosis  28 

Hydronephrosis,  ureteral  stricture  12 

Hydronephrosis,  ureteral  stricture  and  renal  calculi  5 
Fh;osis  of  the  kidney  with  angulation  of  the  ureter..22 

Ureteral  stricture  with  early  hydronephrosis  8 

Ureteral  stricture  without  evidence  of  long  stand- 
ing back  pressure  14 

Ureteral  calculus  10 

Utero-vesical  cyst  with  dilation  of  the  ureter 1 


The  urologist,  by  means  of  the  special  diag- 
nostic measures  at  his  command,  and  in  the  light 
of  a now  very  considerable  experience,  can  de- 
termine the  status  of  kidneys  or  ureters  with 
gratifying  accuracy,  as  shown  by  the  fact  that 
in  a recent  year  there  was  an  error  of  only  4% 
in  the  pre-operative  diagnoses  in  the  Urological 
Department  at  the  Massachusetts  General  Hos- 
pital. Closer  co-operation  between  the  general 
surgeon  and  the  urologist  is  therefore  highly  de- 
sirable. 

Golstein  and  McBee  ( fU.  Virginia  M.  J.  Aug. 
1925)  have  stated  that  20%  of  abdominal 
operations  performed  by  various  surgeons 
have  resulted  in  mistaken  diagnoses,  and  it  is 
reported  by  Blesh  {Southern  Med.  Feb.,  1925) 
that  40%  of  5000  appendectomies  were  unre- 
lieved of  their  symptoms  by  operation.  The  ex- 
perience of  the  writer  has  been  that  of  other 
observers,  namely,  that  in  from  15%  to 
20%  of  lesions  of  the  kidney  and  ureter,  chiefly 
due  to  calculi,  previous  operation  has  been  per- 
formed, without  relief,  for  other  abdominal  con- 
ditions. In  many  of  these  little  or  no  pre- 
operative investigation  of  the  urinary  tract  was 
made.  As  Goldstein  and  McBee  say,  “In  ob- 
scure abdominal  conditions  when  it  has  been 
demonstrated  that  the  genito-urinary  tract  is 
free  from  pathology  then,  and  not  until  then,  is 
one  justified  in  making  an  attack  upon  the  in- 
testinal tract.” 

In  the  author’s  opinion  the  character  and  lo- 
cation of  pain  are  depended  upon  too  much  in 
making  a diagnosis.  The  abdominal  organs 
are  supplied  with  sympathetic  and  autonomic 
nerves  which  carry  no  fibers  of  pain  sensation. 
However,  stimuli  from  these  organs  travel  to 
certain  segments  of  the  spinal  cord,  where  they 
are  relayed  to  the  brain,  and  interpreted  as  pain 
sensations  from  areas  of  distribution  of  cerebro- 
spinal nerves  of  the  same  cord  segments.  The 
tenth,  eleventh  and  twelfth  dorsal  and  first  lum- 
bar segments  receive  stimuli  from  a majority  of 
the  organs,  and  the  pain  sensations  are,  of  course, 
referred  to  the  corresponding  cerebrospinal 
nerve  areas.  Occasionally  visceral  stimuli  reach- 


ing the  cord  at  the  normal  segment  are  transport- 
ed up  or  down  the  cord  to  a distant  segment  be- 
fore being  relayed  to  the  brain;  this  naturally, 
may  complicate  the  clinical  picture.  Another 
source  of  confusion  lies  in  the  close  relationship 
between  some  abdominal  viscera  and  the  trunks 
of  some  cerebrospinal  nerves.  It  is  easy  to  see 
that  inflammatory  lesions  in  and  about  those 
organs  can  extend  to  the  nearby  nerve  trunks,  ir- 
ritating them,  and  causing  sensations  of  pain  re- 
ferred to  the  areas  of  distribution  of  the  nerves. 
So,  then,  we  must  conclude  with  Hinman  and 
other  authorities  that  pain  of  itself  can  never  be 
considered  absolutely  pathognomonic  of  any  one 
lesion. 

To  make  a diagnosis  we  must  consider  pain 
in  association  with  other  findings — temperature, 
pulse,  respiration,  tenderness,  muscle  spasm, 
rigidity,  urinalysis,  blood  examinations,  and,  in 
certain  cases,  special  examinations  such  as  ro- 
entgenography, fluroscopy,  and  urologic  exami- 
nations. 

But  why  are  there  so  many  inaccurate  and  in- 
complete diagnoses,  leading  to  ineffectual  opera- 
tions and  expensive  periods  of  futile  medical 
treatment?  In  the  first  place  we  fail  to  develop 
the  art  of  medicine  to  the  fullest  degree ; the 
elicitation  of  the  details  regarding  the  character 
and  radiation  of  pain,  and  the  details  of  the 
present  and  past  history ; the  systematic  consid- 
eration of  symptoms  referable  to  the  various  or- 
gans ; the  careful  physical  examination  including 
rectal  and  vaginal  examination ; the  sorting  of 
facts  and  diagnosis  by  elimination.  We  place 
too  much  dependence  on  pain  as  a symptom ; pain 
is  never  absolutely  pathognomic  of  any  disease. 
In  the  second  place  we  fail  to  make  the  most  of 
the  science  of  medicine,  the  methods  and  instru- 
ments of  precision,  examinations  of  the  blood 
and  urine,  roentgenography,  cystoscopy,  urogra- 
phy. The  value  of  urologic  findings  is  great, 
even  as  negative  evidence. 

The  errors  of  diagnosis  by  complete  urologic 
methods  are  few,  while  the  errors  of  diagnosis  in 
acute  abdominal  disease  as  a whole  are  numerous, 
with  correspondingly  high  mortality  and  morbid- 
ity. We,  or  the  family,  may  hesitate  to  have  spe- 
cial examinations  because  of  the  added  expense, 
but  we  must  recognize  that  failure  to  make  a 
complete  and  accurate  diagnosis  may  sentence 
the  patient  to  larger  expenses  later  for  further 
hospitalization  and  treatment,  to  say  nothing  of 
the  possibility  of  heavy  funeral  expense. 

In  cities  and  in  large  hospitals  the  aid  of  the 
roentegenologist  and  urologist  should  be  freely 
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asked  and  promptly  given.  As  a rule,  no  pa- 
tient should  undergo  an  exploratory  laparotomy 
until  at  least  an  attempt  has  been  made  to  rule 
out  lesions  of  the  upper  urinary  tract. 

On  the  other  hand,  in  the  presence  of  abdomi- 
nal emergencies  we  must  remember  that  pro- 
longed delay  may  sometimes  be  more  danger- 
ous than  operation  without  an  absolutely  accurate 
diagnosis.  Clinical  judgment  may  demand  an  ex- 
ploration rather  than  a delay  to  obtain  a distant 
urologist,  but  in  these  days  it  must  be  possible 
in  most  places  to  obtain  at  least  a simple  roent- 


genogram of  the  entire  urinary  tract  on  slight 
indication  and  without  delay. 
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THE  SIGNIFICANCE  OF  BLOOD  IN  THE  URINE* 

CHARLES  McMARTIN,  M.  D„  F.  A.  C.  S., 

Omaha,  Nebr. 


The  presence  of  blood  in  the  urine  occurs  very 
frequently.  It  occurs  more  frequently  in  men 
than  in  women.  There  may  be  enough  blood 
present  so  that  it  shows  macroscopically  or  it  may 
be  only  detectable  microscopically.  Too  often  the 
the  appearance  of  blood  in  the  urine  is  minimized 
both  by  the  physician  and  patient.  This  is  par- 
ticularly true  if  the  bleeding  is  intermittent  and 
painless.  \\Dmen  are  more  apt  to  give  little  at- 
tention to  blood  in  the  urine,  since  they  see  blood 
mixed  with  the  urine  during  menstrual  periods. 
Hematuria,  except  in  the  case  of  severe  injuries, 
should  not  be  taken  as  a symptom  to  be  treated 
immediately,  but  should  be  looked  upon  as  a 
warning,  calling  for  investigation  to  determine 
the  cause.  The  macroscopical  appearance  of  blood 
in  the  urine  even  if  it  is  painless,  attracts  the 
patient’s  attention  and  sends  him  to  his  physician 
with  the  questions : Where  is  the  blood  coming 
from?  What  is  causing  it?  These  questions  are 
important  because  no  rational  method  of  treat- 
ment can  be  used  until  the  source  of  the  bleeding 
and  the  etiological  factors  are  definitely  deter- 
mined. 

Diagnosis  early  in  the  course  of  the  disease 
causing  hematuria  gives  opportunity  to  do  much 
that  often  is  of  no  avail  at  a later  date,  because 
of  the  advance  in  the  disease  before  - diagnosis 
was  made. 

The  clinical  history,  the  general  physical  ex- 
amination, the  special  examination  of  the  genito- 
urinary tract  and  the  other  findings  in  the  urine 
must  all  be  used  in  determining  the  source  of 
the  bleeding  and  the  disease  causing  it.  Sources 
of  hematuria  may  be  divided  into  general  or  sys- 
temic causes,  and  local  pathological  changes  of 

♦Read  before  annual  meeting  Xebraska  State  Medical  Association, 
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the  genito-urinary  tract.  About  two-thirds  of 
the  cases  fall  in  the  latter  group. 

Under  the  heading  of  systemic  causes  we  find 
various  blood  conditions  that  may  account  for 
the  hematuria  such  as  purpura  hemorrhagica, 
scurvy,  leukemia,  erythemia  and  hemophilia. 

In  hemophilia  one  must  not  overlook  the  fact 
that  other  renal  lesions  may  exist  at  the  same 
time,  and  be  the  cause  of  the  bleeding.  However, 
the  history  of  rather  marked  ecchymoses,  follow- 
ing slight  injuries  should  make  one  determine 
the  coagulation  time  of  the  blood.  Hematuria 
has  been  reported  in  Hodgkin’s  disease. 

Hematuria,  either  macroscopic  or  microscopic, 
may  precede,  accompany  or  follow  an  attack  of 
acute  or  recurrent  appendicitis.  A few  of  these 
cases  may  be  due  to  the  proximity  of  the  appen- 
dix to  the  ureter,  but  most  of  them  are  due  to 
an  acute  or  subacute  nephritis  from  a hemato- 
genous infection  of  one  or  both  kidneys.  It  is 
possible  that  an  appendicitis  and  a lesion  of  the 
urinary  tract  may  exist  at  the  same  time.  The 
most  important  urinary  tract  conditions  to  be 
excluded  in  such  cases  are  stricture  of  the  ureter 
and  the  passage  of  a stone  down  the  ureter. 

Hematuria  is  also  seen  as  a complication  of 
certain  fevers,  smallpox,  typhoid  and  malaria  and 
from  poisoning  by  drugs,  such  as  cantharides  or 
turpentine.  Large  doses  of  urotropin  have  fre- 
quently been  known  to  cause  hematuria. 

Sources  of  hemorrhage  due  to  pathological 
changes  in  the  genito-urinary  tract  may  be  found 
in  the  urethra  where  the  cause  of  bleeding  may 
be  trauma,  urethritis,  new  growths  or  calculus. 

In  the  prostate  gland  the  cause  of  bleeding  may 
be  trauma,  hypertrophy,  tumors  or  inflammation. 
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In  the  bladder  the  bleeding  may  be  due  to  trauma, 
tumors,  cystitis,  tuberculosis,  varices,  stone  hy- 
peraemic  congestion  or  parasitic  disease. 

In  the  ureter,  trauma,  stone,  tuberculosis,  tu- 
mors, varices,  stricture  and  inflammation  may  be 
the  cause  of  bleeding.  The  lesions  of  the  kid- 
ney that  may  be  the  cause  of  blood  in  the  urine 
cover  practically  all  varieties  of  renal  pathology. 
Trauma,  nephritis,  calculus,  embolism  and  in- 
farct, thrombosis  of  the  renal  vessels,  varices, 
tuberculosis,  neoplasms,  hyronephrosis,  pyelitis, 
pyonephrosis,  movable  kidney,  polycystic  kidney 
and  the  so-called  “essential  hematurias”. 

The  term  “essential  hematuria”  is  not  only 
unsatisfactory,  but  often  used  to  account  for  un- 
diagnosed hematuria  that  might  have  been  diag- 
nosed with  a more  searching  examination.  There 
are,  however,  a few  cases  in  which  the  most  dili- 
gent search  with  every  known  method  of  diag- 
nosis fails  to  reveal  a pathological  lesion  that  ac- 
counts for  the  bleeding  from  the  kidney.  The 
bleeding  in  these  cases  usually  arises  from  small 
foci  and  may  produce  no  other  symptoms  unless 
the  loss  of  blood  be  sufficient  to  cause  a secon- 
dary anemia,  or  a blocking  of  the  ureter  with  re- 
sultant pain.  Such  cases  may  call  for  operative 
interference,  even  though  a definite  diagnosis  of 
the  pathological  lesion  causing  the  bleeding  has 
not  been  made. 

When  one  looks  at  such  a long  list  as  the  pos- 
sible causes  of  blood  in  the  urine,  it  might  ap- 
pear that  a definite  diagnosis  of  the  lesion  re- 
sponsible would  be  a hopeless  task.  Such  is  not 
true,  however,  in  the  vast  majority  of  cases.  The 
general  history  as  a rule,  if  carefully  taken,  will 
serve  to  limit  the  possible  sources  of  bleeding  to 
a comparatively  small  number. 

All  hematurias  dependent  on  conditions  of  the 
blood  such  as  hemophilia  and  purpura  or  associat- 
ed with  various  fevers  and  those  following  the 
ingestion  of  various  drugs  are  differentiated 
readily. 

Blood  may  be  the  only  sediment  in  the  urine, 
or  it  may  be  associated  with  various  other  sedi- 
ments such  as  gravel,  tissue  fragments,  pus  and 
bacteria. 

If  the  urine  is  passed  in  three  clean  conical 
glasses  the  appearance  of  the  urine  in  each  glass 
will  give  an  idea  of  the  source  of  the  bleeding. 
If  the  bleeding  from  the  urethra  is  ahead  of  the 
external  sphincter,  the  blood  will  flow  from  the 
meatus  independent  of  urination,  the  first  glass  of 
urine  will  contain  blood  while  the  others  will  be 
nearly  clear.  If  the  source  of  urethral  bleeding 


is  behind  the  external  sphincter  there  will  be  no 
bleeding  between  urinations.  The  first  glass  will 
be  bloody,  the  second  and  third  glass  will  be  clear 
unless  the  bleeding  is  of  so  great  an  amount  that 
it  fills  the  posterior  urethra  and  is  forced  back 
into  the  bladder  between  urinations,  when  the 
other  glasses  will  show  blood  stains.  If  the 
bleeding  is  from  the  prostate  or  from  granula- 
tions, or  new  growths  in  the  posterior  urethra  the 
first  glass  only  will  be  bloody.  If  the  bleeding  is 
so  slight  that  it  does  not  flow  back  into  the  blad- 
der, the  third  glass  may  show  more  blood  than 
the  second  due  to  the  compression  exerted  at  the 
end  of  urination.  If  the  three  glas.ses  are  about 
the  same  color,  the  blood  being  intimately  mixed 
with  the  urine,  the  source  of  bleeding  is  above  the 
vesical  sphincter  from  bladder,  ureter  or  kidneys. 

Terminal  hematuria  in  which  a few  drops  of 
almost  pure  blood  are  expelled  with  the  last  drop 
of  urine,  usually  means  a bladder  lesion,  but  may 
be  from  the  kidney,  the  blood  having  settled  to 
the  base  of  the  bladder  is  voided  with  the  last 
part  of  the  urine.  When  all  three  glasses  show 
blood,  the  presence  of  cylindrical  or  worm  like 
clots  is  very  important  as  such  clots  are  molded 
in  the  ureter  and  indicates  the  source  of  the  bleed- 
ing to  be  in  the  ureters  or  kidneys. 

The  presence  of  blood  casts  indicates  the  .source 
of  bleeding  to  be  in  the  kidney  tubules. 

If,  on  standing,  the  blood  separates  readily 
from  the  urine,  the  source  of  the  bleeding  is  like- 
ly to  be  in  the  prostate  or  bladder  as  the  shorter 
the  time  the  blood  has  been  in  the  urine,  the 
more  rapidly  it  separates  on  standing. 

The  physical  properties  of  the  urine  are  often 
changed  by  the  presence  of  blood.  The  reaction 
is  usually  made  alkaline.  The  color  varies  from 
bright  red  to  a dark  brown.  The  odor  and  spe- 
cific gravity  are  usually  not  changed. 

Other  symptoms  associated  with  hematuria 
often  indicate  the  source  of  the  bleeding.  If  the 
individual  has  a urethritis  with  a frequency  of 
urination  and  hematuria,  the  symptoms  of  the 
infection  point  at  once  to  the  source  of  the  bleed- 
ing. 

Hematuria  associated  with  pain  localized  in  a 
definite  organ  points  to  that  organ  as  the  source 
of  the  bleeding.  The  more  important  diseases 
of  the  kidney  causing  hematuria  associated  with 
other  symptoms  are  renal  calculus,  tuberculosis, 
trauma  and  neoplasm. 

Hematuria  may  occur  before,  during  or  after 
an  attack  of  renal  colic  due  to  calculus.  It  rarely 
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shows  previous  to  the  attack  of  colic  and  may 
persist  for  some  time  after  the  colic.  It  is  rarely 
of  large  amount,  usually  microscopical  and  due  to 
injury  of  the  mucosa  by  a stone. 

X-ray  examination  serves  to  complete  the  di- 
agnosis in  90%  of  cases. 

In  tuberculosis  of  the  kidney,  marked  hema- 
turia occurs  in  only  about  25%  of  cases  and  is 
apt  to  come  on  suddenly.  It  is  seen  more  fre- 
quently in  the  earlier  stages  of  the  disease  and 
usually  indicates  an  erosion  or  ulceration  of  the 
pelvis  of  the  kidney.  IMany  cases  of  renal  tuber- 
culosis will  show  a few  blood  cells  mixed  with 
the  pus  cells  particularly  if  there  are  tuberculous 
ulcers  in  the  bladder.  The  other  symptoms,  espe- 
cially polyuria,  diurnal  and  nocturnal  dysuria  tak- 
en with  the  bladder  picture  and  finding  of  the 
tubercle  bacilli,  will  serve  to  differentiate  it. 

Traumatic  injury  of  the  kidney  or  ureter  from 
a blow,  a fall  or  crushing  injury  will  be  mani- 
fested by  the  sudden  appearance  of  blood  in  the 
urine.  The  bleeding  is  apt  to  be  profuse  dis- 
tending the  bladder  with  blood  and  sometimes  is 
so  profuse  as  to  prevent  cystoscopy.  When  cy- 
stoscopy is  possible  one  may  determine  whether 
the  blood  is  coming  from  the  bladder  or  either 
kidney.  Catheterizing  of  ureters  should  not  be 
attempted  in  those  cases.  If  a ureter  is  complete- 
ly severed  there  will  be  no  hematuria  from  that 
side.  Hematuria  from  injury  should  be  treated 
expectantly,  by  rest  in  bed  and  administration 
of  hemostatics.  Operation  is  indicated  if  the 
hemorrhage  is  progressive  or  recurring  or  if  in- 
fection has  started.  Xephrotomy  and  packing 
if  the  kidney  can  be  saved,  but  usually  such  cases 
call  for  nephrectomy.  If  both  kidneys  are  se- 
verely injured,  operation  of  any  sort  is  contra- 
indicated. 

A sudden  unexplained  profuse  hematuria  is 
apt  to  be  from  renal  neoplasm.  In  this  disease 
the  bleeding  is  usually  intermittent  and  without 
clots.  Between  excretions  of  urine  blood  may 
ooze  through  and  around  a ureteral  catheter. 
Painless  hematuria  of  kidney  origin  is  most 
frequently  caused  by  acute  and  chronic  nephritis, 
renal  varix  and  benign  papilloma  of  the  kidney 
pelvis.  Rarely  painless  hematuria  may  come 
from  neoplasm  and  tuberculosis  of  the  kidney. 

In  acute  nephritis  the  quantity  of  blood  varies 
from  a microscopic  quantity  to  an  amount  large 
enough  to  color  the  urine  a bright  red.  This  type 
of  hematuria  is  associated  with  the  usual  symp- 
toms of  acute  nephritis,  diminishtd  amount  of 
urine  of  high  specific  gravity,  a moderate  amount 


of  albumen,  hyaline  casts,  degenerating  renal 
epithelium  and  red  blood  cells. 

There  are  two  forms  of  chronic  nephritis  in 
which  hematuria  may  occur.  First  chronic  par- 
enchymatous nephritis  is  frequently  accompanied 
by  intermittent  attacks  of  severe  hematuria — ur- 
ine diminished  in  amount  of  low  specific  gravity, 
and  there  is  a large  amount  of  albumen,  many 
hyaline  and  granular  casts,  many  red  blood  cells 
and  leucocytes  and  frequently  blood  casts  and 
epithetical  cells.  The  second  type  of  chronic 
nephritis  in  which  we  find  alarming  hemorrhages 
is  the  contracted  and  arterio-sclerotic  kidney.  In 
this  form  the  urine  is  increased  in  quantity,  is  of 
low  specific  gravity  and  contains  a little  albumen. 
The  hemorrhage  may  take  place  in  any  part  of 
the  kidney. 

In  renal  varix  the  patient  apparently  in  good 
health  suddenly  notices  blood  in  the  urine.  There 
is  nothing  to  account  for  its  presence.  There  has 
been  no  excessive  exercise,  no  history  of  renal 
colic  or  injury,  no  infection,  no  abnormal  ele- 
ments in  the  urine  except  blood  which  is  at  first 
small  in  amount,  then  either  increasing  or  de- 
creasing, and  at  times  absent  altogether.  The 
hemorrhage  may  last  a few  days,  recurring  again 
frequently  or  not  for  months  or  it  may  be  con- 
tinuous from  its  first  onset.  Definite  diagnosis 
often  may  be  made  only  by  exploratory  opera- 
tion though  by  elimination  of  other  causes  of 
painless  hematuria  we  may  make  a tentative  di- 
agnosis of  reno  varix. 

In  benign  papilloma  of  the  kidney  pelvis  a 
painless  hematuria  may  take  place  suddenly  with- 
out warning,  independent  of  exercise  and  cease 
just  as  suddenly,  leaving  the  urine  perfectly  clear. 
This  condition  may  be  suspected  by  exclusion  of 
other  causes  of  hematuria  of  this  type  and  pyelo- 
gram,  but  cannot  be  positively  diagnosed  except 
by  operation. 

SPECIAL  METHODS  OP  EXAMINATION 

I wish  to  briefly  outline  the  special  methods  of 
examination  employed  to  supplement  the  history, 
subjective  symptoms,  and  urinary  findings  in  de- 
termining the  source  and  cause  of  hematuria. 

Palpation  of  the  prostate  gives  us  informa- 
tion as  to  whether  the  prostate  is  inflamed  or 
hypertrophied. 

Catheterization  of  the  bladder  is  of  consider- 
able value.  If,  after  introducing  a catheter  and 
thoroughly  irrigating  the  bladder,  the  urine  is 
clear,  the  bleeding  is  likely  coming  from  the 
urethra  or  prostate.  Profuse  bleeding  immedi- 
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ately  following  the  washing  indicates  the  blad- 
der as  the  sources  of  the  bleeding.  If  the  pro- 
portion of  the  blood  in  the  urine  is  not  changed 
by  the  washing  of  the  bladder,  then  the  source 
of  the  bleeding  is  likely  a kidney  lesion. 

The  urethroscope  is  an  aid  often  overlooked 
and  is  of  particular  value  in  determining  whether 
the  source  of  bleeding  is  in  the  urethra  from  a 
stricture,  granulation,  erosion  or  new  growth. 

Passing  of  a sound  or  stone  searcher  may  de- 
tect the  presence  of  a stone  in  the  bladder. 

Radiography : A flat  plate  of  the  kidney,  ureter 
and  bladder  should  be  taken  of  every  case  of 
hematuria  before  cystoscopic  examination.  This 
may  show  at  once  the  presence  of  a foreign  body 
or  calculus. 

Cystoscopic  examination  usually  tells  us  very 
readily  whether  the  source  of  bleeding  is  in  the 
bladder  or  kidney.  If  the  hematuria  is  profuse 
and  of  bladder  origin  it  is  often  difficult  to  make 
a satisfactory  cystoscopic  examination  unless  the 
patient  is  put  to  bed  for  several  days  and  given 
small  amounts  of  fluids,  hemostatic  and  sedative 
drugs.  In  such  cases  it  is  well  to  irrigate  with 
only  a small  amount  of  fluid  and  attempt  to  make 
an  examination  after  one  or  two  washings  as 
further  washings  may  start  the  bleeding  again. 
A .systematic  examination  of  the  bladder  will 
show  at  once  the  presence  of  foreign  bodies,  erod- 
ed tumors  or  bleeding  ulcerations.  It  is  often  not 
easy  to  determine  whether  bleeding  from  an  ul- 
cerated area  near  a ureter  opening  is  not  coming 
from  the  ureter.  Blood  may  settle  down  over  a 
ureter  opening  and  not  show  readily  except  at  the 
time  the  urine  spurts  from  the  ureter  and  mixes 
with  it.  Repeated  washings  in  such  cases  will 
clear  the  field  if  the  bleeding  is  entirely  from 
the  ureter  and  kidney.  The  observation  of  bloody 
urine  spurting  from  the  ureteral  orifice  is  often 
of  more  value  than  the  passage  of  ureteral  cathe- 
ters as  the  catheters  may  traumatise  the  mem- 
brane of  the  ureter  or  kidney  pelvis  sufficiently 
on  pyelograms  and  ureterograms  as  a supplement 
to  cause  bleeding. 


The  last  few  years  have  brought  out  the  work 
to  ureteral  catheterization.  By  the  introduction 
of  an  opacjiie  media,  preferably  sodium  iodide  of 
1^/^%  to  15%  strength,  in  sufficient  quantity  to 
dilate  the  kidney  pelvis,  we  are  able  to  outline 
the  shape  of  the  kidney  pelvis,  calyces  and  ureter. 
Deformities  of  the  kidney  pelvis  and  calyces  en- 
able us  to  diagnose  tbe  presence  of  kidney  tumors 
often  when  there  is  not  yet  enough  enlargement 
to  make  the  kidney  palpable.  The  interpretation  of 
pyelograms  so  as  to  distinguish  the  normal  from 
the  abnormal  is  only  gained  by  observation  of 
many  cases  since  there  is  a wide  variation  in  pyel- 
ograms of  normal  kidneys.  Blood  clots  in  the 
kidney  pelvis  may  be  a source  of  error  by  causing 
a filling  defect  similar  to  that  caused  by  a tumor 
of  the  kidney  pelvis. 

TO  SUMMARIZE 

About  one-third  of  the  cases  of  hematuria  are 
due  to  systemic  diseases.  The  other  two-thirds 
are  about  equally  divided  between  the  upper  and 
lower  genito-urinary  tract. 

The  most  common  cause  of  renal  hemorrhage 
is  acute  nephritis.  Stone  or  tuberculosis  comes 
next,  the  frequency  of  these  two  conditions  vary- 
ing greatly  according  to  the  age  of  the  patient. 
Between  the  ages  of  fifteen  and  twenty-five,  ren- 
al hemorrhage  is  more  often  due  to  tuberculosis 
than  stone.  From  twenty-five  to  forty-five  stone 
is  more  frequently  the  cause  of  renal  bleeding 
than  tuberculosis.  Neoplasm  is  next  in  order  as 
the  cause  of  renal  hemorrhage. 

The  most  severe  bleedings  are  met  within  cases 
of  bladder  tumor  or  kidney  injury. 

Hypertrophy  of  the  prostate  is  a common  cause 
of  hematuria. 

Hematuria  is  a symptom  calling  for  immediate 
investigation  to  determine  its  cause  before  ration- 
al method  of  treatment  can  be  adopted.  The  eti- 
ological factor  in  the  vast  majority  of  cases  is 
easily  recognized,  but  many  cases  will  require 
every  method  of  examination  at  our  disposal  to 
determine  the  cause. 


THE  DIAGNOSIS  OF  URINARY  OBSTRUCTIONS* 

C.  A.  OWENS.  M.  D.. 


Omaha. 

The  differential  diagnosis  of  urinary  obstruc- 
tive lesions  should  be  of  general  interest  because 
of  the  precision  with  which  such  lesions  may  be 
studied,  because  of  the  high  percentage  of  grati- 

•Bead  before  annual  meeting  Nebraska  State  Medical  Association, 
Omaba,  May  15.  1929. 


Nebr. 

fying  results  obtainable  through  proper  treatment, 
and  because  of  the  certain  increase  in  mortality 
that  surely  follows  their  neglect.  v 

OBSTRUCTIONS  OP  THE  UPPER  TRACT 
A comprehensive  discussion  should  include 
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reference  to  obstructions  affecting  both  sides  of 
the  supravesical  tract,  those  affecting  only  one 
side  of  the  supravesical  tract,  and  those  affecting 
the  lower  or  infravesical  tract. 

Bilateral  obstructive  lesions  above  the  bladder 
present  no  very  complex  problems  in  diagnosis. 
They  are  very  uncommon,  bilateral  congenital 
stenosis  of  the  ureter  and  congenital  cystic  kidney 
being  the  only  notable  examples.  The  congenital 
ureter  block  will  early  result  in  death,  but  patients 
with  cystic  kidneys  may  live  remarkably  long  and 
useful  lives.  The  symptoms  of  the  latter  condi- 
tion are  entirely  systemic,  and  in  most  cases  are 
indistinguishable  by  any  clinical  sign  or  labora- 
tory procedure  from  those  of  chronic  interstitial 
nephritis.  In  any  individual  not  exceedingly  cor- 
pulent, at  least  one  of  the  cystic  kidneys  will  be 
palpable,  and  the  diagnosis  may  usually  be  made 
on  the  evidence  gained  by  palpation  alone.  The 
phenolsnlphonephthalein  output  will  be  very 
greatly  reduced,  and  pyelography,  which  should 
be  attempted  on  only  one  side  at  one  sitting,  will 
show  a typically  flattened  ami  elongated  kidney 
pelvis.  Although  the  pathology  is  always  bilater- 
al, the  degree  of  enlargement,  and  of  functional 
impairment  is  seldom  the  same.  Again  there  is 
seldom  enough  excretory  ability  on  either  side  to 
allow  safe  removal  of  the  opposite  kidnev.  I 
have  included  this  brief  description  of  the  diag- 
nostic signs  of  the  congenital  cystic  kidney  be- 
cause with  their  tendency  to  cause  hematuria, 
tumor  mass  and  pain,  there  can  readily  arise  a 
tendency  to  regard  the  condition  as  surgical  to 
the  extent  of  advising  nephrectomy.  Incision  and 
multiple  puncture  of  cysts  may  become  necessary 
to  relieve  pain  and  hemorrhage,  but  the  general 
treatment  is  always  medical. 

Theoretically  an  obstruction  occurring  in  a re- 
maining kidney,  after  a previous  total  disability 
of  the  opposite  side,  would  constitute  a bilateral 
obstruction.  The  clinical  picture  of  anuria  in 
such  a case  would  have  a sudden  and  dramatic 
onset,  and  would  be  preceded  by  a significant 
colic  in  the  side  occupied  by  the  more  recently 
functioning  kidney. 

In  contrast  to  the  nephritic  picture  of  bilateral 
obstructions,  unilateral  obstructions  of  the  upper 
tract  present  no  symptoms  due  to  renal  functional 
disturbance  for  the  reason  that  actual  hypertrophy 
of  the  opposite  sound  kidney,  if  one  is  present, 
compensates  for  the  loss  of  renal  function  in  the 
obstructed  side.  The  comjdaint  will  be  either  of 
pain,  tumof  mass,  hematuria,  or  the  grou]i  of 
symptoms  incident  to  a secondary  cystitis. 

Pain  is  the  most  constant  sign  of  unilateral 


obstruction,  but  in  cases  in  which  the  obstructing 
influence  has  been  of  gradual  onset,  pain  may  be 
absent.  The  recurrent  colicky  pain  incident  to 
upper  urinary  calculus  needs  no  description.  Hy- 
dronephroses following  less  acute  obstructive 
processes  than  blockage  of  the  ureter  by  a calcu- 
lus may  give  rise  to  constant  dull  pain  of  achy 
type. 

Tumor  is  a valuable  sign  when  a mass  is  palp- 
able, but  palpation  may  be  highly  unsatisfactory 
in  a stout  individual.  A sparely  built  patient  may 
be  able  to  note  a periodic  variation  in  the  size  of 
a tumor  mass  in  the  side  of  the  abdomen,  and  it 
may  also  be  discovered  that  such  variation  in 
size  bears  a direct  relation  to  periods  of  increased 
urinary  output.  W'ith  such  signs,  one  could  hard- 
ly fail  to  suspect  an  hydronephrosis. 

Hematuria,  rarely,  may  occur  in  obstructions 
not  due  to  calculi.  When  calculi  are  present, 
hematuria  is  almost  invariably  a sign,  although  it 
may  be  necessary  to  examine  a centrifuged  speci- 
ment  to  know  that  blood  is  present. 

Signs  of  Cystitis,  such  as  frequency,  urgency, 
burning,  nycturia  and  feeling  of  weight  and  dis- 
tress in  the  suprapubic  region  constitute  a com- 
plaint which  is  too  often  neglected.  It  should 
always  be  remembered  that  urinary  obstruction, 
urinary  stasis,  and  urinary  infection  are  almost 
synonomous  terms.  An  infected  hydronephrosis 
will  not  clear  up  until  the  obstruction  causing  ur- 
inary stagnation  is  removed,  and  such  a source 
of  infection  may  keep  a bladder  inoculated  in 
spite  of  all  the  urinary  antiseptics  and  bladder  ir- 
rigations that  can  possibly  be  used.  A diagnosis 
of  “cystitis”  is  very  rarely  a complete  diagnosis. 
It  is  true  enough  that  many  urinary  infections 
clear  up  very  graciously  under  treatment  with 
some  favorite  urinary  antiseptic,  or  with  just 
plenty  of  plain  water,  but  when  one  fails  to  clear 
up  after  a reasonable  period  of  such  expectant 
treatment,  the  cause  for  the  cystitis  should  be 
sought,  or  finally,  a proper  diagnosis  should  be 
made. 

A short  paper  cannot  describe  in  detail  the 
finer  diagnostic  points  that  may  decide  whether 
an  ujiper  urinary  obstruction  is  due  to  calculus, 
infection  and  ureteral  stricture,  new  growth,  or 
pressure  from  a tumor  or  an  anomalous  blood 
vessel  lying  outside  the  urinary  channel.  These 
extremities  of  diagnosis  can  readily  be  arrived  at 
by  the  use  of  the  cystoscope,  the  opaque  ureteral 
catheter,  and  the  x-ray,  if  the  fact  is  remembered 
that  an  urinary  obstruction  may  exist  as  the  cause 
of  abdominal  pain.  An  infected  right  hydrone- 
phrosis with  its  tenderne.ss  and  ability  to  cause 
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various  digestive  disturbances  has  often  been  dis- 
covered long  after  a gallbladder  or  a chronic  ap- 
pendix has  been  removed  without  relief. 

OBSTRUCTIONS  OP  THE  LOWER  TRACT 
When  an  elderly  man  presents  himself  com- 
])laining  of  frequent  urination,  nycturia,  hesi- 
tancy, straining  and  dribbling,  the  impression  is 
gained  immediately  that  he  has  a benign  hyper- 
trophy of  the  prostate.  It  is  altogether  natural 
that  this  diagnosis  comes  first  to  mind  because 
it  is  true  that  prostatic  hypertrophy  is  one  of  the 
most  common  and  best  understood  forms  of  low- 
er urinary  obstruction  occurring  in  men  past  mid- 
dle age.  But  it  is  equally  true  that  there  are 
other  conditions  that  may  produce  symptoms  in- 
distinguishable from  those  that  follow  benign  hy- 
pertrophy, and  it  is  important  that  we  remind 
ourselves  of  these  other  causes  occasionally  if  we 
are  to  continue  to  lower  the  mortality  incident  to 
the  care  of  these  obstructions  and  to  secure  the 
most  gratifying  post-operative  results. 

BENIGN  PROSTATIC  HYPERTROPHY 
Since  benign  hypertrophy  is  one  of  the  most 
common  types  of  obstruction,  I shall  use  that 
condition  as  a point  of  departure  and  briefly  de- 
scribe its  diagnosis.  Given  a patient  of  declining 
years  and  the  suggestive  symptoms  above  men- 
tioned, we  may  begin  by  asking  him  to  void  if  he 
is  not  having  complete  urinary  retention.  Pass- 
age of  a soft  rubber  catheter  may  then  discover 
a residual  urine,  and  at  the  same  time  rule  out 
an  urethral  stricture — another  very  common  ob- 
structive lesion  by  no  means  limited  to  younger 
men.  After  determining  the  presence  of  residual 
urine,  it  remains  only  to  do  a rectal  examination, 
and  if  a smooth  elastic  unindurated  enlargement 
is  found,  the  diagnosis  of  obstruction  due  to  be- 
nign prostatic  hypertrophy  can  generally  be  made. 
Should  one  fail  to  palpate  a typical  enlargement, 
the  problem  is  not  so  quickly  solved,  and  in  this 
connection  it  is  important  to  remember  that  an 
obstructive  hypertrophy  may  exist  as  an  enlarge- 
ment within  the  bladder  where  it  can  be  recog- 
nized only  by  the  use  of  the  cystoscope.  It  should 
be  a rule,  whenever  possible,  to  examine  cysto- 
scopically,  before  operation,  every  case  diagnosed 
as  prostatic  hypertrophy.  This  would  serve  the 
purpose  of  knowing  whether  or  not  there  are 
present  any  of  such  complicating  features  as  di- 
verticula, bladder  tumors,  or  bladder  calculi. 
Symptoms  of  obstruction  may  persist,  and  cer- 
tainly those  of  infection  will  remain  even  after 
prostatectomy  has  been  done  if  a large  diverticu- 
lum has  not  been  discovered  and  removed.  Like- 
wise surgery  will  fail  to  please  if  an  inoperable 


I)ladder  tumor  is  discov'ered  soon  after  a prosta- 
tectomy. Vesical  calculi  are  not  to  I)e  regarded 
as  a cause  of  urinary  obstruction,  I)ut  they  must 
be  mentioned  here  as  an  important  and  very  com- 
monly seen  complication,  and  cystoscopy  is  the 
most  dependable  means  for  determining  their 
presence.  The  metal  sound  is  useful  if  contact  is 
made  with  a sizable  calculus,  and  the  surgeon  no- 
tices tlie  crepitation.  X-ray  occasionally  fails,  be- 
cause some  types  of  calculi  do  not  cast  sufficient- 
ly dense  shadows  to  make  possible  their  differen- 
tiation from  fecal  masses  in  the  lower  bowel. 

In  the  process  of  examination  thus  carried  for- 
ward one  may  have  arrived  with  certainty  at  a 
diagnosis  of  benign  hypertrophy,  and  some  im- 
portant complications  may  have  been  discovered. 
The  degree  of  certainty  of  this  diagnosis  will  de- 
pend on  how  well  one  has  kept  in  mind  and  ruled 
out  three  other  conditions  that  are  commonlv 
causes  of  error  in  like  cases.  These  conditions 
are  carcinoma  of  the  prostate,  lesions  of  the  cen- 
tral nervous  system  affecting  the  bladder,  and 
fibrous  contracture  of  the  vesical  orifice. 

CARCINOMA  OP  THE  PROSTATE 

Carcinoma  is  of  foremost  importance  among 
these  because  of  tjie  remarkable  frequency  of  its 
occurrence,  the  larger  urological  clinics  reporting 
that  an  average  of  one  in  every  five  prostatic  ob- 
structions is  cancerous.  The  diagnosis  must  be 
based  chiefly  on  rectal  palpation.  Often  there 
will  be  no  difficulty  in  noting  the  stony  hardness 
of  the  prostatic  capsule,  for  the  pathology  begins 
in  that  portion  of  the  gland  capsule  lying  nearest 
the  rectum  and  immediately  under  the  examining 
finger.  In  the  presence  of  chronic  inflammatory 
changes,  or  if  the  primary  lesion  is  very  small, 
the  diagnosis  may  be  no  more  definite  than  an 
expression  of  opinion,  the  value  of  such  opinion 
depending,  of  course,  on  the  experience  of  the 
examiner.  Benign  elements  of  growth  may  be 
present  simultaneously,  and  to  such  a degree  as 
to  make  surgical  treatment  imperative  in  spite  of 
the  possibility  of  malignant  changes  and  the  con- 
sequent poor  post-operative  result  that  must  be 
expected.  Hematuria  is  not  a differential  point  in 
the  recognition  of  prostatic  carcinoma,  because 
gross  bleeding  from  the  bladder  neck  is  some- 
times the  initial  symptom  in  the  benign  cases,  and 
often  it  constitutes  the  emergency  which  forces  a 
procrastinator  to  ask  for  surgical  attention. 

Although  treatment  is  not  a question  for  dis- 
cussion, we  must  mention  it  in  connection  with 
prostatic  carcinoma  because  a proper  apprecia- 
tion of  the  futility  of  treatment  should  act  as  a 
constant  stimulus  to  make  the  diagnosis  as  early 
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and  as  often  as  possible.  There  is  a ray  of  hope 
in  the  knowlcge  that  sufficiently  early  diagnosis 
may  allow  a cure  through  the  radical  perineal  op- 
eration of  Dr.  Young,  in  which  the  entire  pro- 
static capsule,  bladder  neck,  and  a portion  of  the 
trigone  is  removed.  Needless  to  say,  a suffi- 
ciently early  diagnosis  is  generally  arrived  at  only 
by  chance.  Precious  months  may  slip  by  before 
the  i)atient  presents  himself,  because  for  a con- 
siderable time  there  is  no  complaint.  \\  hen  he 
does  come  in,  a rectal  examination  may  be  care- 
lessly postponed,  or  else  the  hard  little  nodule  may 
be  overlooked.  Carcinoma  should  be  thought  of 
in  every  man  past  middle  age  who  complains  of 
urinary  difficulty,  and  a rectal  examination 
should  be  made  with  the  utmost  care  with  that 
pathology  in  mind.  Should  cystoscopy  reveal  a 
co-existing  benign  enlargement,  it  may  be  ad- 
visable to  enucleate  only  the  obstructing  portion, 
and  so  relieve  the  acute  symptoms,  because  car- 
cinoma of  the  prostate  is  relatively  benign,  and 
the  patient  may  be  enabled  by  such  a procedure 
to  enjoy  several  years  of  comparative  usefulness 
without  being  aware  of  the  exact  nature  of  his 
trouble. 

LESIONS  OP  THE  CENTRAL  NERVOUS  SYSTEM 

Tabes  is  not  the  only  neurological  cause  for 
difficulty  in  emptying  the  bladder.  Myelitis  and 
scleroses  not  luetic  in  type  may  produce  changes 
in  the  cord  at  any  age.  A Targe  residual  urine, 
causing  little  pain  or  discomfort,  rather  decreased 
than  increased  frequency,  no  pain,  but  a conscious 
increase  in  the  effort  required  for  voiding,  and 
perhaps  dribbling  at  night  should  make  one  think 
of  a neurogenic  disorder.  Usually  a neurological 
examination  will  reveal  typical  findings.  In 
tabes  it  is  the  rule  at  cystoscopy  to  find  the  in- 
ternal vesical  sphincter  relaxed,  so  that  with  the 
instrument  ordinarily  used  for  examining  the 
bladder,  enough  illumination  comes  through  the 
open  internal  sphincter  to  permit  a view  of  the 
prostatic  urethra  and  the  verumontanum.  In 
stressing  the  importance  of  accurate  diagnosis, 
it  may  be  added  that  attempted  prostatectomy  in 
these  cases  can  do  little  more  than  increase  an 
already  existing  defficiency  in  urinary  control. 

FIBROUS  CONTRACTURES  OF  THE  VESICAL 
ORIFICE 

Narrowing  of  the  vesical  orifice  and  interfer- 
ence with  the  physiological  activity  of  the  internal 
sphincter  by  the  presence  of  dense  fibrous  tissue 
at  this  point  is  not  an  uncommon  condition,  and 
the  symptoms  resemble  those  following  benign 
hypertrophy  in  almost  every  detail.  Median  pro- 
static bar  may  be  included  under  this  classifica- 


tion. Obstructions  of  tbe  bar  type  are  commonly 
seen  in  men  of  prostatic  age  and  are  recognizable 
through  the  cystoscope  as  a fullness  or  convexity 
in  the  floor  of  the  orifice  and  trigone,  causing 
depression  of  the  ocular  end  and  elevation  of  the 
beak  of  the  instrument  so  that  a view  of  the  tri- 
gone and  ureteral  orifices  is  prevented,  or  else 
is  obtained  with  more  or  less  difficulty. 

Fibrous  contracture  may  occur  at  any  age,  and 
its  diagnosis  is  arrived  at  by  a process  of  ex- 
clusion. Rectal  examination  reveals  no  enlarge- 
ment, and  the  cystoscope  reveals  no  sign  of  in- 
travesical lobes.  There  may  be  visible  a promi- 
nent inter-ureteric  ridge  or  a foreshortened  tri- 
gone with  a depression  or  pocket  of  considerable 
depth  lying  behind  it.  Usually  there  is  palpable 
an  undue  thickness  and  firmness  of  tissue  lying 
between  the  finger  in  the  rectum  and  the  shaft  of 
the  cystoscope  in  the  bladder  neck. 

We  have  mentioned  the  most  common  sources 
of  error  in  the  diagnosis  of  the  cause  of  lower 
urinary  obstruction.  They  are,  to  repeat,  car- 
cinoma of  the  prostate,  lesions  of  the  central 
nervous  system,  and  fibrous  contractures  or 
median  bars.  There  are  others  less  important, 
either  because  less  frequently  encountered,  or  be- 
cause they  are  more  easily  recognized.  Brief 
mention  would  include  strictures  of  the  urethra, 
easily  found  by  exploring  the  channel  with 
sounds ; new  growths  of  the  bladder,  obstructing 
its  orifice  and  readily  seen  at  cystoscopy ; and 
prostatic  cysts  likewise  typical  when  exposed  to 
direct  vision.  Congenital  valves  of  the  prostatic 
urethra  usually  give  trouble  before  prostatic  age, 
and  are  so  rare  as  to  merit  no  discussion  here. 
Paraurethral  and  prostatic  abscesses  compress- 
ing the  lumen  of  the  canal  must  be  remembered 
as  causes  for  obstruction  and  retention,  but  their 
recognition  is  not  generally  difficult.  A bladder 
diverticulum  will  seldom  be  overlooked  at  cysto- 
scopy, and  may  readily  be  demonstrated  by  a 
cystogram.  Extravesical  tumor,  notably  car- 
cinoma of  the  rectum,  will  occasionally  be  found 
where  a patient  complains  only  of  symptoms  of 
obstruction  to  urination. 

A vesical  calculus  may  occur  as  a ball  valve 
ill  the  posterior  urethra  to  prevent  continuous 
and  comfortable  urinary  flow.  They  may  occur 
in  men  of  any  age,  and  should  be  regarded  as  the 
result  rather  than  the  cause  of  the  urinary  ob- 
struction. Removal  of  such  calculi  seldom  marks 
the  end  of  the  patient’s  urinary  complaint  unless 
other  obstructive  and  infective  influences  are 
remedied.  Residual  urine,  bladder  hypertrophy, 
chronic  infection,  calculus  formation,  dilatation 
of  the  ureters,  hydronephrosis,  and  loss  of  kid- 
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ney  function  all  are  the  result  of  lower  urinary 
obstruction.  The  last  mentioned  and  most  vital 
factor,  kidney  function,  begins  to  fail  as  soon  as 
the  urinary  stasis  is  definitely  established,  and  is 
the  reason  why  we  should  urge  early  as  well  as 
accurate  diagnosis.  Unlike  the  unilateral  upper 
tract  obstruction,  there  can  be  established  in  these 
cases,  no  compensatory  renal  function.  If  diag- 
nosis is  early,  periods  of  preparation  for  operation 
may  be  shortened,  and  more  cases  can  be  judged 
operable.  If  it  is  accurate,  the  proper  treatment 
may  be  selected,  a correct  prognosis  may  be  giv- 
en, and  more  gratifying  results  may  be  expected 
when  all  that  is  possible  in  the  way  of  treatment 
has  been  properly  done. 

SUMMARY 

1.  There  are  three  outstanding  conditions  eas- 
ily mistaken  for  benign  prostatic  hypertrophy; 
namely,  carcinoma,  lesions  of  the  central  nervous 
system,  and  fibrous  contractures  of  the  vesical 
orifice. 


2.  Carcinoma  of  the  prostate  is  so  common 
and  so  liable  to  be  overlooked  that  it  should  be 
kept  constantly  in  mind  as  a differential  possibil- 
ity. 

3.  In  cases  of  definite  benign  prostatic  hyper- 
trophy, unsatisfactory  post-operative  results  may 
often  be  avoided  by  using  cystoscopy  to  determine 
the  presence  or  absence  of  complicating  features. 

4.  It  is  especially  desirable  in  all  lower  urinary 
obstructions  to  diagnosis  early  as  well  as  ac- 
curately so  that  treatment  may  be  instituted  be- 
fore renal  function  becomes  inadequate. 

5.  The  more  common  obstructions  of  the  up- 
per urinary  tract  are  unilateral,  and  compensa- 
tory kidney  function  protects  the  patient  from 
serious  systemic  damage,  whereas  obstructions  of 
the  lower  tract  allow  neither  kidney  to  escape, 
and  systemic  damage  begins  from  the  start  of  the 
obstruction. 


TUBERCULOSIS  OF  THE  KIDNEY* 

A.  D.  MUNGER,  M.  D.,  P.  A.  C.  S., 
Lincoln,  Nebr. 


I desire  to  discuss  certain  clinical  and  prog- 
nostic aspects  of  this  disease  from  a review  of 
thirty  cases  which  have  come  under  my  care. 
Renal  tuberculosis  has  been  defined  by  O’Neill 
as  those  destructive  lesions  Occurring  in  the  kid- 
ney due  to  the  introduction,  retention  and  colon- 
ization of  the  tubercle  bacillus  of  Koch. 

It  is  probably  not  generally  understood  that  30 
per  cent  of  all  surgical  lesions  of  the  kidney  are 
due  to  renal  tuberculosis. 

Unfortunately,  it  is  a disease  of  early  adult 
life  usually  occurring  between  the  ages  of  twenty 
and  forty.  In  the  series  here  quoted  the  inci- 
dence ranged  from  twenty  to  forty  years,  with 
the  exception  of  one  case — a woman  sixty-five 
years  of  age.  Let  me  quote  this  case  here. 

This  patient,  a woman  sixty-five  years  of  age,  was 
admitted  to  my  service  at  the  Lincoln  General  Hos- 
pital with  a palpable  tumor  in  her  left  flank,  a 
readily  diagnosable  tuberculosis  of  the  left  kidney 
involving  the  ureter  and  bladder.  Twenty  years  pre- 
viously she  had  a syndrome,  undoubtedly  tuberculosis, 
of  the  left  kidney.  It  reached  its  height  at  the  end 
of  three  years  and,  contrary  to  the  usual  course,  the 
symptoms  subsided  and  remained  quiescent  twenty 
years.  Her  syndrome  then  reappeared  and  she  came 
to  the  hospital  with  this  condition.  Because  of  a lack 
of  integrity  on  the  part  of  the  second  kidney  she  was 
not  operated,  and  died  one  year  later  from  generalized 
tuberculosis. 


*Read  before  annual  meeting  Nebraska  State  Medical . Association. 
Omaha.  May  14-16,  1929. 


This  case  is  of  interest  from  the  standpoint  of 
what  renal  tuberculosis  will  occasionally  do.  As 
previously  stated,  renal  tuberculosis  is  a disease 
of  early  adult  life,  hence,  it  places  this  condition 
in  the  realm  of  high  economic  importance  because 
of  the  fact  that  it  strikes  the  individual  at  that 
period  of  life  when  his  career  is  of  greatest 
economic  value  to  him.  It  is  a disease  of  long 
duration,  thus  incapacitating  the  patient  for  a 
great  length  of  time  and  either  ending  in  com- 
plete physical  destruction  or  is  alleviated  if  prop- 
erly heralded. 

This  brings  to  mind  the  question  of  diagnosing 
these  conditions  early.  I do  not  believe  there  is 
a routine  way  of  making  an  early  diagnosis  in 
these  conditions,  but  there  is  a certain  syndrome 
which  should  make  us  feel  suspicious,  we  are 
dealing  with  early  renal  tuberculosis.  What  is 
it?  When  you  find  an  individual  in  early  adult 
life  complaining  of  a progressive  polyuria,  per- 
sistent, with  some  dysuria,  and  a little  pus  or 
albumin  in  the  urine,  it  should  arouse  the  sus- 
picion of  the  doctor  that  he  might  be  dealing  with 
a renal  tuberculosis  in  its  early  phase,  and  every 
effort  should  be  put  forth  to  diagnose  that  situa- 
tion. It  is  not  easy,  and  calls  for  the  utmost  in- 
genuity on  the  part  of  urologists,  and  at  that 
they  are  rarely  successful. 

Persistent  search  of  such  a urine  for  tubercle 
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bacilli  should  not  be  neglected.  Guinea  pig  in- 
oculation should  be  indulged  in  and  a differential 
function  repeatedl}'^  observed  for  progressive  de- 
ficiency in  the  suspected  kidney.  Not  infrequent- 
ly this  in  itself  will  lead  us  to  feel  there  are  pro- 
gressive, destructive  lesions  going  on. 

Recognizing  the  fact  that  tuberculosis  of  the 
kidney  achieves  its  infection  by  way  of  the  blood 
stream  from  some  remote  focus,  it  raises  the 
question : Is  renal  tuberculosis  in  its  primary 
phase  a bilateral  or  unilateral  involvement?  If 
bilateral,  there  is  little  that  can  be  done  for  the 
individual,  even  though  a diagnosis  of  renal  tu- 
berculosis is  made.  Alany  good  men  feel  it  is 
primarily  bilateral.  They  are  met  with  the  con- 
tention of  many  who  feel  it  is  not  primarly  bi- 
lateral, but  a unilateral  condition.  Let  either  con- 
tention be  true.  We  know  a certain  number  of 
cases  will  present  recoverable  bacilli  from  both 
kidneys.  I do  not  mean  by  that  that  both  are 
necessarily  involved.  Braasch  quotes  18  per  cent, 
and  Wildbolz  of  Switzerland  quotes  12  per  cent. 

I will  quote  a case  which  I think  establishes 
the  contention  that  renal  tuberculosis  is  not  nec- 
essarily a primary  bilateral  lesion.  In  1922  I saw 
a lady  thirty-five  years  of  age  with  an  active 
pulmonary  tuberculosis  and  a readily  diagnosable 
caseocavernous  tuberculosis  of  the  left  kidney. 
There  were  recoverable  bacilli  from  her  right 
kidney,  although  its  function  was  not  impaired. 
I removed  the  left  kidney,  and,  under  treatment 
for  a period  of  time,  her  pulmonary  tuberculosis 
became  quiescent  and  she  lost  her  tubercle  bacilli 
from  her  right  kidney.  She  went  to  California. 
A few  years  later  I saw  her  with  a recrudescence 
of  pulmonary  tuberculosis  with  again  recover- 
able tubercle  bacilli  from  her  right  kidney. 
I gave  her  an  unfavorable  prognosis.  Two 
years  later  she  returned  the  picture  of  health  with 
a perfectly  normal  right  kidne}'.  It  is  my  opinion 
in  this  case  that  there  was  a filtration  of  tubercle 
bacilli  through  the  renal  secretory  apparatus 
which  rose  and  fell  coincident  with  her  pulmon- 
ary tuberculosis. 

Let  me  present  my  review  of  these  thirty  cases 
in  brief.  I have  chosen  to  divide  them  into  two 
groups.  Group  One  contains  five  cases,  and 
Group  Two  contains  twenty-five  cases.  The  cases 
in  Group  One  represent  those  cases  in  which  ba- 
cilli were  recovered  from  both  kidneys — two  fe- 
males and  three  males.  In  Group  Two  I was 
able  to  demonstrate  tubercle  bacilli  from  only 
one  kidney.  In  Group  One,  one  was  not  operat- 
ed. Since  this  report  was  first  given  (December, 
1928),  this  patient  died  (April,  1929)  of  gener- 


alized tuberculosis.  She  had  a bilateral  renal  tu- 
berculosis. She  had  an  active  pulmonary  tuber- 
culosis and  tuberculosis  mastoiditis.  It  was  felt 
the  risk  of  operation  was  out  of  proportion  to 
the  good  which  could  be  done.  Four  of  Group 
One  were  subjected  to  nephrectomy.  One  died 
eight  weeks  post-operative  from  generalized 
tuberculosis.  This  case  should  not  have  been  op- 
erated. Three  cases  of  this  group  with  bacilli 
in  both  kidneys  are  living  at  the  end  of  seven, 
five  and  three  years.  It  substantiates  my  conten- 
tion that  because  tubercle  bacilli  are  recovered 
from  both  kidneys,  it  does  not  necessarily  mean 
all  cases  of  that  class  are  inoperable.  Suffice  to 
say  the  above  cases  were  operable.  All  five  cases 
had  a coincident  active  pulmonary  tuberculosis. 

The  case  which  died  had  an  involvement  of  the 
other  kidney  and  a general  involvement.  The  age 
incidence  ranged  from  twenty-seven  to  forty 
years.  The  mortality  of  the  operated  cases  is 
25  per  cent.  The  mortality  of  the  unoperated 
cases  is  now  100  per  cent. 

In  Group  Two,  twenty-five  cases  with  unilater- 
al involvement,  the  age  incidence  is  twenty  to 
forty  with  the  exception  above  quoted.  Seven 
were  not  operated.  Eighteen  were  subjected  to 
nephrectomy.  Of  the  seven  not  operated,  four 
were  not  operated  because  of  the  patients’  choice ; 
two  because  it  was  deemed  the  risk  was  out  of 
all  proportion  to  the  good  which  could  be  achiev- 
ed because  of  other  complications  not  of  a tuber- 
culous nature.  One  was  not  operated  because  of 
sudden  death  upon  the  cystoscopic  table. 

Of  the  seven  unoperated  cases,  excluding  the 
accidental  death,  two  are  dead.  Two  are  pro- 
gressively worse  without  treatment,  and  the  status 
of  two  is  unknown.  The  mortality  in  the  unop- 
erated cases,  excluding  the  case  which  died  on 
the  cystoscopic  table,  is  33  1-3  per  cent.  There 
were  eighteen  cases  subjected  to  nephrectomy 
with  no  immediate  post-operative  mortality.  One 
patient  died  one  year  post-operative  of  pulmonary 
tuberculosis,  a late  mortality  then  of  5.5  per 
cent.  The  post-operative  incidence  ranges  from 
seven  years  to  two  months.  Twelve  are  well  of 
all  symptoms.  Si.x  have  bladder  distress,  but 
have  been  operated  less  than  two  years.  Of  the 
total  twenty-two  operated  cases  of  the  thirty  in 
both  groups,  there  have  occurred  two  deaths — a 
mortality  of  9.9  per  cent.  In  the  unoperated, 
there  is  a mortality  of  not  less  than  33  1-3%  at 
the  present  time. 

I shall  not  give  the  pathological  findings  in 
these  cases  because  of  limited  time.  These  find- 
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ing.s  are  of  decided  interest  from  a prognos- 
tic standpoint.  Let  me  say  in  conclusion 
that  operative  mortality  in  properly  selected  cases 
of  tuberculosis  of  the  kidney  is  a negligible  fac- 
tor. The  late  mortality — five  years  or  less  after 


operation — has  been  9.9  per  cent.  Eighty  five  to 
ninety  per  cent  of  all  patients  subjected  to  ne- 
phrectomy for  tuberculosis  of  the  kidneys  should 
recover,  and  you  should  expect  a complete  cure 
in  70  per  cent  of  all  cases. 


TUMORS  OF  THE  BLADDER* 

A.  P.  SYNHORST,  M.  D., 

Grand  Island,  Nebr. 


An  accurate  knowledge  of  primary  tumors  of 
the  bladder  has  only  become  possible  since  the 
invention  and  development  of  the  cystoscope. 
About  one-fourth  of  one  per  cent  of  all  tumors 
of  the  body  occur  in  the  urinary  bladder,  and 
about  four  per  cent  of  all  urinary  cases  present 
themselves  with  bladder  tumors.  Males  are  af- 
fected three  to  five  times  as  often  as  females,  and 
the  disease  is  most  prevalent  during  middle  life. 
The  most  practical  and  accepted  classification  is 
that  made  by  Kuster  and  modified  by  Davis.  It 
is  as  follows : 

I.  Epithelial  Group — Papilloma 

Carcinoma 
Adenoma 
Cysts  (dermoid) 

II.  Connective  Tissue  Group — Sarcoma 

Myxoma 

Fibroma 

Angioma 

III.  Muscular  Group — Myoma 

The  papilloma  occurs  most  frequently  of  all 
tumors  of  the  bladder.  This  tumor  involves  only 
the  mucosa  and  submucosa.  It  has  a branching 
connective  tissue  center,  surrounded  by  a fine 
network  of  vessels,  and  is  covered  by  epithelium. 
It  bears  a marked  resemblance  to  the  vegetable 
cauliflower,  having  a distinct  small  pedicle.  This 
tumor  was  originally  classified  in  the  benign 
group,  but  due  to  its  tendency  to  repeated  recur- 
rence, it  is  now  recognized  as  a more  formidable 
tumor  and  is  classified  as  a tumor  with  a low 
grade  malignancy.  The  papillomas  and  carcin- 
omas comprise  approximately  ninety  to  ninety- 
five  per  cent  of  all  malignant  lesions  of  the  blad- 
der. Carcinomas  of  low  grade  are  sometimes 
scarcely  distinguishable  from  papillomas,  but 
careful  examination  will  disclose  its  tendency  to 
greater  infiltration  of  the  bladder  wall.  Scirrhous 
carcinoma  is  uncommon  and  adenomas  are  like- 
wise quite  rare.  Adenomas  are  characterized  by 
branching  tubules  with  a single  layer  of  cylindri- 
cal epithelium  and  they  are  usually  flat  or  nodu- 
lar in  form. 

Sarcomas  and  myxomas  occur  occasionally, 

*Rcad  before  annual  meeting  Nebraska  State  Medical  Association, 
Omaha,  May  15,  1929. 


and  when  found  are  usually  in  children.  Sar- 
comas grow  with  great  rapidity,  occasionally  at- 
taining a large  size  within  a few  weeks’  time. 
Fibromas,  angiomas,  and  myomas,  are  not  com- 
mon and  are  considered  benign  tumors.  How- 
ever, the  irony  of  the  term  appears  in  the  re- 
mark of  Morton,  who  says:  “Benign  tumors,  if 
left  alone  may  cause  death,  either  from  repeated 
hemorrhages  or  from  pyelonephritis  following 
cystitis.  They  can  be  readily  removed  by  opera- 
tion but  are  apt  to  grow  again”. 

Very  little  is  known  about  the  etiology  of 
bladder  tumors.  Areas  of  mucosal  degeneration, 
showing  granulating  surfaces,  may  be  observed 
over  long'  periods  of  time,  but  to  my  knowledge, 
no  one  has  ever  seen  a malignancy  arise  from 
them.  In  the  presence  of  repeated  irritation,  as 
from  calculi,  tumors  are  seldom  seen  to  arise. 
Furthermore,  it  is  well  known  that  tumors  and 
stones  are  seldom  associated,  except  for  the  small 
incrustations  which  may  occur  from  the  deposits 
of  salts  on  the  bladder  wall. 

The  earliest,  most  enduring  and  most  charac- 
teristic symptom  of  bladder  tumors,  is  hema- 
turia. This  symptom  is  erratic  in  its  appear- 
ance, and  this  uncertainty  and  apparent  lack  of 
reason  may  be  taken  as  an  earmark  of  tumor. 
Acting  as  a foreign  body,  a vesical  tumor  supra- 
induces  irritation  and  vascular  changes  that  re- 
sult in  infection  and  cystitis,  which  add  its  quota 
to  the  symptomatology.  Malignant  tumors  in  the 
latter  stages,  also  place  the  stamp  of  their  toxic 
influence  on  the  patient,  resulting  in  debility  and 
cachexia.  If  these  cases  are  not  treated,  the  pa- 
tient’s declining  days  may  be  spent  in  distress  of 
the  most  severe  character.  These  symptoms  are 
the  result  of  ulceration  at  the  site  of  the  tumor, 
causing  a severe  cystitis  and  secondary  pyelone- 
phritis, together  with  more  or  less  infection  of 
the  lower  urinary  passages. 

While  the  history  and  clinical  manifestations 
may  give  sufficient  evidence  for  a presumptive 
diagnosis  of  tumor,  this  can  only  be  confirmed 
by  the  cystoscope.  In  addition  to  confirming  the 
actual  presence  of  a tumor,  the  investigator  must 
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be  prepared  to  determine  as  accurately  as.  pos- 
sible, the  location,  appearance  and  number  of 
tumors  present.  A specimen  of  the  tumor  tissue 
should  also  be  obtained  to  determine  the  degree 
or  grade  of  malignancy  with  which  we  are  deal- 
ing. 

Prater,  in  studying  epithelial  neoplasms  of  the 
urinary  bladder,  has  proven  that  there  is  no 
variation  in  the  grade  of  malignancy  in  different 
parts  of  the  same  tumor,  and  that  one  is  absolute- 
ly safe  in  grading  the  malignancy  of  a tumor 
from  a specimen,  which  is  removed  through  a 
cystoscope.  This  is  important,  because  our  treat- 
ment will  vary  greatly  in  attacking  the  different 
grades  of  tumors. 

Epitheliomas  of  the  bladder  grossly  and  clin- 
ically manifest  various  degrees  of  malignancy. 
Broders  has  presented  data  on  the  microscopic 
differentiation  of  these  various  grades  of  malig- 
nancy, which  provides  a guide  to  the  therapeutic 
measure  and  also  serves  as  a means  of  relative 
prognosis.  On  the  basis  largely  of  cellular  dif- 
ferentiation, he  classes  epitheliomas  in  four 
grades,  grade  I being  the  least  malignant,  and 
grade  I\’  being  the  most  malignant.  Hunt  has 
reported  a series  of  480  graded  epitheliomas,  the 
incidence  was  as  follows : 


Grade  I 10% 

Grade  II  32% 

Grade  III  35% 

Grade  IV  23% 


In  this  series,  58%  of  the  tumors  were  of  a 
high  degree  of  malignancy. 

The  site  of  the  tumor  also  appears  to  have 
some  bearing  on  the  degree  of  malignancy.  There 
is  a tendency  for  the  development  of  highly  ma- 
lignant epitheliomas  in  the  base  of  the  bladder, 
those  of  lower  grade  being  in  the  lateral  walls  and 
the  dome.  In  the  series  quoted,  of  the  one  hun- 
dred and  fifty  epitheliomas  of  the  base,  64.6  per 
cent  were  of  high  degree  malignancy,  as  opposed 
to  53.6  per  cent  of  the  214  epitheliomas  of  the 
lateral  walls  and  dome.  Thus,  much  better  results 
may  justifiably  be  expected  in  the  treatment  of 
tumors  of  the  lateral  wall  and  dome,  than  if  situ- 
ated elsewhere.  The  lesions  which  are  graded 
I and  II  are  most  often  confined  to  the  mucous 
membrane,  while  those  graded  III  and  IV  infil- 
trate the  wall  of  the  bladder,  often  with  extra 
vesical  extension. 

At  present  little  uniformity  exists  in  the  treat- 
ment of  malignant  lesions  of  the  bladder.  Cer- 
tainly the  time  of  instituting  treatment  has  a 
significant  bearing  on  operability,  and  on  the 
results  of  treatment.  Excepting  those  lesions 
amenable  to  trans-uretheral  electrocoagulation,  a 


most  conservative  estimate,  places  the  inopera- 
bility of  the  major  malignant  lesions  at  not  less 
than  25  per  cent.  Hunt,  in  reviewing  fifty-one 
cases  in  which  the  disease  had  advanced  so  far 
that  it  was  not  thought  advisable  to  attempt  any 
form  of  treatment,  found  that  the  average  dura- 
tion of  symptoms  was  almost  two  years.  Thus 
it  seems  that  improvement  in  our  method  of  treat- 
ment is  dependent,  not  so  much  on  the  institu- 
tion of  more  radical  measures  than  have  been 
employed  in  the  past,  as  on  earlier  recognition, 
and  opportunity  for  the  application  of  recognized 
therapeutic  procedures. 

Regional  anesthesia  is  usually  most  satisfac- 
tory for  all  types  of  operations  on  the  urinary 
bladder.  This  consists  of  doing  a complete  sa- 
cral block,  using  one  per  cent  novocaine,  follow- 
ing this  with  an  abdominal  block,  using  one-half 
per  cent  novocaine.  Should  this  injection  not  be 
sufficient,  the  patient  can  be  carried  under  a 
very  light  gas  anesthesia.  Occasionally,  novo- 
caine will  cause  a marked  decrease  in  the  blood 
pressure  and  a slowing  of  the  heart  rate.  This 
effect  is  most  easily  counteracted  by  the  admini- 
stration of  epinephrin  or  ephedrin.  At  present, 
papillomas  of  the  bladder  are  most  satisfactorily 
treated  by  trans-urethral  fulguration.  In  many 
cases,  multiple  papillomas  may  be  found  scattered 
throughout  the  entire  bladder.  By  systematically 
destroying  all  the  individual  papillomas  by  ful- 
guration, one  accomplishes  all  that  could  be  ex- 
pected from  operation.  Complications,  which  so 
often  arise  as  a result  of  operative  procedure  are 
also  avoided.  Practically  all  fulgurations  can  be 
done  under  sacral  anesthesia.  However,  if  many 
tumors  are  present,  repeated  fulgurations  may  be 
necessary.  The  danger  of  hemorrhage  is  very 
small.  Should  bleeding  occur,  it  can  always  be 
checked  by  further  fulguration.  After  the  de- 
struction of  all  papillomata,  daily  bladder  irriga- 
tions are  used  to  keep  cystitis  at  a minimum.  A 
follow-up  record  should  be  kept  on  these  patients. 
They  should  return  every  three  months  during  the 
first  year  of  observation,  and  every  six  months 
for  the  next  three  years  thereafter.  This  is  im- 
perative as  papillomas  are  especially  liable  to  re- 
cur. Also,  small  papillomatous  growths  may  have 
been  overlooked  during  the  previous  procedure. 

Small  angiomata  and  single  or  multiple  small 
low  grade  lesions,  are  amenable  to  trans-urethral 
electro-coagulation.  In  all  other  types  of  tum- 
ors, whether  benign  or  malignant,  the  operative 
treatment  is  the  treatment  of  choice.  In  consid- 
ering all  benign  tumors  of  the  bladder,  myomas 
are  probably  the  most  common.  Watson,  in  re- 
viewing 653  cases  of  bladder  tumors,  reports  20 
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myomas.  In  sixteen  of  these  cases,  the  tumors 
were  removed  by  supra-pubic  operations,  thirteen 
of  the  patients  surviving.  Five  of  these  thirteen 
cases  were  reported  as  having  recurrences.  Thus, 
we  must  realize,  that  to  successfully  remove  a 
benign  tumor,  we  must  resort  to  fairly  radical 
resection. 

Malignant  tumors  of  the  bladder  should  be 
classified  according  to  their  situation,  into  two 
groups : First,  those  confined  to  the  lateral  wall, 
posterior  wall,  and  dome ; second,  those  of  the 
base,  which  involve  one  or  both  ureters  or  the 
internal  urethral  orifice.  Many  methods  of  treat- 
ment have  been  devised  especially  for  malig- 
nancies in  the  base  of  the  bladder.  Barringer, 
Keyes,  Bumpus  and  many  others  have  recently 
reported  their  experiences  with  various  physical 
agents  in  the  treatment  of  these  tumors.  Bumpus, 
in  a review  of  212  cases,  in  which  radium  alone, 
or  radium  in  conjunction  with  some  other  form 
of  treatment  was  employed,  gives  the  following 
conclusions : “First,  radium  treatment  followed 
by  operation,  produces  poor  results.  Second — 
radium  treatment  alone  is  not  successful  in  cases 
in  which  other  methods  of  treatment  cannot  be 
used.  Third — radium  is  most  useful  in  associa- 
tion with  fulguration  or  operation.”  From  our 
present  knowledge  of  the  results  of  the  various 
methods  of  treatment,  one  must  conclude  that 
an  operable  malignant  lesion  of  the  bladder  is 
mo.st  successfully  dealt  with  surgically.  Sur- 
geons naturally  differ  in  their  opinion  regarding 
operability.  Most  tumors  of  the  dome,  lateral 
or  posterior  wall  are  operable.  If  the  tumor  is 
of  a low  grade  and  not  of  the  infiltrating  type, 
it  can  be  removed  by  excision.  All  highly  malig- 
nant tumors  should  be  treated  by  bladder  re- 
section. Tumiors  in  the  base  of  the  bladder  with 
extensive  involvment,  and  infiltration,  are  often 
inoperable.  In  treating  malignant  disease,  it  is 
justifiable  to  operate,  even  when  confronted  by 
a high  mortality.  The  grade  of  malignancy  fur- 
nishes an  excellent  guide  to  the  magnitude  of 
the  contemplated  operation.  When  treating  a 
low  grade  malignancy,  the  prospect  of  cure  is 
much  greater  than  if  it  were  high  grade  malig- 
nancy in  the  same  situation.  Hence,  we  are  justi- 
fied in  taking  a greater  risk  to  obtain  a greater 
relative  prospective  cure. 

It  has  been  said  that  “a  surgical  procedure 
is  hardly  justifiable  if  it  subjects  the  patient  to 
a relative  percentage  of  risk,  higher  than  the 
relative  percentage  prospect  of  cure.”  In  order 
that  we  may  have  an  idea  as  to  the  number  of 
cures,  we  may  expect  in  the  various  grades  of 
malignancy,  it  is  very  interesting  to  note  the 


following  figures : Three  hundred  and  seventy 
cases  of  graded  epitheliomas  of  the  bladder  were 
studied  at  the  j\Iayo  Clinic.  They  found  that 
65  percent  of  the  patients  on  whom  radical 
operations  had  been  performed,  with  lesions 
graded  I and  II  and  34  percent  of  the  patients 
with  lesions  graded  III  and  IV,  lived  three  or 
more  years,  free  of  recurrence.  These  cases 
were  picked  irrespective  of  the  size  or  situation 
of  the  lesion,  or  the  magnitude  of  the  operation. 
In  comparing  the  lesions  which  were  on  the  lat- 
eral wall,  posterior  wall  and  dome  of  the  blad- 
der, and  the  lesions  of  the  base  of  the  bladder, 
the  following  interesting  facts  arise.  Approxi- 
mately 50  percent  of  the  patients  with  tumors 
of  the  base,  graded  I or  II,  and  25  percent  with 
tumors  graded  III  or  IV,  lived  three  or  more 
years.  In  those  cases  in  which  the  tumors  were 
of  the  lateral  or  posterior  walls  or  dome,  ap- 
proximately 73  percent  of  the  patients  with 
tumors  graded  I or  II  and  42  percent  with  tum- 
ors graded  III  or  IV  are  living  three  or  more 
years  after  operation.  In  studying  the  mortal- 
ity of  these  cases,  the  mortality  on  operations 
of  the  lateral  wall,  posterior  wall,  or  dome  was 
8.8  percent,  while  the  mortality  for  operation 
on  the  base  of  the  bladder  was  21  percent. 

In  treating  inoperable  cases,  we  are  sometimes 
forced  to  perform  palliative  surgical  measures. 
Complete  urinary  retention,  or  obstruction  at 
the  outlet  of  the  bladder,  sometimes  necessitates 
a palliative  supra-pubic  cystotomy.  Excessive 
bleeding  may  be  controlled  either  by  trans- 
urethral fulguration,  or  by  opening  the  bladder 
and  using  a Percy  cautery.  Bumpus  reports  a 
series  of  thirty  cases  in  which  extensive  inoper- 
able tumors  were  destroyed  by  cautery.  Seven 
of  these  patients  have  lived  for  more  than  four 
years. 

In  discussing  curative  surgical  procedures,  we 
shall  again  separate  operations  on  the  base  of 
the  bladder  from  those  situated  elsewhere.  Seg- 
mental resection  is  the  operation  of  choice  in  all 
infiltrating  lesions  of  the  later  wall,  posterior 
wall  and  dome.  The  entire  thickness  of  the 
bladder  wall  is  resected,  together  with  all  ad- 
herent paravesical  tissues,  including  the  periton- 
eum. This  resection  may  be  done  either  with 
a knife  or  preferably  with  a cautery,  carrying 
the  incision  through  the  normal  wall  of  the 
bladder  at  least  1 cm.  lateral  to  the  margin  of 
the  lesion.  Before  attempting  resection,  the  in- 
volved portion  of  the  bladder  should  be  care- 
fully mobilized,  as  this  facilitates  the  operation. 
Low  grade  malignant  lesions,  involving  only  the 
mucous  membrane,  may  be  treated  by  local  ex- 
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cision  by  knife  or  cautery.  Resection  of  the 
entire  bladder  wall  carries  a slightly  higher  mor- 
tality, but  also  a higher  percentage  of  cure. 
Radical  surgical  procedures  are  necessary  when 
operating  on  tumors  of  the  base  of  the  bladder, 
because  one  or  both  ureters  are  usually  involved. 
In  this  situation,  we  have  the  choice  of  either 
resecting  the  ureter  and  reimplanting  it  back  into 
the  bladder,  or  ligating  the  ureter. 

By  ureteral  reimplantation,  the  risk  of  the  op- 
eration is  greatly  increased.  Pyelonephritis  al- 
most invariably  results  from  this  procedure. 
Quite  often  reimplantation  of  the  ureter  is  fol- 
lowed by  a nephrectomy,  because  of  an  infected 
hydro-nephrotic  kidney.  On  the  other  hand,  liga- 
tion of  the  ureter  is  occasionally  followed  by 
nephrectomy.  In  quoting  Hunt’s  statistics  in 
fifty-two  cases  in  which  ligation  of  the  ureter  was 
done,  there  was  a post-operative  mortality  of  14.4 
percent.  In  forty-seven  cases,  in  which  the 
ureter  was  reimplanted  into  the  bladder,  there 
was  a mortality  of  32  per  cent.  The  clinical 
cause  of  death  in  each  case  was  ascending  in- 
fection as  shown  at  necropsy.  Thus,  it  seems 
that  when  it  is  necessary  to  sacrifice  one  ureter, 
ligation  is  the  treatment  of  choice.  When  both 
ureters  are  involved,  some  authorities  advise 
total  cystectomy  with  transplantation  of  the 


ureters  into  the  sigmoid  colon.  This  procedure 
is  attended  by  such  a high  mortality  as  to  make 
it  impractical.  In  these  cases,  trans-vesical 
electro-coagulation  is  preferable,  because  the  ex- 
tensiveness of  the  lesions  will  not  permit  resec- 
tion. Occasionally  as  Beer,  O’Connor,  and  oth- 
ers have  shown,  very  startling  results  may  fol- 
low this  type  of  treatment.  Post-operative  re- 
currence or  e.xtension  of  the  tumor  regardless 
of  the  method  of  removal,  often  occurs,  usually 
in  the  form  of  implantations  or  contact  trans- 
plants. Recurrence  as  a result  of  transplants 
occurring  during  the  operation  can  be  minimized, 
by  taking  precautions  regarding  the  toilet  of  the 
wound  and  the  operative  field.  Beer  recom- 
mends an  alcohol  bath  of  the  wound  at  conclu- 
sion of  these  operations. 

Every  case  of  bladder  tumor  should  be  fol- 
lowed up  and  examined  cystoscopically  every 
three  months  during  the  first  year  and  six  months 
during  the  succeeding  three  years.  Recurrent 
tumors  must  be  treated  immediately  by  trans- 
urethral fulguration.  The  patient  should  also 
be  instructed  that  bleeding  is  a symptom  which 
is  usually  indicative  of  recurrence,  and  should 
it  occur,  they  should  return  immediately  for 
further  treatment. 


THE  INCREASING  VALUE  OE  THE  AUTHOR’S  CAUTERY  PUNCH  OPERATION 
FOR  THE  RELIEF  OF  OBSTRUCTIONS  AT  THE  BLADDER  NECK* 

JOHN  ROBERTS  CAULK,  M.  D„  F.  A.  C.  S., 

St.  Louis,  Mo. 


It  is  indeed  a very  high  honor  to  participate 
in  the  annual  meeting  of  your  State  Association 
and  in  order  to  express  my  keen  appreciation, 
I have  chosen  to  discuss  with  you  a subject 
which  has  been  of  deepest  interest  to  me  for  the 
last  ten  years,  namely  the  value  of  my  Cautery 
Punch  operation  for  the  removal  of  prostatic  ob- 
struction. This  has  served  a dual  purpose : in 
lessening  the  necessity  for  major  surgical  enucle- 
ation operations  upon  this  organ,  and  in  offer- 
ing a definite  solution  as  to  the  nature  and  char- 
acter of  prostatic  hypetrophy. 

It  would  be  of  no  particular  interest  to  trace 
the  development  of  prostatic  surgery  in  detail ; 
I shall  simply  mention  some  of  the  high  lights 
along  the  paths  of  progress  since  the  year  1628 
when  Riolan  first  announced  the  relationship  be- 
tween diseases  in  this  gland  and  urinary  obstruc- 
tion. Indeed  prostatic  surgery  dates  back  to  very 
early  times  and  in  those  days,  simple  technics 

*Read  before  Nebraska  State  Medical  Association,  annual  meeting, 
Omaha,  May  15,  1929. 


such  as  incision  of  the  orifice  were  in  vogue. 
Later,  as  you  know,  surgical  development  con- 
centrated around  this  organ,  when  Guthrie  op- 
ened this  chapter  in  1834.  Then  McGill,  Bel- 
field.  Fuller,  Freyer,  Young,  Proust,  and  many 
others  added  improvements  in  technic.  At  the 
present  time  the  surgery  of  the  prostate  is  in 
a very  highly  perfected  technical  state. 

Great  advances  in  anesthesia,  general,  local 
and  regional,  contributed  tremendously  to  the 
success  of  the  surgery  of  this  gland. 

Improved  diagnosis  offered  by  cystoscopic 
study  revealing  not  only  the  disposition  of  the 
growth  but  of  associated  lesions  gave  great  impe- 
tus to  its  surgery. 

One  of  the  most  important  eras  came  with 
the  knowledge  of  renal  capacity  and  the  effects 
of  obstructive  lesions  of  the  lower  tract  upon 
renal  integrity.  The  development  of  renal  func- 
tional tests,  studies  of  blood  chemistry  and  the 
effects  of  careful  decompression  drainage  have 


Vol.  XIV,  No.  12 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


473 


probably  been  the  most  valuable  assets  in  plac- 
ing prostatic  surgery  in  the  realm  of  safety. 

But  with  all  this  improvement  and  present 
day  knowledge,  unfortunately,  the  mortality  rate 
of  prostatic  surgery  is  entirely  too  high.  A 
most  conservative  estimate  would  be  in  the 
neighborhood  of  five  per  cent  even  in  the  hands 
of  the  expert  and  certainly  a cross  section  of 
the  country’s  prostatic  mortality  would  picture 
a much  higher  rate. 

For  this  reason  there  has  been  a tendency  dur- 
ing the  last  two  decades  on  the  part  of  urologi- 
cal surgeons  to  attempt  to  reduce  the  necessity 
for  major  surgery  by  the  institution  of  other 
less  formidable  measures.  The  most  progres- 
sive step  was  made  in  1909  when  Young  pre- 
sented his  median  bar  incisor  for  the  removal 
of  such  lesser  obstructions. 

It  has  been  shown  that  about  fifteen  per 
cent  of  all  obstructions  are  of  the  lesser  type, 
namely,  bars  and  contractures  of  the  vesical 
neck,  and  suitable  for  such  surgery. 

In  1919  I developed  the  Punch  which  I am 
discussing  today.  This  instrument  was  created 
to  minimize  hemorrhage  and  lessen  obsorption 
by  means  of  its  cautery  attachment.  It  was  soon 
found  that  with  this  method  the  smaller  ob- 
structions could  be  effectively  removed  and  def- 
initely cured.  So  that  there  was  no  excuse  for 
open  surgery  in  this  type  of  obstruction. 

As  time  went  on,  I began  to  utilize  this  in- 
strument in  some  of  the  larger,  more  border- 
line growths.  This  was  started  on  bad  surgical 
risks  on  whom  major  operations  would  have 
been  too  hazardous  and  it  was  promptly  found 
that  the  results  obtained  in  these  larger  growths 
were  definitely  as  good  as  in  the  smaller  ob- 
structions. 

The  striking  phenomenon  observed  in  operat- 
ing upon  these  large  obstructions  was  that  af- 
ter the  removal  of  but  small  portions  of  these 
growths  the  remainder  of  the  gland  diminished 
in  many  instances  in  surprisingly  short  period 
of  time  to  normal  dimensions.  The  tissue  re- 
moved at  operation  was  histologically  typical  of 
what  has  been  considered  neoplastic. 

In  following  this  operation  in  quite  a large 
series  of  cases  of  obstructions,  this  same  trans- 
formation of  growth  has  been  observed.  It 
would  seem,  therefore,  that  this  gives  us  a clew 
to  the  origin  of  prostatic  over-growth  in  many 
instances.  It  has  been  estimated  that  thirty  per 
cent  of  men  beyond  fifty  have  prostatic  enlarge- 


ments. It  is  quite  unreasonable  to  believe  that 
a tumor  should  effect  the  prostate  out  of  pro- 
portion to  any  other  gland  or  organ  in  the  hu- 
man body. 

Because  of  the  great  frequency  of  infections 
in  the  prostate  in  early  life  it  would  not  be 
surprising  to  find  infection  in  the  background 
of  late  lesions  in  this  gland  in  such  a percentage 
as  we  see  hyperplasia.  To  substantiate  this 
I analyzed  the  cases  of  prostatic  inflammations 
which  have  been  under  my  observation  and 
found  it  extraordinarily  rare  for  a prostate 
which  has  been  treated  for  a chronic  infection 
to  develop  an  over-growth  later  in  life.  In 
other  words,  the  relief  of  infection  protected 
against  late  pathological  over-growth.  On  the 
other  hand,  I have  seen  over  one  hundred  pa- 
tients presenting  various  degrees  of  prostatic 
enlargement  with  obstructive  symptoms,  many 
with  complete  retention  who  have  been  entirely 
relieved  of  the  symptoms  of  prostatism  and  have 
perfectly  normal  prostates  today  without  any 
method  of  surgical  attack.  Local  treatment  suf- 
ficed to  effect  a cure.  Many  of  these  patients 
have  been  followed  from  five  to  eighteen  years 
and  have  shown  no  tendency  to  recurrence. 

The  process  of  absorption  in  many  of  the 
larger  obstructions  following  the  relief  of  ten- 
sion at  the  orifice  after  the  obstruction  has  been 
removed,  has  in  many  instances,  been  rapid.  It 
results  unquestionably  from  the  relief  of  con- 
gestion, edema  and  the  absorption  of  inflamma- 
tory hyperplasias  as  in  other  parts  of  the  body. 
Many  of  you  have  observed  chronic  cervicitis 
with  large  inflammatory  hyperplastic  growths 
which  have  rapidly  subsided  after  incision  and 
free  drainage. 

It  is  evidently  true  that  the  various  acini  of 
the  prostate  have  harbored  infection  due  to 
blockage  of  their  excretary  ducts  and  that  this 
process  has  been  going  on  over  a period  of  years 
because  of  inefficient  drainage.  With  interfer- 
ence at  the  internal  orifice  of  the  bladder, 
edema  and  congestion  is  super-imposed  and  it 
is  after  the  relief  of  this  with  incision  and  drain- 
age that  rapid  obsorption  may  be  expected. 
Many  pathologists  have  felt  for  years  that  consid- 
erable number  of  prostatic  hypertrophies,  the 
so-called  adenomas,  were  inflammatory  in  their 
nature.  Ewing  has  been  a very  ardent  advocate 
of  this  theory  but  had  nothing  but  histological 
proof  since  the  prostate  was  either  left  intact  or 
completely  removed.  It  is  through  this  instru- 
ment then  that  for  the  first  time  there  has  been 
a definite  answer  given  that  many  such  lesions 
are  inflammatory — not  tumors. 
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Following  this  lead  I have  been  able  to  apply 
this  operation  to  over  forty  per  cent  of  all  ob- 
structions at  the  internal  orifice  of  the  bladder 
with  the  most  gratifying  results,  and  indeed  dur- 
ing the  last  year  to  at  least  seventy  per  cent. 

These  instruments  are  made  in  two  models,  one 
for  low  voltage  transformer  which  is  made  in  three 
sizes,  namely,  fourteen,  twenty-six,  and  thirty 
French.  The  size  14  is  for  children.  The  other  is 
a high  frequency  model  made  in  size  thirty  only 
and  was  put  in  operation  January  1,  1928. 

The  low  voltage  type  instrument  was  perfected  in 
1920.  In  this  instrument  the  outer  sheath  with  its 
obturator  carries  the  lamp  attachment  for  observa- 
tion and  is  detachable.  The  Punch  tube  carrying 
the  blade  which  does  the  cutting,  telescopes  back 
and  forth- inside  the  sheath.  A specially  constructed 
syringe  which  fits  the  two  cc  Luer  glass  sjTinge 
is  furnished  with  the  instrument  to  infiltrate  the 
orifice  with  anesthesia.  The  Punch  tube  with  its 
circular  platinum  blade  and  electrical  connection  is 
the  most  important  part  of  the  instrument.  The 
platinum  blade  itself  being  one-quarter  of  an  inch 
wide  and  full  diameter  of  the  Punch  tube.  All  elec- 
trical currents  require  two  wires  to  give  service,  one 
wire  conducting  the  current  to  the  instrument  and 
the  other  conducting  it  away.  As  part  of  the  Punch 
tube  there  is  furnished  a cord  connection  having  a 
handle  which  fits  the  Punch  tube  with  a slip  joint. 
It  is  detachable  and  supplies  the  current.  The 
bronze  tube  itself  being  grounded  conducts  one  side 
of  the  current  to  the  platinum  blade  which  is  se- 
curely attached  thereto,  while  the  current  is  drawn 
away  from  the  platinum  blade  by  the  attachment 
of  an  insulated  rectangular  copper  bar  passing 
through  the  center  of  the  punch  tube.  At  the  outer 
end  of  the  punch  tube  suitable  electrical  connection 
is  mechanically  formed  as  part  of  the  handle  to  the 
tube. 

The  alternating  current  supply  of  one  hundred  and 
ten  volts  is  run  through  a transformer  which  is 
ground  free  and  in  turn  lowers  the  voltage  to  six 
volts  and  transforms  the  Amperes  to  about  one  hun- 
dred, suitable  to  heat  the  platinum  blade,  in  varjdng 
degrees  of  heat  according  to  the  case  at  hand.  It 
will  be  seen  that  six  volts  cannot  possibly  give  any 
one  a shock  and  it  is  almost  impossible  to  short 
circuit.  The  interval  of  time  that  the  instrument  is 
being  used,  not  being  more  than  two  minutes,  does 
not  allow  the  instrument  to  become  heated. 

The  problem  of  electrical  insulation  has  been 
evolutionary,  the  present  electrical  insulation  being 
much  better  than  when  the  instruments  were  first 
made.  Changes  have  been  made  in  the  instrument 
from  time  to  time.  The  platinum  blade  has  been 
changed  to  a more  expensive  alloy  of  iridium  and 
platinum,  which  is  very  hard  and  does  not  soften 
with  heat  and  gradually  these  blades  have  been 
made  thicker  and  their  supports  larger,  j'et  not  in- 
terfering with  the  working  of  the  instrument,  but 
making  its  useful  life  longer.  The  sheath  or  outer 
tube  has  undergone  changes  from  time  to  time  and 
is  now  made  in  one  piece,  the  reinforcement  at  the 
slot  opening  of  the  sheath  tube,  formerly  an  extra 
piece  being  soldered  on,  is  now  not  needed  as  this 
reinforcement  forms  a part  of  the  original  tube  of 
the  sheath  and  is  made  of  hard  drawn  bronze  which 
remains  rigid  for  all  time. 

The  new  high  frequency  punch  instrument  differs 
from  the  former  model  in  that  the  outer  metal 
sheath  has  an  interior  insulation  of  Bakelite  through- 
out its  length,  but  the  punch  tube  has  no  metal  ex- 
cept the  blade  and  the  part  of  the  outer  handle.  It 
is  especially  insulated  to  carry  the  high  frequency 


current  through  its  center  forward  to  the  blade, 
the  exposed  part  of  which  is  very  narrow  in  width 
and  forms  part  of  a steel  cylinder  deep  enough  to 
cut  the  width  of  a thumb.  There  is  but  one  electri- 
cal connection  the  bi-polar  high  frequency  current 
being  used,  the  other  wire  being  attached  to  metal 
pad  placed  at  the  patient’s  back. 

Thus  it  will  be  seen  that  the  current  must  pass 
through  the  patient’s  body  in  order  to  operate  the 
instrument.  The  patient  does  not  feel  the  current 
and  twenty-five  hundred  mili-ampere  de-Arsonaval 
current  has  usually  been  found  sufficient. 

In  the  low  voltage  instrument,  the  platinum  blade 
of  the  punch  had  to  be  divided  throughout  its  width 
in  order  to  pass  the  current  around  the  circular 
blade  to  make  it  red  hot.  This  division  was  only 
hairs  breadth,  the  blade  being  so  anchored  to  the 
punch  tube  as  to  not  allow  this  division  to  inter- 
fere with  the  cutting  of  the  instrument.  In  the  high 
frequency  instrument  this  blade  is  closed  and  is  a 
one  piece  steel  cylinder  about  one  inch  long,  the 
cutting  edge  of  which  operates  practically  cold.  It 
is  impossible  to  bend  or  burn  out  this  type  of  blade, 
while  if  the  operator  imposed  too  much  current  on 
the  low  voltage  platinum  blade  there  was  a possi- 
bility of  melting  it,  just  as  a lamp  would  be  burned 
out  if  too  much  current  would  be  applied. 

The  theory  of  cutting  with  the  Caulk  punch  for 
high  frequency  current  is  rather  interesting  and  suc- 
cess was  found  to  depend  upon  the  depth  of  the 
cutting  blade  which  was  exposed  in  the  tissues  and 
this  depth  seemed  to  bear  some  ratio  with  the  di- 
ameter of  the  punch  tube.  The  exposed  part  of 
the  blade  has  definitely  been  determined  to  be  one- 
sixteenth  of  an  inch  wide  for  the  size  thirtj’  instru- 
ment, a wider  exposure  chokes  the  instrument.  The 
plain  circular  tube  blades  made  like  the  non-elec- 
trically  operated  punches  positively  will  not  answer 
for  this  purpose.  All  insulated  parts  of  the  Caulk 
punches  are  now  made  of  bakelite  in  Aarious  compo- 
sitions most  suitable  for  the  particular  part,  as  this 
has  been  found  by  experiment  to  be  the  hardest  and 
best  insulator. 

The  technic  of  the  operation  is  simple  and 
yet  it  requires  a thorough  familiarity  with  the 
endescopic  appearance  of  the  urethral  orifice. 
The  operation  is  entirely  a visual  one  and  ob- 
struction can  be  definitely  seen  at  any  part  of 
the  orifice;  the  instrument  may  be  rotated  at 
different  segments  and  locate  lobules  which 
have  been  previously  determined  by  cystoscopic 
study.  The  visualization  of  the  orifice  is  per- 
fect and  in  the  hands  of  trained  men  it  seems 
to  me  impossible  that  one  should  have  any  dif- 
ficulty in  knowing  the  exact  nature  of  the  tissue 
secured  in  the  slot  of  the  instrument. 

It  is  perfectly  true  that  in  untrained  hands  dif- 
ficulty may  be  experienced,  but  this  is  true  with 
any  type  of  surgery. 

The  instrument  is  passed  into  the  bladder  aft- 
er cocainization  of  the  urethra,  bladder  contents 
evacuated,  and,  for  the  median  incision,  which 
is  the  most  frequent  one,  the  instrument  is 
pulled  outwardly  and  elevated  at  its  distal  end 
so  as  to  grasp  the  obstruction  in  its  slot,  the 
obturator  having  been  previously  removed. 
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^Vith  the  obstruction  in  the  slot  of  the  instru- 
ment the  field  is  dried  by  suction  syringe  and 
the  obstruction  is  visualized  by  reflection  light. 
It  is  perfectly  easy  to  differentiate  between  vesi- 
cal mucuous  membrane  and  the  internal  orifice 
of  the  bladder.  With  the  orifice  in  the  slot,  the 
instrument  is  pressed  downward  with  the  little 
finger  of  the  left  hand,  upward  with  the  thumb 
and  pulled  outward,  the  vesical  orifice  is 
squeezed  forcibly  into  the  instrument.  Under 
vision  the  orifice  is  then  infiltrated  with  one  per 
cent  novocaine  through  the  special  syringe. 

Following  this  it  will  be  noted,  in  most  in- 
stances, that  the  orifice  relaxes  and  more  tissue 
may  be  compressed  into  the  slot.  The  field  is 
thoroughly  dried  again  by  suction  and  cotton 
pledgets,  neck  inspected,  then  the  cautery  blade 
is  inserted  into  the  sheath  until  it  meets  the 
obstruction.  The  amount  of  heat  has  previously 
been  tested,  the  operator  then  asks  for  the  cur- 
rent to  be  applied,  waits  until  the  frying  sound 
is  heard.  It  is  then  evident  that  the  heat  has 
reached  the  blade.  If  the  blade  is  pushed  home 
before  this  there  is  danger  of  breaking  it.  This 
is  a very  important  point  and  has  been  responsi- 
ble for  the  breaking  of  many  blades  in  the  hands 
of  those  who  were  a little  hasty  in  the  cutting 
of  the  orifice.  When  the  current  is  properly  ap- 
plied the  operator  with  his  right  hand  pushes  the 
cautery  attachment  home  by  a gentle  rotary  mo- 
tion, this  takes  about  four  seconds.  In  case  of 
excision  of  one  single  segment  of  the  orifice  the 
operation  is  over.  If  one  desires  to  remove  one 
or  more  bits,  the  instrument  is  pushed  inwardly 
into  the  bladder  and  the  current  lightly  applied 
to  coagulate  the  tissue  within  the  blade.  In  this 
way  it  may  become  adherent  to  it  so  as  to  al- 
low its  removal.  When  it  is  removed  from  the 
sheath  the  tissue  is  extracted  from  the  blade 
and  the  blade  cleaned  for  another  burning.  The 
operator  in  the  mean  time  engages  the  orifice 
and  rotates  the  slot  of  the  instrument  to  a desired 
location  and  notices  the  lobule  fall  into  it.  This 
is  perfectly  plain  when  the  obstruction  is  within 
the  grasp  of  the  instrument.  The  same  process 
is  repeated  as  has  been  given  above.  I have  re- 
moved as  many  as  six  pieces  from  the  orifice  at 
one  sitting.  The  operation  is  usually  painless 
as  far  as  the  burning  is  concerned,  and  is  entire- 
ly visual.  I have  demonstrated  frequently  that 
the  prostatic  orifice  has  an  entirely  different  ap- 
pearance from  the  urethral  .or  vesical  mucous 
membrane  that  is  is  perfectly  simple  to  engage 
a lobule  at  any  segment  of  the  orifice  and  to 
observe  it  even  after  several  previous  incisions 
because  with  the  obstruction  within  the  slot  of 
the  instrument,  the  pressure  of  the  instrument 


against  the  obstruction  is  so  firm  as  to  prevent 
water  and  blood  from  entering  and  the  field  may 
be  kept  perfectly  dry.  The  mistake  that  some 
men  have  made  in  manipulating  this  instrument 
have  been  they  have  not  made  sufficient  pres- 
sure against  the  orifice  in  doing  the  operation. 

In  the  removal  of  pieces  from  the  upper  or 
lateral  sphincter  margins  it  is  sometimes  quite 
unpleasant  to  the  patient  on  account  of  the  po- 
sition of  the  instrument  and  the  tension  on  the 
triangular  ligament. 

The  blade  of  the  instrument  requires  very 
careful  attention,  but,  with  proper  care,  it  is 
very  durable.  I have  the  original  blade  of  my 
instrument  which  has  been  in  use  for  nine  years 
and  it  has  been  repaired  but  once  and  that  sim- 
ply for  tightening  a set  screw.  Some  operators 
have  complained  that  the  blade  is  delicate  and 
that  they  have  experienced  trouble  with  the  cur- 
rent. For  this  reason  I have  had  constructed  a 
high  frequency  cautery  blade  which  is  very  sub- 
stantial and  does  not  require  the  delicate  atten- 
tion necessary  for  the  cautery  blade.  It  can  be 
used  with  the  ordinary  high  frequency  appara- 
tus. It  works  very  satisfactorily  and  it  has  the 
advantage  that  the  operator  is  able  to  manipulate 
the  current  himself  and  is  not  dependent  upon 
an  assistant.  The  burning  is  rapid  and  effective 
and  as  far  as  I have  been  able  to  determine,  the 
removal  of  the  obstruction  is  about  the  same  as 
with  the  simple  cautery  instrument. 

At  the  completion  of  the  operation  which  us- 
ually takes  but  a very  short  time  after  one  has 
gained  experience,  a large  indwelling  catheter  is 
inserted,  fixed  and  irrigated  to  be  sure  that  it 
is  in  proper  position,  some  fluid  allowed  to  re- 
main in  bladder  and  the  catheter  is  corked.  Pa- 
tient is  put  to  bed,  the  cork  is  removed  and  con- 
tinuous drainage  instituted.  It  is  important  to 
have  a large  catheter,  at  least  a number  twenty- 
si.x  to  a thirty  French,  with  two  eyes.  In  this 
way  free  drainage  is  given  and  clots  are  pre- 
vented. 

There  has  never  been  any  trouble  with  bleed- 
ing or  any  real  discomfort  in  the  post-operative 
course  unless  clots  occluded  the  catheter.  This 
is  the  very  important  point  in  the  post-operative 
care.  For  several  hours  these  catheters  are 
watched  very  carefully,  a receptacle  of  sterile 
solution  and  an  aspiration  syringe  are  kept  at  the 
bedside.  If  there  is  any  impediment  in  the 
drainage  it  is  promptly  taken  care  of.  The  care 
of  the  first  few  hours  is  most  important.  If 
the  drainage  promptly  clears  and  in  many  cases 
there  is  absolutely  no  staining,  the  catheter  is 
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corked  and  patient  allowed  to  remove  the  cork 
at  intervals.  Daily  injection  of  argyrol  or  mer- 
curochrome  is  given  in  order  to  keep  the  bladder 
and  the  orifice  clean  and  to  hasten  healing.  The 
duration  of  catheter  drainage  depends  upon  the 
type  of  obstruction  and  the  associated  conditions 
such  as  residual  urine,  toxemia  and  emptying 
ability.  In  simple  cases  it  is  removed  in  forty- 
eight  hours.  In  cases  with  high  residual  urines 
and  in  large  obstructions  where  a secondary  op- 
eration is  believed  necessary  it  is  allowed  to  re- 
main for  at  least  a week  before  testing  the  effect 
of  the  operation.  If  urination  is  imperfect  it  is 
re-inserted  until  the  function  is  found  satisfactory 
after  its  removal.  These  patients  require  very 
little  sedative,  the  majority  do  not  require  a 
single  hypodermic. 

In  previous  communications  I have  analyzed 
all  of  the  cases  on  which  the  cautery  punch 
operation  has  been  done  and  have  shown  that 
the  symptoms,  such  as  frequency,  urgency,  in- 
continence, uremia,  etc.,  are  identical  to  those 
occurring  in  the  gross  obstructions.  Residual 
urine  has  been  the  same,  ranging  from  one  ounce 
to  fifteen  hundred  cc,  the  prostate  has  shown 
enlargement  in  fifty  per  cent  of  all  cases.  The 
prevalence  of  retention  and  catheter  life  has  been 
identical  with  the  gross  obstructions  and  hence 
offers  no  clinical  differential  value. 

The  interpretation  of  the  type  of  prostate 
which  is  suitable  for  the  cautery  punch  oper- 
ation is  dependent  entirely  upon  repeated  cysto- 
scopic  study  of  the  vesical  orifice  under  drainage 
as  well  as  the  transformation  of  the  size  of  the 
rectal  prostate.  If  under  catheter  drainage  and 
splinting  of  the  orifice,  hot  applications  and  anti- 
sepsis, the  prostate  begins  to  diminish  in  size,  and 
if  the  cystoscopic  appearance  is  not  too  gross, 
that  is  there  are  not  large  round  intra-vesical 
lobes  with  deep  clefts,  and  if  the  intra-vesical 
growth  shows  recession,  there  is  a great  possi- 
bility that  the  punch  operation  can  be  utilized 
very  frequently. 

I cannot  urge  too  strongly  repeated  studies  of 
the  vesical  orifice  by  means  of  the  cj'stbscope  and 
repeated  investigations  of  the  rectal  prostate  dur- 
ing drainage.  Under  this  regime  many  of  the 
prostates  which  appeared  at  first  to  be  unsuitable 
for  minor  surgery  will  be  found  to  diminish  to 
such  a size  as  to  place  them  in  such  a category. 

It  is,  therefore,  seen  that  these  patients  must 
be  prepared  for  the  Punch  operation  by  drainage 
in  a manner  similar  to  the  preparation  required 
for  major  surgery  and  often  times  even  in  a more 
protracted  fashion. 


I have  employed  this  operation  five  hundred 
times  and  have  repeatedly  reported  critical 
analyses  of  the  cases.  It  has  been  definitely 
shown  that  the  operation  is  effective  in  remov- 
ing sufficient  tissue  to  relieve  obstruction  in  at 
least  eighty-five  per  cent  of  all  the  cases  in 
which  it  has  been  employed.  There  is  no  ques- 
tion that  it  is  applicable  to  the  smaller  obstruc- 
tions. This  is  accepted  and  it  should  certainly 
supplant  any  major  surgical  procedure  for  such 
growths. 

I wish  to  devote  the  time  today  to  directing 
your  attention  to  the  use  of  this  operation  in 
the  larger  obstructions  and  in  stressing  this 
phase  I felt  that  an  analysis  of  the  recent  cases 
on  which  there  is  not  only  a definite  statistical 
study,  but  a freshness  of  memory  as  well,  would 
be  more  effective.  For  this  reason  I shall  dis- 
cuss the  one  hundred  and  fifty-two  operations 
which  have  been  performed  on  eighty-nine  pa- 
tients during  the  last  year  and  a half : 

5 patients  each  had  5 operations 


3 ” 4 

3 ” 3 

26  ” 2 

54  ” 1 


Thirty-seven  patients,  or  forty-two  per  cent, 
had  multiple  operations.  During  the  last  six 
months  about  thirty-eight  per  cent  had  multiple 
operations. 

The  explanation  of  this  is  that  more  tissue  is 
being  removed  at  a single  sitting  than  formerly. 
It  is  not  uncommon  in  many  of  these  larger  ob- 
structions to  remove  from  three  to  four  pieces  at 
one  operation  instead  of  doing  repeat  operations 
for  the  removal  of  the  same  amount  of  tissue. 
Indeed,  during  the  past  week  six  pieces  were  re- 
moved. For  instance,  during  the  last  year  there 
have  been  fifty-four  operations  on  forty  patients. 
Of  these  twenty-five  had  single  operations  and 
fifteen  repeat  operations.  Of  the  single  opera- 
tions eighteen  of  the  twenty-five  had  more  than 
one  piece  removed : Seven  had  two  pieces,  seven 
had  three,  three  had  four  and  one  had  six 
pieces  removed.  In  other  words,  eighty  per  cent 
had  multiple  pieces  removed  from  the  orifice. 
This  is  explained  by  the  fact  that  during  the  last 
year  at  least  seventy  per  cent  of  all  prostatic  ob- 
structions have  been  treated  by  the  Punch  opera- 
tion instead  of  forty  per  cent,  as  was  previously 
the  case.  Hence,  after  a period  of  ten  years  of 
application  of  this  operation  to  different  t)'pes  of 
obstruction  I find  that  it  can  be  utilized  in  the 
majority  of  instances  of  prostatism  and  as  time 
goes  on  and  the  profession  becomes  better  ac- 
quainted and  more  familiar  with  the  nature  of 
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the  growth  and  treats  early  prostatic  inflamma- 
tions and  urges  the  relief  of  early  obstructions  I 
feel  that  this  percentage  will  be  even  more  in- 
creased. 

In  an  analysis  of  the  size  of  prostate  in  the 
eighty-nine  cases  it  was  found  to  be  small  in 
twenty,  large  in  twenty-nine,  moderately  enlarged 
in  forty.  In  other  words,  sixty-nine  of  the  eighty- 
nine  patients,  77%  showed  a considerable  degree 
of  prostatic  enlargement  by  rectal  examination. 

Cystoscopically,  fifty-one  of  the  eighty-nine  pa- 
tients or  fifty-seven  per  cent,  showed  definite  in- 
tra-vesical  growth  of  the  larger  type,  such  as  lat- 
eral and  median  lobes  or  lobules  and  large  collar 
obstructions. 

Two  of  the  cases  presented  obstructions  due 
entirely  to  intra-urethral  lobules  and  in  these  cases 
three  pieces  in  one  and  four  pieces  in  the  other 
were  removed  from  the  urethra  by  means  of  the 
instrument  and  one  patient  who  had  previously 
carried  ninety-six  ounces  of  residual  urine  and 
had  used  a catheter  entirely  for  two  years,  passed 
six  hundred  cc  immediately  after  the  removal  of 
the  catheter  following  the  operation. 

It  is  evident,  therefore,  that  during  the  last 
year  I have  removed,  by  means  of  the  Punch,  that 
type  of  obstruction  which  is  currently  subjected 
to  prostatectomy.  And,  I can  assure  you  that  the 
curative  results  of  this  operation  are  comparable 
to  open  surgery  and  certainly  more  gratifying. 
About  eight-five  per  cent  have  been  completely 
relieved  of  their  symptoms  of  obstruction  and  re- 
stored to  health  without  a single  mortality.  As  a 
matter  of  fact,  in  the  five  hundred  operations  there 
has  not  been  a single  death  directly  attributable 
to  the  operation. 

Six  per  cent  with  the  patients  of  the  larger 
type  obstruction  required  later  prostatectomy. 
Many  of  these  could  have  been  cured  by  the 
Punch  had  they  submitted  to  repeat  operations 
because  I have  cured  several  patients  with  larger 
obstructions  than  some  of  these  who  went  to  pro- 
statectomy. 

It  is  necessary  to  relate  that  in  no  instance  was 
there  any  indication  of  scarring  of  the  prostatic 
orifice  following  these  previous  punches,  tissues 
were  soft  and  pliable  and  the  previous  punches 
had  in  no  way  interferred  with  enucleation  of  the 
prostate  at  prostatectomy. 

Thus  it  is  obvious  that  the  size  of  the  prostate 
is  not  the  sole  criterion  of  symptoms  nor  does  it 
signify  the  type  of  surgery  which  is  to  be  requir- 
ed. We  are  often  misled  as  to  the  size  of  a pro- 


state, innumerable  patients  have  large  prostates 
which  cause  them  absolutely  no  symptoms  what- 
ever and  are  accidental  findings.  The  same  iden- 
tical prostate  in  another  individual  may  be  caus- 
ing complete  retention  and  tbe  unobstructing  pro- 
state of  today  may  create  complete  retention  to- 
morrow without  much  apparent  change  in  its 
topography.  Therefore,  why  should  we  remove 
it  at  all  under  such  conditions? 

The  chief  factor  in  securing  a result  is  to  be 
convinced  that  the  growth  can  be  removed  and 
to  not  become  discouraged  if  one,  two,  or  three 
operations  do  not  effect  a cure ; some  of  the 
best  results  have  occurred  after  the  fourth  or 
fifth  operation  where  there  had  been  no  previous 
improvement.  Many  of  these  patients  were  ex- 
tremely bad  risks  and  those  who  would  not  tol- 
erate major  surgery  with  any  degree  of  safety. 
There  was  no  mortality  following  any  of  these 
operations. 

A number  of  these  individuals  had  associated 
lesions  such  as  central  nerve  conditions,  stone, 
and  diverticulum.  It  is,  of  course,  at  times 
risky  to  operate  on  the  tabetic  bladder  but  we 
have  several  very  pleasant  results  after  relieving 
the  mechanical  feature  of  obstruction. 

The  association  of  vesical  calculi  with  pros- 
tatic obstruction  is  a frequent  one  and  about  fif- 
ty per  cent  of  stones  in  the  bladder  may  be  re- 
moved without  cystotomy  by  means  of  lith- 
olopaxy  or  crushing  and  evacuation.  Following 
the  stone  crushing  the  internal  orifice  of  the 
bladder  often  becomes  so  transformed  and  re- 
duced in  size  that  it  may  be  removed  by  the 
punch  where  it  previously  appeared  too  large. 
The  size  of  the  stone  or  multiplicity  bears  lit- 
tle influence  on  the  character  of  surgery. 

The  association  of  diverticulum,  however,  in 
such  instances  sometimes  offers  a contra-indica- 
tion. At  any  rate  the  combination  of  the  punch 
operation  with  litholopaxy  will  save  many  pa- 
tients from  major  surgery. 

If  the  diverticulum  of  the  bladder  is  not  too 
large  and  if  it  is  emptying  and  not  too  severely 
infected,  the  relief  of  obstruction  at  the  neck 
in  an  aged  subject  may  be  all  that  is  necessary. 
It  has  certainly  proven  so  in  an  analysis  of  our 
series  of  cases. 

I have  used  this  operation  in  forty-six  cases 
of  carcinoma  of  the  prostate  with  some  very 
gratifying  results.  In  quite  a number  of  pa- 
tients with  inoperable  carcinomas  with  metasteses 
who  were  suffering  with  extreme  bladder  dis- 
comfort the  punch  operation  has  given  complete 
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restoration  of  ordinary  comforts  with  durability 
of  two  and  one-half  years  in  several  instances. 

A number  of  these  patients  have  had  recur- 
rence of  obstruction  and  have  required  repeated 
operations  to  keep  them  comfortable ; four  of 
the  patients  were  not  relieved,  usually  because 
of  the  size  of  the  obstruction  and  its  rapid  re- 
currence. At  any  rate,  the  operation  offers  the 
most  pleasant  method  of  handling  the  obstruc- 
tion in  carcinoma  and  is  certainly  to  be  recom- 
mended instead  of  supra-public  drainage. 

I wish  to  present  also  a child’s  punch,  a miniature 
of  the  cautery  apparatus.  This  instrument  is  de- 
signed for  the  congenital  obstructions  so  frequently 
seen  at  the  internal  orifice  of  the  bladder  in  babies 
and  young  children.  These  obstructive  conditions 
are  responsible  for  so  many  deleterious  effects  upon 
the  kidneys  and  are  creative  of  a very  high  mortal- 
ity rate  if  left  untreated. 

Clinically  these  cases  are  the  ones  which  ap- 
pear as  a protracted  pyelitis  or  those  with  re- 
current attacks  of  pyelitis.  It  is  almost  invari- 
ably true  that  obstruction  with  stasis  is  pres- 
sent  somewhere  along  the  urinary  tract,  most 
commonly  the  vesical  end  of  the  ureter  or  at 
the  internal  orifice  of  the  bladder.  It  is  in 
this  latter  group  that  the  child’s  punch  will  serve 
a definite  purpose. 

Under  ordinary  conditions  these  cases  are 
surgically  handled  by  supra-pubic  operation  with 
resection  of  the  internal  vesical  orifice.  Propor- 
tionately this  instrument  is  capable  of  removal 
of  as  much  tissue  as  the  large  one  extracts  from 
the  adult  orifice  and  I believe  will  correct  such 
defects  in  a large  percentage  of  cases  and  should 
transplant  open  surgery  to  a great  extent. 

Totaling  the  results  obtained  by  this  operation 
in  all  of  the  types  of  obstruction  in  which  it  has 
been  employed  over  a period  of  nine  years,  it  is 
found  that  eighty-five  percent  have  been  per- 
fectly satisfactory.  It  is  a type  of  surgery  which 
is  not  a mere  cutting  of  the  orifice  which  re- 
quires but  a few  minutes,  but  one  which  neces- 
sitates a great  deal  of  attention  and  pains  and 
knowledge  of  conditions.  Many  whose  results 
were  apparently  imperfect  have  been  completely 
cured  by  repeated  operations.  It  is  this  familiar- 
ity with  the  orifice  and  the  belief  in  the  adapti- 
bility  of  the  operation  which  in  many  instances 
insures  a favorable  outcome. 

Frequently  the  operation  requires  more  time 
than  prostatectomy.  That  is  in  cases  where  sev- 
eral operations  are  necessary  for  larger  obstruc- 
tions but  these  are  chiefly  in  bad  surgical  risks 
and  usually  done  to  protect  against  a mortality. 
There  has  never  been  a death  in  the  500  opera- 


tions due  to  the  operation.  About  a year  ago 
a patient  died  on  the  eighth  post-operative  day, 
after  a simple  median  bar  excision.  The  patient 
obtained  a complete  relief,  was  feeling  perfectly 
well  and  had  not  had  the  slightest  trouble  from 
the  operation.  He  fell  dead  of  an  old  myocardial 
condition  which  had  caused  him  many  previous 
serious  attacks.  His  death  had  absolutely  noth- 
ing to  do  with  the  operation.  Another  patient 
with  very  advanced  carcinoma  of  prostate  died 
in  the  hospital  later  as  a result  of  carcinimatous 
metastases  and  having  had  no  untoward  effects 
from  the  operation  itself. 

As  a rule  it  saves  the  patients  economically 
since  the  majority  are  confined  to  the  hospital 
about  a week  and  may  attend  to  their  business 
affairs  in  a short  time  after  the  operation. 

Complications  have  been  rare. 

The  superficial  burning  has  served  a minimize 
hemorrahge.  All  patients  have  slight  staining 
of  the  urine.  There  have  been  but  a very  few 
individuals  who  have  caused  any  concern  re- 
garding hemorrhage.  There  were  but  thirteen 
patients  of  the  500  operations  who  have  attract- 
ed attention  from  hemorrhage.  If  the  catheter 
is  large  and  the  eyes  are  free  and  care  is  given 
the  first  few  hours  one  should  expect  very  lit- 
tle trouble  with  bleeding.  Our  experience  has 
been  that  one  small  clot  occluding  the  eye  of  the 
catheter  creating  spasm  of  the  bladder  is  the 
important  factor  in  the  causation  of  bleeding. 
It  is  important  to  see  that  the  catheter  is  thor- 
oughly fixed  and  that  it  does  not  have  to  be 
manipulated  or  reinserted.  There  has  never  been 
a hemorrhage  sufficiently  severe  to  require  su- 
prapubic cystostomy..  There  have  been  but  few 
instances  in  which  evacuation  of  the  clots  with 
the  Bigelow  evacuator  was  found  necessary. 

Chills  and  fever  have  occurred  very  rarely. 
In  all  there  have  been  but  twenty-five  patients 
of  the  500  who  had  reactions  following  the  op- 
eration and  practically  all  of  these  reactions  oc- 
curred in  patients  who  had  been  previously  suf- 
fering with  pyelonephritis.  They  all  subsided 
promptly  under  palliative  treatment  and  in  only 
one  instance  was  drainage  necessary. 

Epididymitis  has  followed  its  usual  tendency  to 
make  the  post-operative  course  of  urinary  surg- 
ery unpleasant.  It,  however,  has  occurred  less 
frequently  than  following  the  use  of  the  indwel- 
ling catheter  for  prostatic  drainage.  Hence, 
there  is  nothing  specific  about  this  operation  in 
the  promotion  of  epididymitis. 

Pronounced  sloughing  has  never  occurred  fol- 
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lowing  the  operation,  nor  have  I ever  seen  in- 
crustation of  the  orifice.  The  burning  is  super- 
ficial if  done  properly  and  should  have  no  ten- 
dency to  cause  extensive  reaction.  Sections  re- 
moved allow  thorough  microscopic  study. 

I have  been  asked  many  times  if  incontinence 
of  urine  had  ever  occurred  following  the  opera- 
tion. I have  never  seen  incontinence  and  one 
should  not  expect  it.  We  do  not  hesitate  in 
prostatectomy  to  remove  the  prostatic  urethra 
and  insult  the  sphincter  to  an  extreme  degree, 
hence  it  should  not  be  anticipated  following  a 
much  more  simple  operation. 

There  has  never  been  the  slightest  disturbance 
of  the  sexual  apparatus. 

I have  never  seen  a stricture  of  the  urethra 
develop  following  the  operation.  This  could  only 
occur  in  instances  where  the  current  had  not 
been  disconnected  and  unnecessary  injury  done 
to  the  urethra  itself. 

The  operation  has  been  very  valuable  in  has- 
tening the  closure  of  indolent  supro-pubic  fis- 
tulae  and  has  been  used  for  the  removal  of  ob- 
struction in  8 cases  on  whom  supra-pubic  cys- 
totocy  had  been  done  as  the  first  stage  operation 
but  the  obstruction  had  not  been  removed  for 
one  reason  or  another,  usually  some  serious  com- 
plication. In  all  of  these  cases  information  was 
obtained  from  the  surgeon  who  had  done  the  op- 
eration that  the  prostate  was  large  and  that 
enucleation  was  thought  necessary.  But  when 
they  came  under  my  observation  the  obstruction 
had  shrunk  to  such  a degree  that  the  punch  op- 
eration was  entirely  effective  in  not  only  closing 
the  fistula  but  in  curing  the  obstruction. 

In  summarizing,  allow  me  to  suggest  that  the 
profession  pay  strict  attention  to  the  prostates 
of  middle  life  and  protect  them  from  insiduous 
infections.  The  prostate  must  be  examined  as  a 
part  of  a general  examination,  it  should  not  only 
be  palpated  but  its  secretion  should  be  expressed 
and  microscopically  studied.  We  find  some  of 
the  smallest  and  softest  prostates  possess  the 
most  purulent  contents.  With  this  regime,  the 
majority  of  individuals  may  be  spared  any  type 
of  surgery  but  if  early  obstruction  becomes  man- 
ifest it  should  be  dealt  by  means  of  lesser  surg- 
ery and  not  allowed  to  progress. 

My  results  indicate  that  the  operation  can  cure 
eighty-five  percent  of  obstructions  to  which  it 
is  applied. 

The  operation  is  simple  of  technique,  perfectly 
visual,  but  requires  proper  interpretation  of  the 


orifice  picture  and  patience  in  the  execution  of 
the  after  care.  It  offers  very  little  hazard  to 
patients  upon  whom  it  is  properly  performed. 

Complications  are  few  and  mortality  is  negli- 
gible. 

DISCUSSION  OF  THE  PAPERS  OF  DRS.  WILLIS, 
McMARTIN,  OWENS.  HUNGER, 
SYNHORST,  CAULK: 

EDWIN  DAVIS,  M.  D.,  (Omaha) : I am  sorry  I have 
been  detained  and  was  unable  to  have  heard  Dr. 
Caulk’s  paper  other  than  his  closingr  remarks.  I am 
familiar  with  his  work — the  punch  operation.  I re- 
member years  ago  when  he  brought  it  out,  and  have 
followed  it  closely  since.  I am  sure  it  is  a conser- 
vative procedure  in  selected  cases  and  even  in  a 
large  majority  of  cases,  and  a procedure  compara- 
tively free  from  hazard  in  the  minor  operations  which 
we  should  look  for  an  opportunity  to  perform  more 
frequently,  and  thus  avoid  more  of  our  prostatect- 
omies. 

W.  L.  ROSS,  M.  D.,  (Omaha):  I should  like  to 
say  a word  concerning  the  tuberculous  kidney.  It 
is  conceded  end  results  or  operating  on  the  tubercu- 
lous kidney  are  not  always  satisfactory.  In  39.5 
per  cent,  in  two  years’  time,  removing  one  kidney 
will  result  in  infection  of  the  opposite  kidney.  What 
will  you  do?  You  can  not  remove  it.  Has  it  any- 
thing in  its  anatomy  to  lend  itself  to  the  use  of  the 
x-ray?  It  surely  has.  It  is  richly  supplied  with  lym- 
phoid tissue,  which  is  the  home  of  tubercle  bacilli 
anywhere  in  the  body.  Wherever  Nature  has  dis- 
tributed lymphoid  tissue,  it  has  put  a stop  to  tubercu- 
losis. This  is  illustrated  in  the  case  of  pulmonary 
tuberculosis  in  which  small  lymphoid  glands  have 
been  filled  with  calcium  deposit,  and  also  in  your 
lymph  nodes  of  the  neck.  You  hardly  operate  for 
those  any  more.  You  use  the  x-ray. 

I wish  to  cite  one  case  in  which  the  patient  had 
one  kidney  removed,  and  tuberculous  infection  oc- 
curred in  the  other  in  three  years’  time.  What  was 
to  be  done.  This  patient  I heard  of  eight  years  later 
and  she  was  still  entirely  well.  I present  this  as  an 
example  of  what  can  be  done  in  these  cases  of  re- 
curring tuberculosis  of  the  opposite  kidney,  when  it 
seems  nothing  else  can  be  offered. 

A.  D.  HUNGER,  M.  D.,  (Lincoln):  I want  to  take 
issue  with  Dr.  Ross  on  his  advocacy  of  treating 
tuberculosis  kidneys  with  x-ray.  There  is  no  scien- 
tific logic  in  it  whatsoever.  He  quotes  one  case. 
He  has  no  knowledge  the  opposite  kidney  had 
tuberculous  involvement.  I wish  to  leave  this  closing 
remark:  It  is  absolutely  unscientific  and  does  the 

patient  no  good. 

—723  Club  Bid?. 


CURE 

To  follow  a doctor’s  directions  for  a cure 
would  be  very  easy  for  certain  kinds  of  patients, 
but,  well  nigh  impossible  for  others. 

“Dey  aint  no  justice  no  mo’,”  mourned  Rufus 
to  a friend.  “Ah’s  a sick  man.  Guess  Ah’s 
gwine  to  die  suah.  De  doctah  says  my  veins  is 
too  close  an’  dat  Ah  got  very  close  veins,  an’  de 
only  help  fo’  me  am  to  eat  chicken  broth  three 
times  a day  an’  stay  in  nights.  An  dat  jes’  can’t 
be  done.” 


EMPYEMA  THORACIS* 


HERBERT  H.  DAVIS,  M.  D.,  F.  A.  C.  S., 
Omaha,  Nebr. 


The  problems  arising  in  the  treatment  of  em- 
pyema are  many  and  the  care  of  such  cases  is 
very  exacting.  The  difficulties  in  management 
vary  with  the  type  of  organism  responsible  and 
with  different  epidemics.  This  year  most  of  my 
cases  have  been  due  to  the  streptococcus  hemo- 
lyticus  and  this  type  is  notoriously  prone  to  have 
complications. 

Lilienthal  gives  the  following  classification  de- 
pending on  the  location  of  the  empyema : 

A.  Total  or  general. 

B.  Sacculated. 

1.  Parietal. 

2.  Mesial. 

3.  Supraphrenic. 

4.  Interlobar. 

In  the  total  or  general  type,  which  is  very 
rare,  the  lung  is  contracted  into  a small  mass  at 
the  hilus,  with  the  purulent  exudate  filling  the  en- 
tire pleural  cavity  from  the  diaphragm  to  the 
apex.  In  the  sacculated  types,  one  or  more  sides 
of  the  empyema  cavity  is  in  contact  with  lung 
tissue.  The  parietal  type  has  the  pus  next  to 
the  chest  wall,  the  mesial  next  to  the  medias- 
tinum, the  supraphrenic  next  to  the  diaphragm, 
and  the  interlobar  is  between  the  lobes  of  the 
lung. 

Time  prevents  any  discussion  of  the  diagnosis 
but  I wish  to  emphasize  one  fact  in  regard  to  an 
interlobar  empyema.  As  the  interlobar  septum 
of  the  left  lung  and  the  one  between  the  middle 
and  inferior  lobes  of  the  right  lung  is  placed  ob- 
liquely a thin  layer  of  fluid  may  be  overlooked 
by  an  antero-posterior  roentgenogram.  It  may 
be  demonstrated  by  a lateral  view,  or  better,  by 
having  the  patient  standing  before  the  fluoro- 
scope  move  his  hips  forward  so  that  his  back  is  at 
an  angle  of  about  forty-five  degrees  with  the 
screen.  In  this  way  the  rays  are  parallel  to  the 
interlobar  septum.  This  technique  was  demon- 
strated to  me  by  Dr.  Fleischner  of  Vienna,  who 
claimed  to  have  originated  it. 

In  the  management  of  empyema  thoracis  we 
must  follow  three  main  principles.  Firstly,  to 
save  the  life  of  the  patient;  secondly,  to  clear  up 
the  infection ; and  thirdly,  to  obliterate  the  cav- 
ity. Except  during  very  virulent  epidemics,  and 
in  children  and  the  aged,  we  do  not  often  see 
the  fulminating  type.  A great  deal  was  learned 
about  this  type  in  the  epidemic  of  1918. 

Since  the  work  of  the  American  Empyema 
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Commission  in  that  epidemic  we  consider  emer- 
gency operations  in  patients  dangerously  ill  dur- 
ing acute  stages  of  the  disease  are  not  justifiable. 
Unless  pressure  from  the  collection  is  so  great 
that  respiratory  function  is  embarrassed  or  cir- 
culation is  impeded,  rapid  removal  of  the  fluid 
is  not  necessary;  instead  of  saving  life,  it  con- 
tributes to  a fatal  result  in  most  instances.  Death 
in  the  acute  stage  is  not  due  to  absorption  of  the 
fluid  itself,  but  to  disease  of  the  underlying  lung 
tissue.  Too  early  operation  results  in  collapse  of 
the  remaining  air-bearing  portion  of  lung  tissue 
and  insufficient  oxygenation  incident  to  pneu- 
mothorax. 

I wish  to  draw  many  of  my  points  from  case 
histories  of  personally  operated  cases. 

Case  1.  K.  E.  University  hospital  18665,  age  19,  de- 
veloped pneumonia  six  weeks  before  admission.  He 
was  in  bed  two  weeks.  After  this  time  he  did  not 
feel  normal  so  saw  a doctor  who  diagnosed  empyema. 
At  the  hospital  he  had  the  typical  physical  findings 
of  acute  empyema  of  the  left  side,  corroborated  by 
the  roentgenogram.  His  leucocyte  count  was  17,400, 
with  80  per  cent  polymorphonuclears,  the  erythrocyte 
count  being  3,650,000  and  hemoglobin  60  per  cent. 
Aspiration  of  the  chest  showed  thick  pus,  which  a 
smear  and  culture  demonstrated  to  contain  the  pneu- 
mococcus. Two  days  after  admission  the  operation 
was  performed,  under  local  anaesthesia,  using  0.5 
per  cent  novocaine  solution.  He  was  placed  on  the 
operating  table  lying  on  his  normal  side  and  with  a 
sand  bag  under  his  lower  ribs.  This  arches  the  chest 
so  that  the  ribs  at  the  operative  site  are  farther 
apart.  This  facilitates  exposure  and  is  very  impor- 
tant. An  incision  four  inches  long  over  the  eighth 
interspace  from  the  angle  of  the  ribs  outward  was 
made.  The  latissimus  dorsi  and  intercostal  muscles, 
and  pleura  were  incised  the  entire  length  of  the  inci- 
sion, letting  the  ribs  separate  which  gives  excellent 
exposure.  The  pus  was  evacuated  with  a suction  ap- 
paratus. No  sutures  at  all  were  used.  Four  drainage 
tubes,  each  one-half  inch  in  diameter  were  inserted  to 
extend  just  through  the  chest  wall.  These  were  care- 
fully pinned  together  and  to  acriflavine  gauze  packed 
in  subcutaneously. 

The  day  after  the  operation  the  patient  was  put  on 
a high  caloric  diet  and  began  breathing  exercises. 
All  the  tubes  and  gauze  were  removed,  giving  an  ex- 
cellent view  into  the  cavity  and  collections  of  fibrin 
were  removed  with  forceps.  A few  cubic  centimeters 
of  Dakin’s  solution  were  injected  into  the  cavity,  then 
a little  more  of  the  solution,  proceeding  very  carefully 
to  see  that  there  was  no  coughing.  In  this  case  no 
coughing  resulted  so  the  cavity  was  irrigated  with 
Dakin’s  solution  until  all  loose  fibrin  was  removed 
and  the  fluid  returned  clear.  Four  fresh  tubes  were 
inserted  and  also  a Carrel-Dakin  tube  into  the  an- 
terior angle  of  the  wound.  Dakin’s  solution  was  in-- 
jected  into  this  tube  by  the  nurse  every  two  hours 
day  and  night.  Similar  dressings  were  done  daily. 
Eight  days  post-operative  the  cavity  was  reduced  to 
90  cc  capacity,  and  eighteen  days  post-operative  to 
35  cc.  Twenty-eight  days  after  the  operation  the  cav- 
ity was  18  cc  capacity,  while  on  straining  it  was  re- 
duced to  5 cc.  He  was  dismissed  thirty-two  days 
after  his  operation,  during  which  time  he  gained 
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twenty-two  and  a half  pounds.  The  wound  at  that 
time  was  not  healed. 

A few  days  after  getting  home  he  got  a very  serious 
erysipelas. 

The  diagnosis  in  these  cases  are  made  from 
the  history,  physical  findings,  roentgen-ray,  and 
aspiration.  Aspiration  is  very  important  and 
should  always  precede  operation.  It  shows  the 
location  of  the  fluid,  the  type  of  fluid,  and  the 
organism.  If  the  fluid  is  thin  and  serous  no  open 
operation  should  be  done  as  at  this  time  no  ad- 
hesions have  formed  and  the  operation  would 
result  in  collapse  of  the  lung,  seriously  embarrass- 
ing respiration,  causing  mediastinal  flapping,  and 
resulting  in  a large  pleural  cavity. 

A smear  and  culture  of  the  pus  shows  the  or- 
ganism present.  A sterile  culture  suggests  tuber- 
culosis. It  is  important  to  rule  out  a tuberculous 
empyema.  An  open  operation  in  tuberculous  em- 
pyema usually  results  in  a mixed  infection  and  a 
sinus  persisting,  which  is  very  difficult  or  im- 
possible to  heal.  An  operation  in  this  disease 
will  usually  make  the  patient  a chronic  invalid 
for  life.  In  the  above  case  aspiration  revealed 
thick  pus,  denoting  pleural  adhesions,  and  the 
organism  was  pneumococcus.  Therefore,  the  op- 
eration was  proceeded  with  at  once.  A delay  af- 
ter thick  pus  is  obtained  results  in  more  thicken- 
ing of  the  pleura  which  delays  reexpansion  of  the 
lung.  Except  in  infants  the  operation  is  per- 
formed with  a local  anaesthesia.  Heuer  had  five 
deaths  which  he  attributed  directly  to  general  an- 
aesthesia. Three  of  these  cases  developed  acute 
broncho-pneumonia  and  died,  one  died  on  the  op- 
erating table  from  aspiration  of  pus  through  a 
bronchial  fistula,  and  another  died  on  the  operat- 
ing table  from  the  anaesthesia,  pleural  reflex,  or 
acute  surgical  pneumothorax.  Aschner  consid- 
ers the  so-called  pleural  reflex  is  really  a cere- 
bral air  embolism. 

With  thick  pus  there  is  no  danger  of  collapse 
of  the  lung  and  it  is  treated  as  an  abscess.  The 
treatment  is  adequate  drainage.  In  the  case  re- 
port I described  the  incision  I favor.  It  is  called 
“Major  intercostal  thoracostomy.”  The  main 
point  is  a long  enough  division  of  the  intercostal 
muscles,  which  lets  the  ribs  be  well  separated. 
Unless  the  patient  is  very  emaciated  so  the  ribs 
slant  downward  excessively,  the  exposure  is  ex- 
cellent. In  this  latter  case  I do  not  hesitate  to 
resect  a rib.  However,  with  rib  resection  four 
per  cent  of  cases  develop  osteomyelitis  in  the  ribs 
severe  enough  to  demand  operation.  Osteomye- 
litis can  be  lessened  by  the  use  of  bone  wax  to 
the  cut  rib  ends,  or  to  cauterizing  the  ends  as  Dr. 
Roeder  suggested  in  his  discussion  of  my  paper 


on  chronic  empyema  at  the  Nebraska  State  Medi- 
cal Association  in  1926. 

The  post-operative  treatment  is  very  important. 
Of  course,  the  general  methods  of  pre  and  post- 
operative treatment  of  any  surgical  case  are  car- 
ried out.  Breathing  exercises  are  begun  at  once 
for  reexpansion  of  the  lung.  The  exercise  I pre- 
fer, if  the  patient  can  understand  it,  is  a deep  in- 
spiration followed  by  an  attempt  at  expiration 
with  the  glottis  closed.  In  this  way  the  lungs 
are  filled  with  air  at  the  inspiration,  then,  when 
the  chest  and  adbominal  muscles  are  contracted, 
air  cannot  get  out  of  the  lungs  but  rushes  out  of 
the  operative  wound  to  diminish  the  size  of  the 
empyema  cavity.  Blowing  into  Wolff  bottles 
does  not  act  to  the  same  degree,  as  the  air  is 
blown  out  of  the  lungs  also.  In  case  of  broncho- 
pleural fistulae  breathing  exercises  do  no  good. 

As  soon  as  possible  the  patient  is  gotten  out  of 
bed,  then  when  slightly  stronger  calisthenics  are 
begun  to  prevent  deformity,  such  as  flattening  of 
the  chest,  kyphosis,  scoliosis,  etc.  Nutrition  plays 
an  important  part.  Bell,  of  the  Empyema  Com- 
mission states  that  these  patients  show  a nega- 
tive nitrogen  balance  on  1500  calories  intake  per 
day.  This  negative  balance  is  the  cause  of  emaci- 
ation and  even  of  many  fatalities  in  chronic  cas- 
es. Therefore,  give  a mixed  diet  of  3,300  to 
3,500  calories  with  milk  and  raw  eggs  between 
meals.  This  gives  a positive  balance  and  a gain 
in  weight.  This  patient  gained  22^  pounds  in 
thirty-two  days  following  operation. 

In  the  daily  dressings  I remove  all  the  tubes 
and  gauze.  This  gives  an  excellent  view  of  the 
cavity  allowing  removal  of  fibrin,  breaking  down 
of  adhesions  tending  to  wall  off  pockets,  etc.  As 
no  sutures  are  taken  in  the  ends  of  the  wound 
there  is  little  chance  for  infection  there.  Dakin’s 
solution  acts  by  its  bacteriocidal  power,  its  prop- 
erty of  dissolving  necrotic  tissue  so  as  to  thin 
the  pleura;  and  the  irrigation  removes  all  loose 
necrotic  tissue  with  its  myriads  of  bacteria. 

This  case  went  home  before  the  cavity  was 
completely  obliterated.  This  is  somewhat  dan- 
gerous, unless  very  careful  care  is  taken  at  home. 
At  home  he  developed  erysipelas.  Heuer  advises 
against  dismissing  cases  with  draining  sinuses, 
as  eleven  per  cent  fail  to  heal.  Also,  convales- 
cence in  75  per  cent  requires  over  three  months, 
and  many  take  six  to  twelve  months. 

In  spite  of  the  best  treatment  many  cases  will 
continue  to  have  a fever  and  complications.  If 
the  temperature  is  not  much  reduced  at  the  end 
of  a week  look  for  the  reason.  It  is  neglect  of 
these  cases  that  leads  to  empyemata  becoming 
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chronic.  I have  never  yet  sent  out  a patient  with 
a chronic  sinus.  Some  have  required  several  op- 
erations but  in  the  end  results  were  always  ex- 
cellent. Some  of  the  chief  things  to  look  for  and 
treat  to  prevent  chronicity  are: 

1.  Open  operation  too  early. 

2.  Operation  too  late. 

3.  Inadequate  drainage. 

4.  Foreign  bodies  in  cavity;  as  tubes,  rib  seques- 
tra, etc. 

5.  Osteomyelitis  of  rib  ends. 

6.  Broncho-pleural  fistulae. 

7.  Multiple  sacculations  of  pus.  , 

a.  Communicating  with  main  cavity. 

b.  Not  communicating  with  main  cavity. 

8.  Fibrosis  of  the  lung. 

9.  Tuberculosis. 

10.  Actinomycosis,  streptothricosis,  etc. 

11.  Syphilis. 

Case  2.  H.  E.  B.  Clarkson  37715,  age  65.  Acute 
encapsulated  parietal  pneumococcus  empyema  follow- 
ing pneumonia.  Similar  treatment  to  the  other  case. 
In  five  days  capacity  of  cavity  reduced  to  one  and 
one-half  cubic  centimeters.  In  twenty-one  davs  cav- 
ity obliterated. 

Case  3.  M.  B.  University  13678,  age  6.  This  girl 
had  a series  of  very  severe  infections  with  high  fever. 
It  began  with  a peritonsillar  abscess,  then  pyelitis, 
otitis  media,  broncho  pneumonia,  and  pneumococcus 
empyema.  I did  similar  treatment  except  that  a rib 
was  resected.  Her  result  was  remarkable,  the  tem- 
perature very  rapidly  became  normal.  In  ten  days 
she  was  dismissed  completely  well  with  the  intra- 
thoracic  cavity  closed. 

Case  4.  L.  "W.,  Immanuel  28920,  age  3.  Acute  left 
streptococcus  empyema  following  pneumonia.  Used 
closed  drainage  five  days  after  admission.  The  pus 
then  was  thick.  The  tube  led  to  a bottle  of  fluid 
hung  to  the  side  of  the  bed  to  get  a siphon  action. 
Through  a side  tube  Dakin’s  irrigations  were  per- 
formed daily.  Twenty-three  days  post-operative  the 
roentgen-ray  showed  the  previous  cavity  completely 
obliterated.  The  tubes  were  then  removed  and  two 
days  later  she  was  dismissed  with  the  wound  com- 
pletely healed.  She  has  remained  well  since. 

I do  not  object  to  the  closed  method  of  treat- 
ment provided  it  is  adequate.  I like  it  especially 
on  infants.  However,  if  temperature  persists  a 
second  operation  should  be  done  without  delay. 
This  should  be  an  open  operation  with  an  ade- 
quate opening. 

Case  5.  A.  H.  Immanuel  24833,  age  18.  Rib  re- 
section elsewhere  17  months  previously  for  empyema 
following  pneumonia.  Was  dismissed  from  hospital 
ten  days  after  that  operation  and  has  been  unable  to 
work  since.  He  was  very  weak,  tired,  and  emaciated 
when  I saw  him.  He  had  considerable  pus  in  the 
pleural  cavity  wdth  the  wound  completely  healed.  With 
local  anaesthetic  I did  a rib  resection.  He  had  simi- 
lar post- operative  treatment  and  was  dismissed  in 
twenty-three  days  with  the  chest  cavity  completely 
obliterated  and  with  a gain  i'n  weight  of  10%  pounds. 

This  case  had  become  chronic  due  to  inade- 
quate drainage.  The  wound  should  not  be  allow- 
ed to  close  until  the  lung  has  expanded  to  com- 
pletely obliterate  the  cavity. 

Case  6,  Mrs.  V.  P.,  University  27,400,  age  23.  Three 
months  previously  gave  birth  to  a baby.  Twenty-four 


days  later  had  pain  in  the  chest,  cough,  and  fever. 
One  month  after  onset  of  these  symptoms  a thoracos- 
tomy was  done  elsewhere.  She  states  that  about 
four  liters  of  watery  fluid  was  removed.  Five  days 
later  she  was  dismissed,  since  when  her  condition  has 
become  progressively  worse,  with  much  loss  of  weight, 
cough,  diarrhoea  and  pain.  She  has  had  swelling  of 
feet,  chills  and  fever  of  about  103  degrees  F.  daily. 
The  wound  continued  draining  and  it  soon  became 
purulent.  Roentgenogram  showed  complete  collapse 
of  the  lung.  The  tubercle  bacillus  was  recovered  from 
the  stool.  She  died  about  three  months  after  the 
operation.  Necropsy  revealed  miliary  tuberculosis. 

This  patient  illustrates  the  serious  results  fol- 
lowing an  open  thoracostomy  in  the  presence  of 
serous  fluid.  The  lung  was  completely  collapsed 
and  half  of  her  thorax  was  one  large  cavity.  I 
do  not  believe  it  would  have  been  possible  to 
obliterate  it  surgically.  Secondly  an  open  opera- 
tion was  done  in  tuberculosis  resulting  in  a 
chronic  sinus  and  fatal  miliary  tuberculosis. 

It  is  interesting  to  note  that  this  last  winter 
at  the  University  Hospital  were  two  cases  of 
streptothrix  empyema,  R.  I\I.  University  26676, 
age  26,  operated  by  me,  and  E.  C.  University 
26496,  age  35,  operated  by  Dr.  Walters.  These 
cases  are  characterized  by  the  lesion  disregard- 
ing anatomical  boundaries.  Both  started  in  the 
lung  and  extended  into  the  pleural  cavity  with 
very  foul  smelling  pus  and  large  broncho-pleural 
fistulae. 

Due  to  thickened  pleura  it  is  often  difficult  to 
obliterate  an  old  chronic  empyema  cavity.  The 
main  methods  used  are  as  follows : 

1.  Dakin’s  irrigations  and  breathing  exercise. 

2.  Decortication  of  the  pleura. 

3.  Discission  of  the  pleura. 

4.  Closure  of  bronchial  fistulae. 

5.  Thoracoplasty. 

6.  Fill  cavity  with  graft  of  muscle,  fat  or  skin. 

The  following  cases  illustrate  these  methods : 

Case  7.  R.  W.  B.,  Immanuel  21662,  age  51,  had  in- 
fluenza followed  by  pneumonia  and  empyema  seven 
months  previously.  Six  weeks  after  pus  was  aspirat- 
ed, a rib  resection  was  done  elsewhere.  Two  weeks 
after  operation  a broncho-pleural  fistula  was  demon- 
strated by  injecting  methylene  blue  into  the  pleural 
cavity.  This  he  coughed  up.  He  lost  from  130  to  97 
pounds  i'n  weight  in  two  months  following  the  opera- 
tion when  he  was  dismissed.  He  was  coughing  up 
pus.  He  continued  to  lose  weight.  The  wound  opened 
and  closed  about  a dozen  times.  When  open  there 
was  much  less  purulent  expectoration.  His  tempera- 
ture afternoons  was  about  100  degrees  Fahrenheit. 
Six  weeks  after  returning  home  his  physician  made 
a minor  intercostal  thoracostomy  but  this  soon  closed. 

When  I saw  him  he  was  in  extremely  bad  condition, 
being  six  feet  tall  and  weighing  83  pounds.  He  was 
in  bed,  apparently  too  weak  to  rise,  coughed  consid- 
erably, and  spat  up  about  eight  ounces  of  pus  daily. 
There  was  an  imperfectly  draining  pyo-pneumothorax. 
I resected  a rib,  which  showed  osteomyelitis.  About 
a liter  of  pus,  showing  a mfeed  infection,  escaped 
from  a very  large  cavity.  The  cough  and  expectora- 
tion ceased  almost  immediately.  One  month  later  the 
bronchial  fistula  had  closed  spontaneously  and  he  had 
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gained  ten  pounds.  At  three  months  with  Dakin’s 
irrigations,  high  caloric  diet,  breathing  exercises,  etc., 
the  cavity  was  reduced  to  50  cc.  where  it  remained 
stationary.  He  had  gained  thirty  pounds.  Then  a 
decortication  operation  was  done.  Two  months  later 
he  was  dismissed  with  a cavity  of  one  cubic  centi- 
meter capacity.  This  has  subsequently  closed. 

This  case  became  chronic  due  to  too  late  an 
operation,  a broncho-pleural  fistula,  and  most 
important  of  all  due  to  inadequate  drainage.  A 
broncho-pleural  fistula  can  be  demonstrated  by 
injecting  a dye  into  the  pleural  cavity  which  col- 
ors the  sputum,  by  injecting  Dakin’s  solution 
which  produces  severe  coughing  and  the  patient 
tastes  the  chlorine,  or  by  injecting  lipiodol  which 
a roentgenogram  will  show  extending  into  the 
bronchial  tree. 

Pus  takes  the  easiest  way  to  escape.  If  the 
thoracostomy  opening  is  larger  and  better  placed 
for  drainage  than  the  bronchus,  the  drainage  will 
be  through  the  wound.  This  results  usually  in 
spontaneous  closure  of  the  broncho-pleural  fis- 
tula. A two  per  cent  alcoholic  solution  of  gen- 
tian violet  is  used  by  Keller  as  a local  application 
to  the  bronchus  to  aid  closure.  If  these  methods 
fail  it  is  necessary  to  close  the  fistula  by  opera- 
tive means. 

In  the  above  case  dakinization  and  breathing 
exercises  reduced  an  extremely  large  cavity  to 
fifty  cubic  centimeters  capacity.  It  cleans  up  the 
wound,  removes  the  infection  and  results  in  a 
great  improvement  of  the  patient’s  condition.  At 
times,  as  in  case  No.  5,  it  results  in  complete 
cure.  When  the  cavity  remains  stationary  and  of 
the  same  capacity  on  straining  as  on  ordinary 
respiration,  one  of  the  other  methods  should  be 
used.  The  ideal  method  is  to  have  the  lung  ex- 
pand to  fill  the  cavity  as  this  increases  vital  ca- 


pacity and  produces  no  deformity.  It  is  accom- 
plished by  decortication  or  discission  of  the 
pleura.  In  cavities  of  over  three  ounces,  especial- 
ly, this  principle  should  be  followed.  In  small 
cavities  the  other  methods  are  good. 

Case  8,  W.  H.  M.,  Immanuel  23131,  age  62,  was  a 
rather  feeble  man  with  auricular  fibrillation  and  weak 
heart.  I did  the  original  operation  and  five  others 
on  him  before  he  was  cured.  So  many  operations 
were  necessary  because  his  cardiac  condition  was  too 
bad  to  allow  any  very  extensive  operation.  Culture  of 
the  fluid  aspirated  showed  streptococcus  hemolyticus. 
I did  the  following  operations: 

1.  Rib  resection. 

2.  Opened  secondary  pus  pocket. 

3.  Discission  of  pleura,  very  slight  expansion  due  to 
fibrosis  of  the  lung. 

4.  Resection  tenth  and  eleventh  ribs. 

5.  Resection  seventh,  sixth,  and  fifth  ribs.  He  was 
in  the  hospital  seven  months  and  dismissed  in  quite 
good  condition  with  cavity  of  one  ounce  capacity  and 
lined  with  epithelium.  Three  months  later  he  return- 
ed in  good  condition,  but  came  because  it  was  hard 
for  him  to  keep  the  cavity  clean. 

6.  Excised  skin  from  cavity  and  inserted  a pedieled 
muscle  graft. 

Dismissed  three  weeks  later  with  the  wound  com- 
pletely healed. 

This  case  became  chronic  because  of  an  im- 
perfectly drained  pocket  of  pus,  thickened  pleura, 
and  fibrosis  of  the  lung.  It  illustrates  most  all 
of  the  methods  of  treatment  and  shows  that  even 
a very  weak  patient  may  be  cured  by  doing  many 
small  operations.  At  the  present  time  he  is  work- 
ing full  time  and  feeling  fine.  There  is  still 
auricular  fibrillation. 

In  conclusion  I wish  to  emphasize  the  dangers 
of  operating  on  a tuberculous  empyema,  the  fact 
that  a chronic  empyema  is  usually  the  result  of 
an  improper  treated  acute  empyema,  and  that 
most  chronic  empyemata  can  be  cured  by  proper 
treatment. 


STATE  MEDICINE* 

PALMER  FINDLEr,  M.  D., 
Omaha,  Nebr. 


We  hear  much  about  State  Medicine  in  medi- 
cal circles.  To  many  doctors  it  is  a spectre  that 
haunts  them  by  day  and  by  night,  while  others 
in  the  medical  profession  believe  State  Medicine 
will  prove  to  be  a blessing  to  the  public.  All  are 
agreed  that  State  Medicine  in  one  form  or  an- 
other is  inevitable,  but  no  one  has  as  yet  clearly 
defined  the  exact  meaning  of  the  term. 

Assuming  that  we  are  to  have  State  Medicine 
and  that  its  operations  and  its  limitations  have 
not  yet  been  defined,  it  is  clearly  the  duty  and 

•Read  before  the  Professional  Men's  Club  of  Omaha,  June  12,  1929. 

••Acknowledgement  is  given  Dr.  J.  R.  Baldwin  of  Columbus,  Ohio, 
from  whose  address  on  State  Medicine  much  material  was  derived. 


the  privilege  of  the  medical  profession  to  formu- 
late and  direct  its  activities.  We  are  admonished 
that  if  the  medical  profession  fails  to  cooperate 
in  its  development  and  assume  leadership  it  will 
be  hoisted  upon  the  profession  in  ways  that  will 
be  detrimental  to  the  profession  and  to  the  pub- 
lic. Dr.  Fishbein,  editor  The  Journal  of  the 
American  Medical  Association,  warns  the  pro- 
fession that  it  must  give  serious  consideration 
to  conditions  “if  we  are  to  accomplish  anything 
in  our  efforts  to  direct  the  trend  of  public  opinion 
in  matters  pertaining  to  the  practice  of  medicine 
as  to  whether  it  is  to  an  individualistic  practice 
of  medicine  or  social  medicine”. 
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Let  US  admit  at  the  onset  of  this  discussion 
that  medical  science  and  practice  are  indispens- 
able ; that  we  must  have  doctors  and  that  the 
only  debatable  question  is — Shall  the  doctors  and 
their  practices  be  employed  and  regulated  by  the 
State  or  shall  the  doctors  remain,  as  now,  a self 
governing  body,  with  limited  governmental  super- 
vision and  control? 

Our  forebearers  were  warned  by  Dr.  Hoffman 
to  “flee  from  doctors  and  medicine  if  you  would 
be  safe”  and  we  are  admonished  in  the  scriptures 
to  put  our  trust  in  the  Lord  and  not  in  physi- 
cians. However  justified  these  admonitions  may 
have  been  at  the  time  they  were  given  surely 
the  medical  profession,  with  all  its  marvelous 
achievements  of  the  past  two  centuries,  has  justi- 
fied its  existence.  The  span  of  life  is  increasing 
and  we  are  enjoying  a more  abundant  life  today 
than  ever  before  and  much  of  the  credit  should 
be  given  the  medfcal  profession.  We  acknowl- 
edge our  limitations  in  the  prevention  and  cure 
of  disease  and  frankly  admit  that  evil  doers  are 
within  our  ranks  but  with  all  the  sins  we  are 
inclined  to,  we  submit  that  the  possibilities  for 
good  justifies  our  existence  and  challenges  the 
confidence  and  esteem  of’the  public. 

There  are  those  who  demand  that  the  doctor 
be  actuated  solely  by  altruistic  motives ; that  the 
“healing  art  divine”  should  never  permit  itself 
to  be  debased  by  the  sordid  commercialism  of 
the  world.  What  would  a man  not  give  for  his 
life  and  yet  when  his  life  has  been  saved  and  all 
fear  and  suffering  removed,  what  more  natural 
than  for  the  recipient  of  these  blessings  to  as- 
sume that  the  satisfaction  the  doctor  must  feel  in 
the  performance  of  such  worthy  deeds  should  be 
his  sole  reward.  When  the  doctor  approaches 
the  sick  bed  he  is  greeted  as  a messenger  sent 
from  God ; when  he  administers  the  healing  po- 
tion he  is  transformed  into  an  administering 
angel,  but  when  all  suffering  vanishes  he  is  re- 
garded as  but  an  ordinary  man  after  all,  and 
finally  when  the  statment  is  presented  for  serv- 
ices rendered,  low  and  behold,  he  is  the  devil  in- 
carnate. 

Dr.  Baldwin’s  conception  of  the  true  physician 
is  one  who  has  always  conducted  himself  in  such 
a manner  that  when  he  gets  to  heaven  and  is 
brought  face  to  face  with  his  former  patients, 
he  can  meet  them  with  a clear  conscience,  know- 
ing that  at  all  times  he  had  served  them  to  the 
limit  of  his  abilities,  that  while  he  may  have 
failed  he  had  done  his  level  best,  that  he  was 
never  careless  or  indifferent  to  their  demands ; 
while  not  always  wise  he  was  never  culpably 
ignorant,  that  he  never  made  distinction  between 


the  rich  and  the  poor,  had  always  sacrificed  his 
personal  comfort  and  pleasures,  in  their  interests, 
had  never  presumed  to  perform  a task  when 
there  was  a more  capable  doctor  available,  had 
never  advised  an  operation  or  treatment  for  dis- 
ease that  he  would  not  willingly  accept  for  hirti- 
self  under  like  circumstances,  that  his  charges 
for  service  had  always  been  reasonable,  that  the 
good  of  the  public  and  the  profession  had  actu- 
ated his  motives  at  all  times  and  that  he  had 
cherished  the  hope  that  when  he  had  come  to 
the  end  of  his  professional  career,  the  people 
would  rise  up  and  call  him  blessed  and  finally 
that  he  could  truthfully  say  “I  have  fought  the 
good  fight,  I have  kept  the  faith”. 

Few  there  are  in  the  medical  profession  who 
have  lived  up  to  the  standards  portrayed  by  Dr. 
Baldwin,  and  if  all  this  is  demanded  of  the  pro- 
fession by  the  public,  then  we  can  understand 
why  State  Medicine  has  its  advocates.  If  such 
standards  are  required  of  the  medical  profession 
why  not  of  all  professions?  And  if  we  must 
have  State  Medicine,  then  why  not  State  Law, 
State  Theology,  State  Architecture  and  on 
through  the  whole  category  of  professional 
groups  ? 

Let  us  briefly  review  the  arguments  for  State 
Medicine,  setting  aside  all  personal  bias,  and 
view  the  question  solely  from  the  standpoint  of 
the  public’s  interest.  For,  after  all,  that  which 
is  for  the  best  interest  of  the  greatest  number 
will  ultimately  prevail.  Let  us  define  State  Medi- 
cine as  a system  whereby  all  doctors  are  educated 
under  state  control  and  are  salaried  by  the  state. 
They  are  to  be  supported  through  taxation  and 
receive  no  direct  compensation  from  their  pa- 
tients. It  is  presumed  that  since  the  doctor  can- 
not profit  by  the  misfortunes  of  his  patients  he 
will  be  actuated  by  motives  that  are  pure  and 
undefiled.  His  status  would  be  likened  to  that 
of  the  educator.  Medical  education  would  be 
controlled  and  directed  by  the  state.  Practice 
would  be  supervised  by  the  state,  salaries  would 
be  fixed  by  the  state  and  in  proportion  to  the  re- 
sponsibilities assumed  and  skill  expended.  The 
doctor  would  be  assigned  to  definite  localities, 
post-graduate  courses  would  be  provided  and  re- 
quired, vacations  would  be  granted  and  there 
would  be  pensions  for  physical  disabilities  and 
old  age.  We  would  have  none  of  the  over 
crowding  of  the  cities  and  neglect  of  the  rural 
communities  for  the  doctors  would  be  allocated 
in  accordance  with  the  needs  of  the  communities. 
There  would  be  none  of  the  nefarious  practice  of 
fee  splitting  because  there  would  be  no  fees  to 
split.  There  would  be  no  unnecessary  services 
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performed  for  reason  of  financial  reward  and 
patients  would  be  referred  to  the  doctor  most 
competent  to  perform  the  services  rather  than  to 
be  retained  in  less  competent  hands.  If  all  this 
could  be  accomplished  through  State  Medicine, 
then  I would  say — let  us  have  State  Medicine. 
But  can  it?  Few  reforms  have  ever  been  carried 
to  a successful  issue  through  governmental  con- 
trol. 

It  is  argued  that  public  school  education  was 
once  more  bitterly  opposed  than  is  State  Medi- 
cine. Governor  Burkley  of  Virginia,  in  1675, 
said : — “I  thank  God  that  we  have  no  public 
schools  nor  printing  presses  and  I hope  that  we 
shall  not  have  any  for  a hundred  years ; for 
learning  has  brought  disobedience  and  heresy 
and  sects  into  the  world,  and  printing  has  di- 
vulged them  and  libeled  governments.  God  keep 
us  from  both !”  And  now  we  have  public  educa- 
tion and  it  is  costing  the  taxpayers  of  our  nation 
the  tidy  sum  of  not  less  than  two  billions  of  dol- 
lars annually.  The  proponants  of  State  Medi- 
cine affirm  that  it  is  as  much  the  business  of 
the  state  to  prevent  and  cure  diseases  as  it  is  to 
■ educate  our  youth ; they  argue  that  free  educa- 
tion does  not  pauperize,  neither  will  free  medical 
service. 

Fifty  years  ago  there  was  little  supervision 
over  medical  practice.  One  could  practice  medi- 
cine with  less  than  a high  school  education  and 
without  attending  upon  lectures  and  clinics  in  a 
medical  school.  A brief  period  under  the  tute- 
lage of  a preceptor  would  suffice  and  the  precep- 
tor may  have  been  an  untutored  practitioner. 
There  were  no  health  officers,  no  school  physi- 
cians or  nurses,  no  visiting  nurses,  no  sanitary 
inspectors  and  no  organized  efforts  to  educate 
the  public  in  health  problems. 

Now  we  have  state  control  of  licensure  of 
doctors,  dentists,  nurses,  veterinarians,  barbers, 
beauty  specialists  and  hair  dressers.  We  have 
industrial  commissions.  Every  community  has 
its  health  officers,  the  state  provides  for  the  care 
and  instructions  of  the  deaf,  the  dumb  and  the 
blind ; the  cripple,  the  mental  defectures  and  the 
victims  of  venereal  and  contageous  diseases  are 
cared  for  by  the  state.  The  government  as  well 
as  many  private  organizations  are  engaged  in 
educating  the  public  in  health  problems.  We  have 
adjusted  ourselves  to  these  obligations  and  they 
are  generally  approved  by  the  medical  profes- 
sion and  the  public.  If  it  is  the  duty  of  the  state 
to  provide  for  these  exigencies,  why,  we  are 
asked,  should  not  the  state  provide  for  the  acute- 
ly ill  and  injured;  for  the  rich  and  poor  alike? 
The  public  schools  are  open  to  rich  and  poor 


alike ; police  protection  is  provided  and  without 
class  distinction.  Why  not  medicine?  Formerly 
the  medical  profession  was  solely  concerned  with 
the  cure  of  disease,  now  the  prevention  of  dis- 
ease is  of  most  vital  concern,  and  is  this  not  the 
duty  of  the  state?  Dr.  James  Warbasse  says— 
‘Modern  medicine  has  been  won  through  the 
sufferings  of  countless  generations ; it  is  the 
heritage  of  all,  to  be  denied  to  none”,  and  adds 
that  “socialization  of  medicine  is  coming”.  The 
Canadian  Minister  is  now  preparing  a bill  for 
State  Medicine.  Traveling  clinics,  at  the  expense 
of  the  government,  are  supplying  medical  services 
to  the  widely  scattered  communities  in  Alberta. 
The  Panel  System  has  long  been  established  in 
England  and  is  fairly  satisfactory  to  the  profes- 
sion and  public.  In  Germany  40,000  doctors  are 
employed  by  the  government  and  two-thirds  of 
the  German  population  receive  medical  services 
and  hospital  accommodations  from  the  state.  The 
maximum  income  of  a doctor  so  employed  is 
$5,000.  In  the  Canal  Zone  there  are  no  private 
practitioners,  no  cults,  no  quacks  to  prey  upon 
the  credulity  of  the  suffering  public,  no  patent 
medicine.  All  is  under  government  control.  Pre- 
ventive medicine  has  made  the  Canal  Zone  one 
of  the  healthiest  places  in  the  world. 

In  support  of  State  Medicine  it  is  contended 
that  most  advances  in  medical  science  are  made 
by  salaried  men  and  that  this  will  be  increasingly 
so  in  future  years. 

In  support  of  the  contention  that  State  Medi- 
cine is  an  economic  necessity,  it  is  estimated  that 
there  is  an  annual  expenditure  in  the  United 
States  of  $700,000,000  for  drugs,  $3,000,000,000 
paid  by  industries  for  illness,  $6,000,000,000  for 
lives  needlessly  lost,  $1,800,000,000  for  hospital 
maintenance,  $90,000,000  for  funerals  and  only 
$65,000,000  for  public  health. 

Advocates  of  State  Medicine  are  wont  to  refer 
to  the  Army  and  Navy  Medical  Corps  as  evidence 
of  governmental  efficiency  in  medical  affairs.  A 
young  man  enters  the  Army  or  Navy  with  a 
salary  of  $8,696  if  single,  and  $3,153  if  married. 
As  Colonel  he  receives  $6,776  if  single  and  $7,800 
if  married.  In  addition  to  his  salary  he  receives 
subsistance  and  rental  allowance,  stable  and  for- 
age together  with  $13  a month  for  the  keep  of  a 
horse.  For  travel  by  land  he  is  allowed  eight 
cents  a mile  and  free  transportation  by  sea.  He 
is  granted  thirty  days  leave  of  absence  each  year 
on  full  pay.  Medical  books  and  periodicals  are 
supplied  by  the  government  and  when  engaged 
in  graduate  study  his  tuition  is  paid  and  his  full 
salary  remains  in  force.  In  event  of  permanent 
disability  he  is  paid  three-fourths  of  his  salary 
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and  at  death  his  dependants  receive  half  a years 
salary.  It  is  contended  that  under  State  i\Iedi- 
cine,  granting  that  the  government  would  re- 
ward the  doctors  as  liberally  as  it  now  does  the 
Army  and  Navy  Medical  Corps,  that  the  profes- 
sion would  be  better  compensated  than  they  are 
now  in  private  practice.  The  average  gross  in- 
come of  general  practitioners  is  said  to  be  $3,000. 
At  least  half  this  amount  would  be  required  for 
professional  overhead.  It  would  seem  that  the 
average  practitioner  of  medicine  would  be  more 
liberally  provided  for  under  State  ^ledicine.  It 
is  the  specialists  with  larger  incomes  who  would 
suffer  under  state  control.  Recently  I had  the 
privilege  of  visiting  the  Xavy  Hospital  in  Nor- 
folk, Mrginia.  I found  the  medical  staff  a com- 
petent, enthusiastic  group.  They  were  thorough- 
ly abreast  with  modern  medicine  and  their  equip- 
ment was  excellent.  They  assured  me  that  there 
was  every  encouragement  for  scientific  develop- 
ment and  that  there  were  no  restrictions  upon 
personal  initiative,  even  among  the  lowest  in 
rank.  Indeed  promotion  to  higher  rank  depended 
upon  their  progress  in  scientific  medicine.  In 
their  staff  meetings,  where  scientific  subjects 
are  discussed,  there  is  no  distinction  in  rank. 

Dr.  Bevan,  Chairman  of  the  Committee  on 
^Medical  Education  of  The  American  Medical  As- 
sociation, says:  “iMedicine  is  rapidly  becoming 
an  important  function  of  the  state.  It  will  mean 
state  control  and  state  support  for  public  health, 
for  medical  licensure,  for  medical  education,  for 
medical  research,  and  to  an  increasing  extent  the 
medical  care  of  the  helpless.  And  when  we  have 
educated  the  people  we  will  have  no  difficulty  in 
securing  the  necessary  laws,  machinery  and  funds 
to  make  medicine  a great  function  of  the  state”. 

It  is  predicted  that  State  ^Medicine  would 
abolish  quackery  and  secret  nostrums  and  that 
it  would  foster  research  in  the  cause,  prevention 
and  cure  of  disease,  and  to  a greater  degree  than 
is  now  possible  under  private  direction. 

The  poor  are  now  receiving  from  private  and 
state  sources  all  that  medical  science  has  to  offer. 
The  rich  are  paying  for  such  service,  but  it  is 
the  great  middle  class  who  find  it  increasingly 
difficult  to  obtain  that  which  is  now  considered 
essential  for  the  proper  study  and  treatment  of 
their  ailments,  because  of  the  ever  mounting 
costs.  It  is  the  problem  of  the  middle  class  that 
is  creating  the  demand  for  State  Medicine.  With 
the  ever  increasing  cost  of  hospital  maintainance 
it  is  questionable  if  the  unendowed  private  hos- 
pital can  long  exist  and  if  that  time  comes,  then 
the  middle  class  will  join  the  poor  in  seeking 
state  aid  In  the  mid-we^t  the  average  cost  to 


the  hospital  is  $4.50  per  day,  per  bed.  In  the 
east  it  is  six  to  nine  dollars  and  every  year  brings 
added  costs.  This  is  indeed  a heavy  tax  upon 
the  average  income. 

The  sparcely  settled  portions  of  our  country 
are  inadequately  supplied  with  doctors  and  hos- 
pitals and  it  will  be  the  duty  of  the  state  to  pro- 
vide facilities  for  these  out-lying  districts  where 
the  private  practitioner  could  not  eke  out  a living. 
There  will  be  traveling  clinics  such  as  are  now 
to  be  found  in  the  province  of  Alberta.  One 
such  traveling  clinic  is  now  supported  and  direct- 
ed by  the  state  of  X'orth  Carolina  for  the  beni- 
fit  of  rural  communities. 

Admitting  that  these  arguments  in  favor  of 
State  Medicine  sound  alluring  to  the  suffering 
public  and  that  some  of  them  are  valid  we  ask: 
What  of  the  tax-payer  who  must  provide  a sum 
at  least  equal  to  our  educational  budget — an  item 
in  excess  of  $2,000,000,000  ? Will  medical  serv- 
ice be  “free”  to  him? 

Medical  education  is  acquired  at  great  ex- 
penditure of  time,  labor  and  money.  Seven  to 
twelve  years  of  such  sacrifices  are  scarcely  justi- 
fied in  the  prospect  of  a salaried  job  such  as 
State  ^Medicine  could  offer.  Admitting  that  the 
rank  and  file  of  the  profession  would  be  better 
rewarded  in  State  Medicine,  there  would  be  little 
incentive  to  make  the  necessary  preparation  for  a 
distinguished  career.  Take  awa\'  individuality 
and  you  destroy  initiative.  State  I^Iedicine  can- 
not change  human  nature  though  it  may  change 
human  relationships.  Independence  in  medical 
practice  is  as  essential  to  the  happiness  and  pros- 
perity of  doctors  as  is  independence  in  citizen- 
ship. Americans  will  be  satisfied  with  no  less. 
There  will  always  be  independent  practitioners. 
In  the  main  they  will  be  the  most  progressive  and 
competent.  State  iMedicine  will  attract  the  weak- 
er element  of  the  profession.  Those  who  are 
able  to  pay  the  price  will  continue  to  employ  the 
private  practitioner.  Those  who  cannot  pay  will 
receive  the  services  of  the  profession  as  they  now 
do.  While  gross  abuses  have  crept  into  the  pro- 
fession, it  cannot  be  said  that  the  medical  pro- 
fession is  lacking  in  charity.  Doctors  are  com- 
mitting professional  suicide  in  their  zeal  for  pre- 
ventive medicine  and  much  has  been  accomplish- 
ed to  the  financial  loss  to  the  profession.  Medi- 
cine is  an  altruistic  calling;  it  always  has  been 
and  it  always  will  be.  There  are  unworthy  mem- 
bers in  its  ranks  and  evil  practices  are  among 
them,  but  one  black  sheep  does  not  lend  color  to 
the  whole  flock.  State  Medicine  is  in  vogue  to- 
day to  an  ever-increasing  extent,  but  to  make  a 
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universal  application  of  it  is  impractical  and  im- 
possible. It  has  proven  so  in  European  countries 
and  it  will  be  less  applicable  to  individualistic 


America.  In  a word,  it  is  Paternalism  in  its 
purest  form ; a word  that  is  repugnant  to  Ameri- 
can democracy. 


TWO  TYPES  OF  VASCULAR  DISTURBANCES  OF  THE  EXTREMITIES* 

B.  M.  RILEY,  M.  D.,  F.  A.  C.  P., 

From  the  Department  of  Medicine,  Creighton  University  School  of  Medicine, 

Omaha,  Nebr. 


I am  presenting  two  different  types  of  vas- 
cular disturbances  of  the  extremities,  one  the  ob- 
structive, obliterative  or  organic,  the  other  the 
non-obstructive  or  vaso-motor. 

Each  is  a distinct  clinical  and  pathological  en- 
tity, the  cause  of  which  is  not  definitely  estab- 
lished. The  end  results  in  each  show  a striking 
similarity. 

Mr.  F.  W.,  Council  Bluffs,  Iowa  (38),  machinist, 
American,  born  in  Carthage,  Illinois,  was  admitted  to 
St.  Joseph’s  Hospital,  March  4,  1929.  Referred  from 
the  Creighton  Dispensary  for  diagnostic  study  and 
treatment. 

His  family  history  is  not  important.  He  has  had 
influenza,  small  pox,  measles  and  chicken  pox.  A 
tonsilectomy  was  performed  in  1918. 

Chief  complaint;  Sharp  shooting  pains  alternating 
with  dull  continuous  pains  in  both  feet  for  the  past 
three  years. 

CLINICAL  HISTORY 

The  onset  was  sudden.  He  awoke  one  morning 
with  pain  in  one  heel,  and  a feeling  as  though  it  was 
severely  bruised.  He  could  not  bear  his  weight  upon 
the  heel  for  several  days.  For  a year  thereafter,  at 
intervals  varying  from  a week  to  a month,  he  had 
similar  attacks  lasting  two  or  three  days,  and  the 
pain  would  alternate  one  heel  to  the  other.  The  loca- 
tion was  the  same  in  both,  i.  e„  in  the  plantar  sur- 
face in  the  center  of  the  heel. 

Two  years  ago  he  began  to  have  pain  in  the  toes 
of  both  feet  in  addition  to  that  in  the  heel.  The 
pain  may  be  in  one  toe  for  thirty  minutes,  then  mi- 
grate to  the  tip  of  another,  but  never  to  the  other 
foot.  He  has  never  had  pain  in  both  feet  at  the  same 
time. 

The  pain,  when  deep-seated,  is  boring  in  character 
and  is  always  accompanied  by  superficial  and  extreme 
tenderness,  together  with  heat  and  burning’.  At  this 
time  the  toes  assume  a dark  red  color. 

For  the  past  year  the  pain  has  been  knife-like  and 
shooting  from  the  toes  to  the  heels.  He  has  also 
noted,  what  he  terms,  blood  blisters  occurring  on  the 
tips  of  the  toes;  these  would  break  and  leave  a super- 
ficial ulcer  requiring  three  to  four  months  to  heal. 

His  feet  have  never  been  swollen  but  assume  a 
purplish  color  upon  standing  and  become  blanched 
when  elevated.  Heat  and  cold  influence  the  pain. 
When  the  limbs  feel  cold,  heat  relieves  and  vice 
versa.  He  must  sleep  with  the  feet  exposed  to  the 
air.  All  his  symptoms  are  worse  in  cold  weather. 
Change  of  position  and  certain  movements  give  re- 
lief. 

Upon  w'alking  four  or  five  blocks  he  gets  a pain 
and  a cramp-like  feeling  in  the  feet  and  calves  of 
the  legs  (intermittent  claudication).  After  a short 
rest  these  are  relieved  and  he  is  good  for  a few  more 
blocks. 


•Presented  before  the  Omaha-Douglas  County  Medical  Society. 


During  the  second  year  after  the  onset,  while  work- 
ing, he  experienced  the  same  feelings,  sensations  and 
changes  in  the  left  hand  as  in  the  feet  (intermittent 
claudication).  He  is  left  handed  and  only  while  work- 
ing has  the  left  hand  given  him  trouble  during  the 
past  year.  He  smokes  fifteen  cigarettes  daily. 

MTiile  under  observation  at  the  hospital  his  pains 
have  been  limited  principally  to  the  right  foot  which 
has  maintained  a hyperemic  appearance  while  reclin- 
ing in  bed.  At  times  the  great  toe  was  exquisitely 
sensitive  to  the  slightest  touch.  Small,  very  painful, 
bluish-red  slightly  indurated  areas  of  migrating 
phlebitis  would  appear  and  disappear  on  the  lower 
lateral  surfaces  of  the  leg  and  dorsum  of  the  foot. 
Recently  there  have  been  deep-seated,  cutting,  rip- 
ping, paroxysmal  pains  in  the  right  leg  extending 
from  the  calf  to  the  heel,  while  at  rest  in  bed. 

General  physical  examination  is  essentially  negative 
except  for  the  lower  extremities  and  the  left  hand. 

The  circulatory  efficiency  test  shows  rubor  graded 
2 with  the  feet  in  the  pendent  position  0°,  and  palor 
graded  3 at  180°.  The  same  phenomenon  is  seen  in 
the  left  hand. 

There  is  no  pulsation  of  the  left  radial  artery,  all  of 
the  other  arteries  of  the  upper  extremities  pulsate 
normally.  In  both  femoral  and  both  poplitial  arteries 
pulsation  is  diminished,  more  noticeably  the  right. 

The  right  dorsalis  pedis  and  the  right  posterior 
tibial  arteries  cannot  be  felt  nor  can  the  left  dorsalis 
pedis  and  the  left  posterior  tibial  be  felt. 

A small  gangrenous  patch  of  skin  is  seen  on  the 
tip  of  the  right  great  toe. 

The  usual  laboratory  examinations  show  nothing 
unusual. 

The  x-ray  examination.  Feet — arteries  not  demon- 
strable. All  toes  everted  at  metatarso-phalangeal 
joints.  No  bone  destruction. 

A diagnosis  of  thrombo-angiitis  obliterans  or  Buer- 
ger's disease  is  made;  well  compensated  in  the  left 
hand  and  active  in  both  feet. 

A diagnosis  of  Buerger’s  disease  is  tenable  in 
the  evidence  of — 

1.  Arterial  obliteration,  left  radial  and  both  right 
and  left  posterior  tibials  and  dorsalis  pedis. 

2.  Superficial  phlebitis. 

3.  Positive  tests  of  circulator^'  efficiency. 

4.  Symptoms  of  vascular  insufficiency,  including 
intermittent  claudication  of  the  left  hand  and  both 
lower  extremities. 

5.  The  occurrence  of  spontaneous,  slowly  healing 
trophic  ulcers. 

6.  The  absence  of  demonstrable  arterio-sclerosis 
and  diabetes. 

Thrombo-angiitis  obliterans,  according  to  Buer- 
ger, after  whom  the  disease  is  named,  is  an  in- 
flammatory process  involving  the  deeply  situated 
and  larger  arteries  and  veins  of  the  lower  and 
upper  extremities.  Extensive  thrombosis  follows, 
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resulting  in  the  partial  or  complete  closure  of  the 
vessels  over  a large  area  of  their  distribution. 
The  clinical  manifestations  are  due  to  the  inter- 
ference with  the  circulatory  conditions  of  the 
limbs  from  the  extensive  obliterative  process. 
The  cardinal  symptoms  are  ischemia,  chronic  or 
induced  rubor ; absence  of  pulsation  in  certain 
peripheral  arteries  and  migrating  phlebitis.  It  is 
not  an  endarteritis  obliterans. 

The  disease  occurs  almost  exclusively,  95%,  in 
young  or  middle  aged  Polish,  Russian  or  Galician 
Hebrews.  Our  patient  is  not  of  the  Semitic  race. 
Tobacco  is  thought  to  be  a predisposing  factor, 
probably  causing  some  alterations  in  the  vessels 
which  make  them  more  susceptible. 

As  to  treatment,  inasmuch  as  nothing  is  def- 
initely known  concerning  the  cause,  there  is  no 
sovereign  remedial  agent.  75%  of  the  cases 
come  to  amputation. 

Mrs.  A.  J.  (68),  housewife,  born  in  Denmark,  was 
admitted  to  St.  Joseph’s  hospital,  March  4,  1929.  re- 
ferred from  the  Creighton  Dispensary  Clinic. 

Her  chief  complaints  were: 

1.  Inability  to  swallow,  intermittently  for  past  18 
months. 

2.  Loss  of  forty  pounds  body  weight  in  past  18 
months. 

3.  Painful  fingers  and  toes,  eleven  years’  duration. 

Her  family  history  is  negative  and  her  past  history 
is  uneventful. 

CLINICAL  HISTORY 

Eighteen  months  ago,  while  eati'ng  peas,  she  sud- 
denly felt  a queer  sensation  in  the  stomach  which 
caused  her  to  vomit.  She  describes  it  as  “something 
lodging  under  the  breast  bone.”  Everything  she  ate 
that  day  caused  her  to  vomit  immediately  upon  swal- 
lowing. The  following  day  she  was  able  to  eat  oat- 
meal and  bread.  Thereafter  she  noticed  she  was  un- 
able to  eat  coarse  foods.  The  condition  became  pro- 
gressively worse,  and  increasingly  difficult  for  her  to 
swallow  solids  or  fluids.  Six  weeks  ago  she  was  able 
to  take  only  milk  with  beaten  eggs. 

Now  she  must  take  soda  preceding  the  milk  or  she 
cannot  swallow;  nor  can  she  retain  water  without 
first  taking  soda.  Vomiting,  when  present,  occurs 
within  a few  minutes  after  eating  or  drinking,  and 
the  vomited  material  is  unchanged.  At  times  the 
stomach  will  “open”  for  three  or  four  days  and  she 
will  then  gorge  herself. 

(We  would  direct  your  attention  especially  to  the 
remaining  portion  of  the  history,  as  it  is  particularly 
germane  to  a vascular  disturbance  we  wish  to  em- 
phasize. The  above  history  has  only  an  indirect  re- 
lationship to  the  vascular  condition.) 

Eleven  years  ago,  while  milking  she  noticed  a 
numbness,  weakness  and  tingling  in  the  first  and 
second  finger  of  the  left  hand.  This  was  quickly 
followed  by  blanching  and  both  fingers  became  white 
as  snow.  In  three  or  four  minutes  they  assumed  the 
normal  color. 

During  the  subsequent  few  weeks  this  phenomenon 
occurred  at  intervals  in  all  of  the  fingers.  The  fingers 
now  began  to  get  painful,  dark  red  in  color,  and  the 
skin  thick  and  scaly.  Sharp  pains  would  radiate 
from  the  fingers  up  the  forearm.  When  painful,  the 
fingers  are  bluish-red  in  appearance. 


Five  years  ago  the  distal  joints  on  each  finger 
became  fixed  and  there  was  a marked  overgrowth  of 
the  finger  nails.  The  fingers  have  been  reddish-white 
and  scaly  for  the  past  three  years.  Superficial  sores 
would  appear  on  the  fingers  and  require  months  in 
healing.  The  tip  of  the  first  finger  of  the  left  hand 
became  black  and  eventually  dropped  off.  (Gangrene). 

Pain  and  similar  changes  in  the  toes  of  both  feet 
have  been  noted  along  with  those  of  the  fingers  but 
in  a milder  degree.  Cold  and  inclement  weather  causes 
pain  in  all  the  fingers  and  during  the  winter  she 
carries  a hot- water  bottle  in  her  muff. 

On  examination  a mild  type  of  arterio-sclerosis  of 
the  palpable  vessels  is  noted.  The  heart  is  slightly 
enlarged  and  there  is  a systolic  murmur  heard  over 
entire  precardi'a.  The  systolic  blood  pressure  is  170, 
diastolic  90.  The  hands  are  cold  and  reddish-white 
in  appearance.  The  color  of  the  skin  is  but  little 
changed  in  the  hands  at  an  elevation  of  180°.  Both 
feet  are  cyanotic  and  cold  to  the  touch.  The  circula- 
tory efficiency  test  applied  to  the  feet  shows  incom- 
plete pallor  at  180°.  There  was  no  reactionary  hy- 
peremia of  the  feet  in  the  pendent  position,  their  pre- 
vious color  returning  in  one  minute.  The  arteries  of 
the  arms  and  legs  are  palpable  with  good  pulsation. 

The  usual  laboratory  tests  are  essentially  normal 
save  for  a slight  trace  of  albumin  in  the  urine. 

X-ray;  oesophagus — lumen  constricted  in  lower  7.5 
cm  with  smooth  dilitation  above.  (Cardiospasm). 

Heart  and  great  vessels  normal  in  size  and  contour. 

Both  hands  and  feet:  Polyarthritis  both  hands  in- 
volving phalangeal  joints.  Arteries  not  demonstrable 
in  hands  or  feet. 

We  place  this  case  in  the  group  of  vascular  dis- 
turbances of  the  non-obliterative  type,  Raynaud’s 
disease,  having  a vaso-motor  basis. 

The  diagnosis  of  Raynaud’s  disease  is  tenable, 

a.  By  the  history  in  neuropathic  subject  of  the 
development  of  the  symptoms. 

b.  By  the  circulatory  disturbance  manifesting  itself 
in  the  four  characteristic  stages: 

1.  Local  syncope. 

2.  Local  cyanosis. 

3.  Active  hyperemia. 

4.  Necrosis  and  gangrene,  and  the  presence  of  open 
arterial  paths  and  pulsations. 

Her  difficulty  in  swallowing  is  due  to  a cardio- 
spasm of  functional  origin. 

Raynaud’s  disease,  also  referred  to  as  symmet- 
rical gangrene,  is  a vascular  disorder  ‘without  or- 
ganic changes  in  the  vessels.  It  is  not  dependent 
upon  primary  disease  of  the  blood  vessels.  The 
pathogenesis  of  the  disease  is  not  definitely 
known.  The  vaso-motor  control  is  so  deranged 
by  some  unknown  factor  as  to  cause  angio- 
spasm of  peripheral  vessels.  That  it  is  due  to 
disturbances  of  one  or  more  internal  secretions, 
particularly  the  thyroid,  lacks  incontrovertible 
evidence. 

It  is  a self  limited  disease  and  treatment  other 
than  a regimen  tending  to  increase  the  patient’s 
vasomotor  stability  and  resistance  is  more  fre- 
quentl)^  lacking  of  beneficial  response. 
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CHEMICAL  OBLITERATION  OF 
VARICOSE  VEINS 

Howard  M.  Kern  and  Lewis  W.  Angle,  Balti- 
more {Journal  A.  M.  A.,  Aug.  24,  1929),  re- 
port on  the  treatment  of  104  cases  of  varicose 
veins  and  148  legs.  The  majority  of  patients 
had  varicose  veins  on  the  leg  and  thigh.  There 
were  651  injections  given,  varying  in  individual 
cases  from  two  to  twenty-seven.  Two  patients 
had  been  previously  operated  on ; nineteen  cases 
were  complicated  by  ulcer,  and  six  cases  were 
complicated  by  eczema.  Three  patients  had  sup- 
erficial ulcerations  following  the  use  of  20  to  30 
per  cent  sodium  chloride,  solution.  These  were 
not  due  to  faulty  injections  but  to  subsequent 
leakage  from  the  puncture  wounds  in  spite  of 
the  fact  that  careful  and  prolonged  pressure 
was  made  over  the  site.  In  three  cases  there 
was  an  ascending  chemical  phebitis  following 
the  injections  of  salt  solution.  There  was  one 
recurrence  after  six  weeks.  The  veins  had  been 
obliterated  by  cohesion  of  the  walls  and  sup- 
port was  not  given.  This  patient  was  given  in- 
jections later,  with  a good  result.  There  has 
been  no  case  of  infection  or  embolism.  In  no 
case  was  there  failure  to  obliterate  the  injected 
veins.  However,  two  patients  with  tremendous 
dilatation  of  the  internal  saphenous  vein  required 
twenty-five  and  twenty-seven  injections,  re- 
spectively, and  in  one  very  resistant  case  treat- 
ment is  not  yet  completed.  The  ulcers  have 
healed  as  if  by  magic  except  in  two  instances  in 
which  there  had  been  a recurrence  of  ulcer  for- 
mation for  fifteen  years  and  the  tissues  of  the 
leg  had  undergone  such  trophic  changes  that 
healing  was  almost  impossible  except  by  radical 
excision  and  grafting.  Although  these  ulcers 
have  healed,  they  have  been  greatly  reduced  in 
size.  None  of  the  patients  lost  time  from  work. 
The  authors  are  convinced  that  the  injection 
treatment  is  the  method  of  choice  as  opposed  to 
operative  treatment,  both  from  the  standpoint 
of  danger  and  also  from  the  standpoint  of  time 
lost.  There  are  four  contraindications  to  this 
treatment:  (a)  active  or  latent  phlebitis;  (b) 
obstruction  to  the  deep  veins;  (c)  arterial  di- 
sease of  the  extremities  (Raynaud’s  disease  and 
thrombo-angiitis),  and  (d)  cardiac  disease. 
Pregnancy,  in  itself,  is  not  a contraindication, 
but  as  the  varices  are  greatly  improved  after 
delivery,  Kern  and  Angle  believe  it  is  best  to 
wait.  A mixture  of  50  per  cent  dextrose  and 
30  per  cent  sodium  chloride  is  an  ideal  solution 
to  use  for  obliterating  the  veins.  Injections 
should  be  made  in  the  horizontal  position,  if  pos- 
sible. If  the  internal  saphenous  vein  is  vari- 
cosed  above  the  knee  as  well  as  below,  it  should 


be  obliterated  as  high  as  is  necessary  to  insure  a 
cure  of  the  varices  of  the  leg.  There  is  little 
or  no  danger  in  the  treatment  if  it  is  done  by 
careful  operators  with  a thorough  understanding 
of  vascular  conditions. 


MODERN  METHODS  OF  TREATMENT 
OF  PULMONARY  TUBERCULOSIS 

John  A.  Seivier,  Colorado  Springs,  Colo. 
{Journal  A.  M.  A.,  Sept.  28,  1929),  states  that 
the  modern  method  of  treatment  of  pulmonary 
tuberculosis  necessarily  begins  with  its  preven- 
tion. With  the  compulsory  pasteurization  of 
milk  now  in  use  in  large  cities,  the  careful  in- 
spection of  dairy  herds  and  elimination  of  in- 
fected cattle,  glandular  and  bone  and  joint 
tuberculosis  have  practically  become  a thing  of 
the  past.  In  the  field  of  prevention  of  pulmonary 
tuberculosis,  the  work  of  Calmette  today  offers 
hope.  His  treatment  consists  in  giving  to  chil- 
dren during  the  first  week  of  life  three  oral 
doses  of  0.01  Cm.  of  B C G culture  obtained 
by  attenuating  virulent  bovine  bacilli.  The  pre- 
vention of  the  disease  by  removing  the  infant 
from  contact  with  tuberculous  parents  and  plac- 
ing him  in  wholesome  rural  environments  was 
the  method  instituted  by  Grancher.  These  ex- 
periments successfully  proved  his  contention  that 
tuberculosis  is  a contagious  and  not  an  hereditary 
disease.  Numerous  preventoriums  and  institu- 
tions for  undernourished  children  throughout 
the  United  States  have  done  much,  together  with 
our  improved  methods  of  diagnosis,  in  eradicat- 
ing the  incidence  of  tuberculosis  in  children.  The 
same  factors  of  early  diagnosis  and  hospitaliza- 
tion have  contributed  to  make  adult  tuberculosis 
less  formidable,  both  to  the  patient  and  to  his 
family  and  friends.  General  improvement  in 
living  conditions  has  probably  had  a tremendous 
effect  in  reducing  morbidity  and  mortality.  All 
the  modern  methods  of  treatment  that  have  at- 
tained any  marked  degree  of  success  have  one 
prime  factor  in  common : rest  in  general  and  rest 
of  the  diseased  lung.  The  more  completely  this 
aim  is  attained,  the  more  certain  and  permanent 
the  desired  results  will  be.  It  mav  safely  be 
stated  that,  of  all  the  methods  employed,  rest 
alone  in  one  form  or  another  has  stood  the  test 
of  time. 


ALWAYS  IN  DEMAND 

Doctor  Cadman  compares  promiscuous  kissing 
to  the  licking  of  salt  by  cattle.  He  might  have 
added  that  the  cattle  always  come  back  for  more. 
— Toledo  Blade. 
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-WE  PERCEIVE  THE  SHADOW  TO  HA^’E 
.MOVED,  BUT  DID  NOT  SEE 
IT  :\IO^TXG” 

Another  calendar  year  is  about  to  close ; an- 
other fiscal  year  of  the  Nebraska  State  iMedical 
Association  will  end  with  the  last  of  December, 
and  the  concluding  number  of  \’ol.  XI\'  of  The 
Nebraska  State  Medical  Journal  is  in  your  hands. 

It  is  but  natural  to  look  back  over  the  passing 
year  and  ask:  What  has  been  accomplished? 
Was  it  worth  while? 

It  would  take  a keen  analyst  to  tabulate  the 
advances  made  so  that  “he  who  runs  may  read” 
of  the  progress  made ; yet  all  of  us  know  that 
progress  is  being  made  in  all  lines  of  endeavor 
in  which  we,  as  a profession,  are  concerned. 

Rome  was  not  built  in  a day,  but  became  a 
city  magnificent  in  proportions  and  in  influence 
on  the  world.  Medicine  is  making  slow,  but 
steady,  progress — sometimes  we  think,  as  when 
Insulin  was  announced,  progress  goes  by  leaps. 

Within  the  memory  of  men  still  in  active 
practice  antiseptic  and  aseptic  methods  were  un- 
known. “Laudable  pus”  was  then  taught,  it_  be- 
ing thought  necessary  for  all  wounds  to  drain 
in  order  to  heal.  Oakum,  material  used  for 
caulking  boats,  was  then  the  standard  surgical 
dressing  instead  of  our  sterile  gauze  and  sterile 
cotton.  The  wounded  soldiers  of  the  Civil  War 
were  treated  by  those  methods.  The  germ  theory 
of  disease,  advanced  by  Pasteur  about  three 


score  years  ago  and  now  universally  accepted,  led 
Sir  Joseph  Lister  to  develop  a system  of  anti- 
septic surgical  practice  that  speedily  effected  a 
revolution  in  the  treatment  of  all  surgical  affec- 
tions. This  discovery  was  the  step  that  soon 
led  to  aseptic  surgery  and  primar}-  union  of 
wounds. 

In  1894,  in  the  Pasteur  laboratory,  Roux  dis- 
covered the  antitoxin  for  diphtheria  by  the  use 
of  which  the  mortality  of  diphtheria  has  been 
reduced  from  above  50%  to  less  than  10%. 

In  1895  Pasteur  commenced  his  inoculations 
for  preventing  rabies  in  the  human  subject. 

The  discovery  in  1895  by  Roentgen,  of  the 
properties  of  the  x-ray,  revolutionized  the  diag- 
nosis and  treatment  of  disease. 

The  discovery  of  the  causes  of  typhoid  and 
yellow  fever  and  their  prevention  b}'  sanitation 
was  made  coincident  with  the  Spanish-American 
War. 

The  White  Plague  has  within  recent  years 
been  taken  from  the  catalogue  of  the  scourge  of 
the  ages  to  one  of  the  curable  diseases  by  the 
discovery  that  absolute  rest  in  bed  during  the  ac- 
tive stage,  fresh  air  and  forced  feeding  of  high- 
ly nutritious  foods,  will  arrest  and  possibly  cure 
most  cases. 

Appendicitis,  up  to  the  nineties  of  the  last 
century  the  bete  noir  of  the  family  physician 
under  the  name  of  inflammation  of  the  bowels,  is 
now  cured  by  a simple  operation. 

Eifty  years  ago  there  was  hardly  any  labora- 
tory work  taught  in  medical  schools ; today  ob- 
scure disease  may  be  checked  up  from  almost 
every  angle  by  laboratory  methods. 

Bone  grafting  and  bone  transplantation  de- 
veloped mostly  since  the  turn  of  the  century,  has 
made  possible  restoration  of  the  human  frame 
wrecked  in  war  and  in  the  mechanic  arts. 

And  yet  many  more ! 

The  Nebraska  State  iMedical  Association  as 
one  of  the  units  of  organized  medicine  in  this 
country  has  done  its  part  in  fostering  modern 
medicine  on  a high  plane.  As  the  Church  is  a 
moral  influence  for  the  better  things  of  life,  so 
Organized  Medicine  is  an  influence  for  the  better 
things  in  medicine.  We  may  not,  in  everyday 
life,  always  realize  this  to  be  true,  but  the  fact 
remains. 

The  Nebraska  State  Medical  Journal  is  your 
organ  of  cohesion  and  expression.  The  Nebras- 
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“Now  is  the  season  of 
Now  is  the  end.  of  the  -gear--- 
Dags  Will  he  longer. 

Hearts  Will  he  stronger; 

New  Year  is  coming  and  Christmas  is  here. 

Brin§  in  the  Yule  lo§  and  place  it-^- 
Wreath  it  With  radiant  flame. 

The  Year’s  at  the  turning 
So  let  it  stag  burning; 

The  spirit  of  Christmas  is  more  than  a name. 

We’ll  brighten  the  Windows  With  hollg. 

With  mistletoe  ambush  the  door; 

Let  jogous  distraction 
Disarm  eVerg  action; 

Spread  cake  on  the  table  and  togs  on  the  floor. 


ka  medical  profession  of  today  is  the  equal  of  any 
in  other  states  and  90%  of  the  original  material 
published  in  your  Journal  is  scientifically  pure. 
The  editorial  section  is  conducted  with  the  ut- 
most effort  to  make  it  worthy  of  a great  profes- 
sion. Whatever  shortcomings  there  may  be, 
should  not  be  charged  to  want  of  effort. 

And  .so,  while  we  perceived  the  shadow  to 
have  moved,  but  did  not  see  it  moving,  may  each 
of  us  do  his  part  to  shed  light  on  the  unsolved 
problems  of  medicine  and  of  the  professional  re- 
lations, and  may  the  public  whom  we  serve  ac- 
cord us  due  recognition  for  our  ceaseless  efforts 
to  lessen  suffering  and  wipe  out  disease. 


SOME  DATA  ON  MEDICAL  FACILITIES 
IN  UNITED  STATES 

The  Committee  on  the  Cost  of  Medical  Care 
has  issued  “A  Survey  of  Statistical  Data  on  Medi- 
cal Facilities  in  the  United  States”  from  which 
the  following  facts  are  obtained : 

Perhaps  the  outstanding  fact  regarding  medi- 
cal facilities  in  the  United  States  is  that  there 
are  approximately  1,500,000  persons  estimated  to 
be  employed  in  connection  with  the  care  and  pre- 
vention of  illness.  This  includes  physicians  of 


all  types,  dentists,  nurses,  hospital  superintend- 
ents and  personnel,  pharmacists,  laboratory  per- 
sonnel, etc. 

There  are  in  the  United  States  more  physi- 
cians per  100,000  people  than  in  any  other  coun- 
try in  the  world.  The  number  of  doctors  has 
not  increased  as  fast  as  the  population,  but  it 
does  not  follow  necessarily  that  there  is  an  in- 
adequate supply.  Improved  transportation,  the 
growth  of  office  practice  and  many  other 
changes  may  have  more  than  counterbalanced 
the  decreased  ratio  of  physicians  to  population. 
The  sufficiency  of  physicians  is  affected  by  their 
geographical  distribution.  In  South  Carolina 
and  Montana  two  years  ago  there  were  71  physi- 
cians to  every  100,000  people,  while  California 
had  200.  The  survey  shows  cities  relatively 
oversupplied  whereas  smaller  communities  are 
relatively  undersupplied.  Over  19,000  doctors 
limit  their  practice  to  a special  field  in  medi- 
cine and  20,000  others  practice  a specialty  but 
do  not  limit  themselves  to  it.  At  least  11%  of 
doctors  are  employed  on  a full  time  salary. 

Hospital  beds  have  increased  from  421,000  in 
1909  to  890,000  in  1928.  There  are  7,000  hos- 
pitals in  the  United  States  and  the  daily  average 
of  patients  is  about  700,000.  Over  40%  of 
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counties  in  the  United  States  have  no  hospitals 
for  general  community  use.  The  general,  state 
and  local  governments  provide  considerably  more 
than  one-half  of  the  hospital  facilities.  Clinics 
have  increased  from  600  in  1910  to  6,000  in 
1926. 


THE  DOCTOR  THE  FAMILY’S  BEST 
FRIEND 

In  connection  with  a health  campaign  being 
featured  by  the  Five  County  Medical  Societies 
of  New  Y"ork  City,  Mayor  Walker  issued  a 
proclamation  calling  attention  to  the  work  and 
endorsing  the  same  and  at  a meeting  of  the 
representatives  of  the  societies  he  gave  an  ex- 
temporaneous address  as  follows : 

“The  Proclamation  is  the  best  indication  of  the 
[Mayor’s  sentiments  on  the  matter.  I do  not 
mind  saying  to  you — though  it  is  none  of  my  busi- 
ness— as  one  who  knows  something  about  sick- 
ness from  the  visiting  side,  I look  upon  it  as  an 
unfortunate  thing  that  a great  many  of  our  peo- 
ple are  getting  away  from  the  family  physician. 
There  is  no  question  but  this  is  the  day,  the  era 
of  the  specialist ; but  as  one  who  has  known 
considerable  sickness,  I am  still  convinced  that 
the  cornerstone  of  health  is  the  family  physician, 
and  it  is  to  the  family  physician  that  the  family 
should  apply,  in  my  opinion,  for  the  specialist 
that  is  necessary  and  required.  No  one  knows 
an}^  of  us  like  our  family  physician,  and  it  is  a 
fact — it  was  an  old-fashioned  method — that  the 
family  physician  was  the  family  adviser  and  the 
family  friend.  He  knew  the  constitution,  he 
knew  the  predisposition,  he  knew  the  tendencies 
of  the  individual  in  many  cases  from  the  cradle 
into  manhood  or  womanhood.  No  one  has  the 
same  interest  in  any  of  us  as  the  family  physi- 
cian, and  it  is  my  opinion  that  we  might  all  do 
well,  when  seeking  the  advice  and  the  service  of 
specialists,  to  acquire  it  through  the  family  phy- 
sician, the  old-fashioned  friend  who  could  always 
be  found  when  the  family  was  in  trouble.  I 
would  like  to  see  it  revived,  or  I would  like  to 
see  the  disposition  to  get  away  from  the  family 
physician  arrested.  Even  though  we  appreciate 
and  recognize  the  necessity  of  the  specialist,  even 
though  we  know  the  value  of  the  specialist,  he 
ought  to  come  back — the  old-fashioned  and  best 
friend  the  family  ever  had,  the  family  physician”. 


THE  OCTOBER  CLINICAL  CONGRESS  IN 
CHICAGO 

The  recent  Clinical  Congress  and  Convocation 
of  the  College  of  Surgeons  held  in  Chicago, — its 


birthplace  and  home — last  month,  was  well  at- 
tended by  many  of  the  most  outstanding  surgeons 
of  this  country  and  many  from  abroad;  among 
whom  many  received  honorary  fellowships. 
There  were  nearly  seven  hundred  altogether  ad- 
mitted to  membership,  largely  from  the  United 
States  and  Canada.  Many  foreign  countries  are 
now  represented  in  its  membership. 

The  attendance  was  large,  the  clinics  were 
sought  with  avidity  and  all  were  well  attended. 
In  some,  the  capacity  of  the  clinic  rooms  were 
inadequate.  The  general  conferences,  meetings 
and  lectures  were  somewhat  handicapped  by  the 
simultaneous  conduct  of  clinics. 

The  growth  of  the  College  has  been  constant 
and  its  objects  and  aims  have  become  fully  estab- 
lished— namely ; higher  ethical  and  scientific 
standards  in  the  practice  of  individual  surgeons 
and  uniform  minimum  standards  in  the  conduct 
of  hospitals.  These  reforms  and  betterments 
have  come  slowly  after  the  melting  away  of  per- 
sistent opposition  until  the  majority  of  hospitals 
unstandardized  are  clamorous  to  qualify  for  the 
coveted  distinction. 

The  interest  in  industrial  surgery  was  note- 
worthy and  this  department  of  the  College’s  ac- 
tivities is  outstanding  in  this  field  as  developed 
by  its  standing  fracture  committee  and  the  gen- 
eral interest  is  manifest  in  the  large  attendance 
at  the  conferences  and  clinics. 

The  American  College  of  Surgeons  had  made 
for  itself  a leading  and  honored  place  in  the  his- 
tory, the  science  and  art,  the  teaching,  the  ethics, 
achievements  and  dignity  of  surgery,  and  is  to 
this  country  what  the  Royal  College  of  Surgeons 
is  to  Great  Britain. 

Fellowships  were  granted  to  the  following  Ne- 
braskans: Dr.  Nora  May  Fairchield,  Omaha; 

Dr.  Frederick  G.  Kolouch,  Schuyler;  Dr.  Arthur 
L.  Miller,  Kimball;  Dr.  George  Benjamin  Potter, 
Omaha ; Dr.  Philip  L.  Romonek,  Omaha ; Dr. 
James  Walter  Thomas,  Lincoln. 

Dr.  J.  P.  Lord,  Omaha,  was  named  a member 
of  the  Board  of  Governors. 


The  Pictorial  Review  announces  that  the  an- 
nual Achievement  Award  given  to  the  woman 
who  has  made  the  most  distinctive  contribution  to 
the  field  of  i\merican  art,  science  or  letters,  was 
this  year  awarded  to  Dr.  Florence  Rena  Sabin, 
fellow  of  Johns  Hopkins  University,  and  member 
of  the  staff  of  the  Rockefeller  Institute  for  Medi- 
cal Research.  Dr.  Sabin  was  the  first  woman  to 
be  admitted  and  to  graduate  from  Johns  Hopkins 
Medical  School. 
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DR.  SANFORD  GIFFORD  GOES  TO 
NORTHWESTERN  MEDICAL 
SCHOOL 

Dr.  Sanford  Gifford.  Omaha  ophthalmologist, 
has  been  called  to  the  head  of  the  Department 
of  Ophthalmology,  Northwestern  University 
Medical  School,  Chicago,  and  assumes  his  duties 
with  the  lieginning  of  the  new  year. 

Doctor  Sanford  (as  we  like  to  call  him)  has 
been  so  much  a part  of  Nebraska  medicine  the 
past  decade  that  we  regret  to  lose  him ; but  the 
greater  opportunities  for  research  and  teaching 


DR.  SANFORD  GIFFORD 

which  have  always  appealed  to  him,  were  irre- 
sistable.  The  good  wishes  of  the  Nebraska  pro- 
fession follow  him  to  his  new  and  greater  work. 

Sanford  R.  Gifford  was  born  in  Omaha,  Jan- 
uary 10,  1892,  son  of  Dr.  and  Mrs.  Harold  Gif- 
ford ; graduated  from  Cornell  University,  A.  B., 
1913;  L'niversity  of  Nebraska  College  of  Medi- 
cine, M.  D.,  1918;  was  an  officer  in  the  medical 
corps  of  the  army  in  the  World  War  in  France, 
1918-1919;  instructor  in  ophthalmology,  Nebras- 
ka University,  College  of  Medicine ; on  staffs  of 
Methodist  and  Clarkson  hospitals,  Omaha ; pur- 
sued postgraduate  studies  on  the  eye  some  years 
ago  at  Rush  Medical  College,  Rockefeller  Insti- 
tute and  in  eye  clinics  of  Paris,  Vienna,  Freiburg 
and  London,  and  has  recently  returned  from 
further  European  study. 


A TWENTY-FIFTH  BIRTHDAY 

\\  e do  not  consider  a person  very  old  on  his 
twenty-fifth  birthday.  On  the  contrary  he  is 
supposed  to  be  just  starting  out  in  life — his 
childhood,  adolescence  and  youth  have  now  pass- 
ed and  he  is  about  to  reap  the  advantages  of 
those  habit  forming  and  character  training 
years.  At  twenty-five  he  has  reached  man’s  es- 
tate with  a future  before  him. 

In  considering  the  twenty-fifth  birthday  of  one 
of  our  oldest  organized  health  movements,  how- 
ever, we  are  inclined  to  feel  that  a decade  has 
been  a long  period  of  time.  The  National  Tuber- 
culosis Association  which  was  founded  in  1904 
and  this  year  celebrates  its  twenty-fifth  birthday 
has  crowded  these  years  so  full  of  accomplish- 
ment that  we  are  inclined,  and  rightly,  too,  to 
regard  it  as  a grandfather  among  organizations. 

When  the  National  Tuberculosis  Association 
was  formed,  there  was  only  one  other  non-official 
health  agency  of  a national  character  in  the  en- 
tire United  States,  the  American  Public  Health 
Association,  which  was  organized  in  1872.  It 
had  no  operating  program,  however,  and  its  en- 
ergies were  devoted  largely  to  the  publication  of 
a ma.gazine  and  the  conduct  of  an  annual  meet- 
ing.  Thus  the  National  Tuberculosis  Association 
became  the  first  organized  health  promotion 
agency  of  a non-official  character  in  the  country, 
with  a nation-wide  scope  and  program,  and  has 
served  as  a model  for  many  of  the  other  special- 
ized public  health  movements. 

Laymen,  as  well  as  physicians,  were  included 
in  its  membership  from  the  beginning  and  its 
purpose  to  help  the  country  both  economically 
as  well  as  socially  in  combating  the  scourge  of 
tuberculosis  has  been  manifested  in  many  more 
ways  than  in  the  chief  outwardly-seen  one,  name- 
ly the  greatly  reduced  death-rate. 

For  twenty-five  years  the  National  Tubercu- 
losis Association  has  been  a leader  in  organized 
education  of  the  public  in  the  way  of  health. 
By  emphasizing  the  need  for  rest,  fresh  air,  food, 
cleanliness,  sanitary  living  and  working  places, 
freedom  from  fatigue  in  various  occupations  as 
well  as  the  need  of  suitable  institutions  for  in- 
cipient and  advanced  cases  of  tuberculosis,  this 
association  has  made  its  greatest  contribution.  It 
has  made  the  public  health-conscious. 

In  looking  back  over  the  twenty-five  years 
these  are  some  of  the  actual  results  they  have 
helped  to  bring  about.  In  1904  there  were  115 
sanatoria  in  the  United  States  with  an  aggregate 
bed  capacity  of  9,107.  On  January  1,  1929,  there 
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were  618  tuberculosis  hospitals  and  sanatoria 
with  a combined  capacity  of  73,695  beds.  There 
were  no  tuberculosis  dispensaries  or  clinics  in 
1904.  In  1928  there  were  3,671  . The  first  open- 
air  school  was  established  in  Providence,  Rhode 
Island,  in  1908  and  now  there  are  at  least  1,000 
schools  for  children  from  tuberculosis  homes  or 
who  are  sub-standard  in  health.  There  were  not 
more  than  ten  public  health  nurses  who  devoted 
a definite  part  of  their  time  to  tuberculosis  work 
twenty-five  years  ago.  Now  there  are  7,115. 
There  are  eighty-three  preventoria  for  children. 
In  1904  there  were  in  existence  twenty  tubercu- 
losis associations  of  which  number  only  eight 
had  money  or  active  programs.  Xow  there  is  a 
state  association  in  every  state  and  there  are  local 
associations  in  the  larger  cities  and  counties  num- 
bering 1,454. 

The  association  was  founded  for  the  study  as 
well  as  for  the  prevention  of  tuberculosis  and 
research  work  has  been  carried  on  from  the  be- 
ginning. In  1920  a formal  Committee  on  Medi- 
cal  Research  was  organized  and  the  influence  of 
its  coordinated  studies  and  discoveries  has  al- 
ready been  marked. 

These  are  brieflv  a few  of  the  visible  ac- 
complishments of  this  twenty-five  year  old  move- 
ment. In  supporting  its  work  through  buying 
Christmas  seals  the  funds  of  which  are  used  to 
carry  on  the  campaign  it  is  well  to  remember 
that  twenty-five  years  is  a comparatively  short 
time  and  that  there  is  much  more  to  be  done. 
There  are  still  over  500,000  living  cases  of  tuber- 
culosis in  this  country  and  in  1928  there  were 
93,000  deaths.  There  are  far  too  many  patients 
being  admitted  to  sanatoria  in  the  late  instead  of 
early  stages  .of  the  disease.  Although  we  can 
rejoice  that  the  death-rate  has  been  cut  in  half, 
yet  in  the  age  period  15  to  45  tuberculosis  still 
takes  more  lives  than  any  other  disease.  Here  is 
the  prime  productive  group  of  our  nation,  with 
one  out  of  every  five  deaths  occurring  then  caus- 
ed by  tuberculosis ! 

There  can  be  no  feeling  of  self-satisfied  com- 
placency on  this  twenty-fifth  birthday.  Rather 
should  there  be  a renewed  ambition  to  go  for- 
ward. Armed  with  maturer  experience,  it  will 
be  the  aim  to  reach  that  goal  when  tuberculosis 
shall  be  reduced  to  a comparative  minimum. 

—Elizabeth  Cole,  National  Tuberculosis  Assn. 


PROTECTIVE  VALUE  OF  CERTAIN  SPE- 
CIAL TYPES  OF  SPECTACLE  GLASS 

It  is  evident,  asserts  James  M.  Patton,  Omaha 
{Journal  A.  M.  A.,  Oct.  19,  1929),  that  a lamin- 
ated glass  affords  the  maximum  of  ocular  pro- 


tection. Y'hen  glasses  are  prescribed  for  young- 
er children  or  for  persons  engaged  in  occupa- 
tions wdth  a high  eye  hazard  and  for  all  persons 
with  but  one  useful  eye,  no  matter  what  the  age 
or  occupation,  it  is  advisable  that  this  tvpe  should 
be  prescribed.  However,  the  tempered  glass  is 
much  superior  in  protective  value  to  ordinary 
optical  glass  and  except  for  its  tendency  to  splin- 
ter into  sharp  fragments  is  very  acceptable.  In 
spite  of  the  fact  that  tlie  laminating  substance 
now  in  use  is  not  absolutely  free  from  slight  im- 
perfection, the  high  degree  of  protection  afforded 
more  than  make  up  for  this  defect.  A decided 
improvement  in  the  quality  of  the  laminating  sub- 
stance is  noticeable,  and  it  is  likely  that  a per- 
fectly satisfactory  binder  wdll  soon  be  produced. 
No  matter  wdiat  type  of  lens  is  selected,  it  must 
be  mounted  in  a comfortable,  good-looking  frame, 
if  constant  wear  is  to  be  expected. 


THE  GRDI  REAPER 

During  the  summer  while  W'e  were  enjoying 
vacation,  final  summons  came  to  several  of  our 
old  friends  of  the  ^Missouri  Medical  Society.  Dr. 
H.  B.  Jennings  and  Dr.  Frank  T.  Seybert  of 
Council  Bluffs,  also  Dr.  John  IM.  ^ilayhew'  of 
Lincoln,  have  responded  to  the  call.  We  recall 
these  doctors  as  leading  lights  in  the  society ; in 
the  days  when  men  read  papers,  discussed  them, 
exchanged  experiences ; in  the  days  when  per- 
sonality, individuality,  close  friendships  counted ; 
in  the  days  when  we  met  as  much  for  the  warm 
handshake  and  the  genial  smile  as  for  the  pro- 
gram. These  names  recall  the  days  when  the 
Missouri  Valley  w'^as  a body  of  genial  warm- 
hearted chums,  before  its  conversion  into  a busy 
hurry  up  post  graduate  course  where  personality 
counts  little.  May  they  rest  in  peace. — Bell,  J.  M., 
in  Medical  Herald. 


EDITORIAL  PARAGRAPHS 

One  of  every  three  diabetic  patients  develops 
conditions  requiring  surgical  care. 

Some  people  know  too  much  about  things  they, 
as  a matter  of  fact,  know  nothing  about. 

The  International  Congress  of  Physiotherapy 
is  called  to  meet  at  Liege,  Belgium,  September 
4-8,  1930. 

The  copper  cent  was  first  minted  by  the  L'nited 
States  in  1793,  and  is  said  to  have  been  the  first 
money  coined  by  any  country. 

Earthworms  longer  than  a man  and  an  inch 
in  diameter  are  reported  by  the  magazine.  Na- 
ture, from  southeastern  Australia. 
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The  Fourteenth  Annual  Clinical  Session  of  the 
American  College  of  Physicians  will  be  held  at 
Minneapolis,  February  10-14,  1930. 

The  Bulletin  of  the  Lancaster  County  Medical 
Society  has  appeared.  It  looks  promising  and 
should  be  a great  help  to  the  profession  of  Lan- 
caster county. 

It  may  be  unkind  in  this  holiday  month  of 
good  cheer  to  remind  you  that  the  dues  for 
1930  are  payable  the  first  of  the  new  year,  but 
our  duty  is  plain ! 

Studies  made  by  Schultz  and  Zeigler  (/.  A. 
M.  A.,  Xov.  9,  ’29),  indicate  that  irradiated 
farina  as  purchased  in  the  open  market  does  not 
cure  rickets  in  rats. 

California  has  had  a sterilization  law  for  20 
3'^ears,  and  over  (>.200  patients  have  been  steriliz- 
ed under  the  law — more  than  in  all  the  rest  of 
the  United  States  together. 

It  is  worthy  of  note  that  Dr.  Xora  May  Fair- 
child,  Omaha  oculist,  was  given  a Fellowship  in 
the  American  College  of  Surgeons  at  the  Chi- 
cago convocation  in  October. 

M e aim  to  publish  a Roster  of  ^Membership 
every  two  }-ears  and  to  the  Roster  published  in 
this  issue  we  have  added  the  List  of  Auxiliary 
Membership,  as  a courtesy  to  that  organization. 

It  is  reported  that  there  are  about  three  mil- 
lion blind  people  in  the  world,  about  100,000  in 
the  L nited  States.  Nebraska's  blind  population 
is  smaller  in  proportion  to  the  total  than  that  of 
any  other  state. 

Some  of  Our  medical  friends  have  formed  a 
company  to  pro.'pect  for  oil  in  the  Republican 
valley.  Reminds  one  of  Brick  Pomeroy  who  said 
so  many  of  his  friends  went  to  Oil  City,  he  went 
“oilso W e may  wish  we  had. 

1 he  Xebraska  iMedical  Society,  the  immediate 
predecessor  of  the  present  Xebraska  State  Medi- 
cal Association  and  into  which  it  was  merged 
by  reorganization  was  organized  in  Omaha  in 
1859,  eleven  years  before  Xebraska  became  a 
state. 

The  Xebraska  Association  of  Aledical  \V  omen 
held  a meeting  in  Omaha,  November  2.  Thirty 
women  physicians  were  in  attendance.  Papers 
were  read  by  Dr.  Emma  Ackerman,  Sioux  City; 
Dr.  Ruth  W arner,  Lincoln ; Dr.  Carrie  Bowman, 
Loup  City;  Dr.  Loetta  Bowles  and  Dr.  Emelia 
Brandt,  Omaha.  Dr.  Delia  Lynch,  Omaha,  re- 
ported on  the  national  meeting  at  Portland. 

Blere  is  a fair  e.xample  of  how  the  laity  mis- 


understands : A girl  developed  post-dij)htheritic 
paralysis.  The  first  physician  had  administered 
antito.xin.  Following  the  development  of  the 
paralysis  a second  physician  was  consulted  who 
is  reported  to  have  said  the  paralysis  was  a re- 
sult of  the  diphtheria  toxin.  The  mother  always 
blamed  the  first  doctor  for  giving  the  girl  diph- 
theria “to.xin”  as  she  called  it. 

\\  ith  the  closing  of  the  year  it  is  interesting 
to  note  that  three  members  of  the  Nebraska 
State  Medical  Association  have  published  medical 
works  during  the  year:  Dr.  H.  i\L  AlcClanahan, 
“Pediatrics  for  the  General  Practitioner”;  Dr.  H. 
W . Orr,  “Osteomyelitis  and  Compound  Frac- 
tures”; and  Dr.  D.  T.  Quigley,  “The  Conquest 
of  Cancer  by  Radium  and  Other  ^Methods”.  Truly, 
X'ebraska  medicine  is  coming  to  the  front. 

The  Committee  of  Revision  of  the  Pharma- 
copea  of  the  United  States  has  issued  a Ques- 
tionnaire to  the  profession  requesting  information 
on  the  use  by  individuals  of  certain  officinal  prep- 
arations with  the  object  of  arriving  at  a conclu- 
sion as  to  the  need  for  certain  articles  listed  in 
the  previous  editions.  It  is  hoped  that  all  those 
receiving  copies  of  this  Questionaire  will  take 
pains  to  fill  it  in  and  return  it  to  the  Committee 
of  Revision. 

Indicating  the  interest  there  is  in  study  in 
foreign  countries  and  particularly  in  ^’ienna  as 
a medical  center  the  following  list  of  X’^ebraskans 
registered  at  the  A.  M.  A.  of  ^*ienna,  November 
1st,  is  presented;  Dr.  Russel  Best  and  family, 
Omaha  ; Dr.  Hawes  and  family,  Omaha  ; Dr.  J.  P. 
Rigg,  Hastings ; Dr.  D.  H.  ^^lorgan  and  family, 
McCook ; Dr.  G.  F.  Zarbaugh,  and  wife,  Dalton ; 
Dr.  E.  G.  Zimmerer,  Lincoln,  and  Dr.  K.  S.  J. 
Hohlen,  Lincoln. 

The  Eighth  Annual  Meeting  of  the  American 
College  of  Physical  Therapy  in  Chicago  the  early 
part  of  Xlovember  was  an  event  of  extraordinary 
importance.  Nebraska  was  represented  on  the 
program  by  Drs.  A.  F.  Tyler,  Roy  \V.  Fonts  and 
Victor  E.  Levine,  the  latter  with  a paper  “Phy- 
sical Therapy  in  the  Regulation  of  Acid-Base 
Equilibrium”.  Dr.  Roy  Eouts,  Omaha,  was 
elected  president-elect  and  will  assume  duties  at 
the  1930  meeting  to  be  held  at  St.  Louis. 

Before  the  Nebraska  Conference  for  Social 
Work,  at  Lincoln,  November  4,  Dr.  C.  C.  Car- 
stens.  Executive  Director  of  the  Child  Welfare 
League  of  America,  deprecated  the  multiplicity 
of  church  orphanages  often  built  in  competition, 
deprecated  the  child  welfare  movements  sponsor- 
ed by  organizations  for  self  aggrandizement 
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rather  than  the  good  of  the  child,  and  asserted 
the  greatest  need  in  the  child  welfare  movement 
to  be  a diagnostic  clinic  to  study  the  needs  of 
the  child  that  becomes  a public  charge. 

Turtle  vaccine  therapy  for  tuberculosis  intro- 
duced by  Friedmann  of  Germany  and  widely  her- 
alded in  this  country  about  16  years  ago  and 
shortly  discredited,  seems  not  to  be  entirely  dead. 
At  the  meeting  of  the  Tuberculosis  Association 
at  Cambridge,  England,  Nagelschmidt  stated 
that  in  Hungary  15,000  cases  have  been  inocu- 
lated with  turtle  vaccine  with  a resultant  lower- 
ing of  the  death  rate  from  tuberculosis  of  60%, 
says  the  Journal  of  the  Kansas  Medical  Society, 
quoting  from  the  London  Lancet  of  July  6,  1920. 

Dr.  Olga  Stastny,  Omaha,  who  was  elected 
President  of  the  Woman’s  National  IMedical  As- 
sociation at  Portland  in  July,  has  recently  been 
named  health  chairman  of  the  National  Federa- 
tion of  Business  and  Professional  W'omen’s 
Clubs.  Through  her  reconstruction  work  in 
France  and  Czecho-Slovakia  following  the  World 
W'ar  and  her  work  as  Medical  Director  on 
jMacronissi  island  in  the  ^Mediterranean,  to  which 
12,000  refugees  of  the  Smyrna  disaster  were  sent 
and  over  whom  she  had  charge  for  five  months. 
Dr.  Stastny  has  become  one  of  the  most  notable 
medical  women  of  the  country. 

A medical  friend  who  philosophizes  on  medi- 
cal economics  sent  us  the  following  terse  edi- 
torial : Wanted : A leader  to  merge  a variety  of 
big  and  little  institutions,  which  have  big  and 
little  financial  and  intellectual  assets  and  liabili- 
ties, into  an  efficient  national  medical  institution. 
Requirements ; Applicant  must  be  able  to  orient 
the  position  of  modern  medicine  in  national  af- 
fairs; must  know  the  purpose  and  objective  of 
medicine,  how  to  accomplish  this  purpose  and 
objective  and  be  able  to  enlist  the  forces  neces- 
sary to  accomplish  the  purpose  and  objective. 

The  Medical  Mentor  (New  York  City)  is  a 
new  journal  aspiring  to  a place  in  the  sun.  It 
is  not  strictly  a medical  journal,  but  a medical 
editor's  and  medical  author’s  journal.  The  first 
number  contains  94  reading  pages — and  we  like 
it.  It  contains  articles  on  the  problems  and  re- 
sponsibilities of  the  medical  editor ; the  function 
of  an  independent  medical  journal ; the  role  of 
the  .state  medical  journal ; the  special  difficulties 
of  the  medical  publisher ; some  personal  prob- 
lems of  the  medical  writer ; two  opposing  views 
of  medical  ethics.  Sections  will  be  devoted  to 
a History  of  Medical  Journals;  a Legal  Depart- 
ment : Talks  Between  Doctor  and  Layman  ; \\  bo’s 


Who  in  the  Association ; Hobbies  of  Medical 
Men : Medical  Library  Section,  etc. 


A:MERICAN  PHARMACEUTICAL  :MA.\'1’FAC- 
TURER'S  ASSOCIATION 

"Keep  Well — Consult  Your  Fuinily  I’hysician”  is  the 
slogan  proposed  as  a part  of  the  advertising  cam- 
paign to  be  fostered  by  the  American  Pharmaceutical 
Manufacturers’  Association  in  the  coming  year.  Defi- 
nate  action  on  the  nature  of  this  campaign  as  well  as 
action  on  the  future  research  program  of  the  Asso- 
ciation will  be  taken  at  the  semi-annual  meeting  to 
be  held  in  the  Hotel  Washington,  Washington,  D.  C., 
December  IG  and  17,  1929. 

The  meeting  to  be  held  on  the  first  day  will  'oe 
given  o\'cr  largely  to  problems  of  executive  nature 
and  a general  discussion  of  means  and  ways  of  ob- 
taining greater  efficiency  and  economy  in  distribu- 
tion. 

The  second  day  will  be  devoted  primarily  to  meet- 
ing members  of  the  various  government  bureaus  and 
departments  with  which  the  members  of  the  associa- 
tion come  in  contact  in  the  course  of  their  daily 
activities. 

A visit  to  the  Food,  Drug  and  Insecticide  Admini- 
stration, Department  of  .A.gri'culture  and  to  the  Pro- 
hibition and  Narcotic  Divisions  of  the  Treasury  De- 
partment will  occupy  the  forenoon  of  December  17th. 

At  the  luncheon  on  this  day.  Senator  George  H. 
Closes,  of  New  Hampshire,  president  pro-lempore  of 
the  L'nited  States  Senate,  will  be  the  guest  of  honor 
and  will  address  the  members.  The  afternoon  will 
be  devoted  to  addresses  by  other  government  officials 
and  reading  and  discussion  of  the  reports  of  the  Re- 
search Board  and  the  Contact  Committee  of  the  as- 
sociation. 

Among  the  important  topics  to  be  discussed  in  the 
executive  .sessions  are  Publicity,  The  Proposed  Census 
of  Dispensing  Physicians,  Institutional  Advertising 
and  the  ‘‘Consult  Your  Family  Physician"  campaign. 

The  officers  of  the  association  are: 

President:  H.  Sheridan  Baketel,  M.  D.,  Jersey  City, 
N.  J. 

Vice  Presidents:  Henry  Osterman,  Seymour,  Ind.; 
E.  P.  Crowe,  Philadelphia,  Pa. 

Secretary:  .lohn  G.  Searle,  Chicago,  111. 

Treasurer:  Frank  A.  Mallett.  Des  Mcines,  Iowa. 


THE  SOCIETIES 

A regular  meeting  of  the  Lancaster  County  Medical 
Society  was  held  October  15,  in  the  Sharp  Building, 
with  Dr.  R.  L.  Smith  presiding. 

Dr.  W.  C.  Becker  showed  a boy  of  nine  years,  born 
with  a face  presentation,  who  four  years  ago  develop- 
ed a spastic  left  hemiplegia  and  epilepsy,  both  of 
whicli  conditions  are  becoming  progressively  worse. 
He  was  shown  in  illustration  of  the  first  paper  of 
the  evening,  and  the  (luestion  was  raised  by  Dr. 
Rider  whether  his  condition  was  due  to  birth  injury. 

The  first  paper  of  the  evening,  “The  Cause  and 
Prevention  of  Intracranial  Birth  Injury"  was  read  by 
Dr.  Becker.  He  gave  as  the  chief  causes  of  intra- 
cranial birth  injury  abnormal  presentations,  holding 
back  the  head,  breech  presentations  and  the  indis- 
criminate use  C/f  pituitrin.  A series  of  lantern  slides 
of  the  dural  structures,  served  to  illustrate  accurately 
the  common  sites  of  tears  of  the  falx  and  tentorium. 
The  use  of  coagulant  was  mentioned  as  the  most 
useful  treatment  after  difficult  labors.  The  paper  was 
discussed  by  Dr.  .Mueller,  Walker,  I.  C.  IMunger,  Jr., 
Wegner,  Covey,  Wiedman,  Colburn,  A.  D.  Munger, 
and  Becker. 
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The  second  paper  of  the  evening,  “Clinical  Observa- 
tions on  Appendicitis”,  was  read  by  Dr.  A.  I.  Mc- 
Kinnon. He  stressed  particularly  the  importance  of 
diagnosis  of  appendicitis  when  the  appendix  does  not 
lie  in  its  usual  position  and  the  symptoms  are  not 
classical.  He  cited  cases  in  which  the  appendix  was 
found  ruptured  when  lying  in  relation  to  the  liver, 
in  the  pelvis,  and  on  the  left  side  of  the  abdomen, 
urging  that  all  physicians  think  of  an  aberrent  ap- 
pendix when  abdominal  symptoms  arise.  The  paper 
was  discussed  by  Drs.  A.  D,  Munger,  McCarthy  and 
McKinnon. 

Dr.  A.  D.  Munger  stated  that  he  had  invited  the 
Southwestern  Section  of  the  American  Urological  As- 
sociation to  come  to  Lincoln  as  guests  of  the  Lan- 
caster County  Medical  Society,  and  apoligi'zed  for  not 
having  had  official  privilege.  It  was  moved  and 
carried  that  the  society  go  on  record  as  commending 
this  action  and  do  everything  in  its  power  to  assist 
in  the  entertainment  of  that  body. 

Dr.  Bowman  warned  the  members  of  the  society 
against  a morphine  addict  in  the  city. 

Dr.  Hancock  submitted  a resolution  concerning 
milk  supervision  for  the  purpose  of  provoking  dis- 
cussion and  getting  some  action  concerning  a pro- 
posed program  for  certified  milk.  It  was  discussed 
by  Drs.  A.  D.  Munger,  Adams,  Bartholomew  and 
Wiedman,  and  by  motion  laid  on  the  table  for  further 
consideration. 

— Roy  H.  Whitham,  Sec. 

The  Fourth  Councilor  District  meeting  at  Wayne, 
October  31,  was  poorly  attended  owing  to  bad  weath- 
er and  almost  impassilDle  roads.  The  program  as 
carried  out  follows: 

Dr.  J.  P.  Lord,  Omaha,  gave  an  excellent  talk  on 
the  retention  of  troublesome  fragments  and  demon- 
strated his  talk  with  lantern  slides  and  x-ray  plates. 
Dr.  John  Buis,  Pender,  and  Dr.  Walter  Benthack, 
Pierce,  each  read  a very  good  paper  on  fractures  of 
the  arm.  Dr.  A.  F.  O’Donaghue,  Sioux  City,  gave  a 
fine  talk  on  fractures  of  the  lower  extremities  and 
illustrated  his  talk  with  lantern  slides  and  demon- 
strated the  application  of  a plaster  cast  for  hip 
fracture  by  a moving  picture  film. 

— A.  E.  Cook. 

The  Cedar,  Dixon,  Dakota,  Thurston  and  Wayne 
Counties  Medical  Society,  at  a meeting  November  7, 
at  Wayne,  elected  Dr.  J,  W.  King  of  Hartington, 
president;  Dr.  Clark  Philips,  Dixon,  secretary-treasur- 
er. Dr.  C.  T.  Ingham,  Wayne,  delegate.  About  fifty 
doctors  and  their  wives  were  present  at  the  banquet. 

The  Madison  Five  Counties  Medical  Society  meet- 
ing for  October  was  held  at  Stanton  on  the  22.  Dinner 
was  served  to  thirty-four  physicians  and  their  wives 
in  the  parlors  of  the  Congregational  church. 

Dr.  B.  B.  Davis,  Omaha,  spoke  on  “The  Diseased 
Gallbladder”.  In  the  diagnosis  of  diseased  gallbladder 
he  values  the  history  at  70%,  the  physical  examination 
at  20%  and  the  laboratory  tests  at  10%.  Acute  cases 
are  not  to  be  operated  unless  empyema  develops 
when  simple  drainage  must  be  employed.  A mortal- 
ity of  17%  goes  with  cholecystectomies  for  acute 
cholecystitis. 

Dr.  H.  B.  Hamilton,  Omaha,  spoke  on  the  “Under- 
nourished Older  Child”.  He  does  not  consider  the 
age  and  weight  tables  alone  a sure  indication  of  un- 
dernourishment. Race,  heredity  and  other  things 
must  be  considered.  Over  consumption  of  milk — “a 
quart  a day” — is  an  error.  Breakfast  foods  often  ^r,e 
poorly  chosen.  None  beat,  in  vitamine  content)  ,wfll 
cooked  graham  flour.  The  fatigued  child._'is',  oft^ji’ 
found  to  be  the  playmate  of  older  chjldi'en, ' tvith 
whom  he  endeavors  to  keep  up  and  is  Ovfa"worked. 
Dr.  Morris  Nielsen,  Blair,  spoke  on  .‘'IvfftdjBal  Organ- 


ization”. He  sees  the  great  problem  of  the  county 
society  to  be  the  black  sheep  and  his  solution  of  the 
problem  is  simple  but  drastic:  Take  the  black  sheep 
literally  by  the  breeches  and  cast  him  out,  without 
undue  ceremony. 

The  Third  Councilor  District  Medical  Society,  at  its 
meeting  at  Auburn,  November  20,  had  as  honor 
guest.  Dr.  Roy  Pouts,  Omaha,  recently  elected  Presi- 
dent-elect of  the  American  College  of  Physical  Ther- 
apy and  presented  the  following  program: 

President’s  Address,  “Commercial  Aspects  of  Medi- 
cine”, Dr.  A.  P.  Fitzsimmons,  Tecumseh;  “Peptic  Ul- 
cers”, Dr.  Clyde  Waddell,  Beatrice;  “Surgical  Com- 
plications of  Diabetes”  (Lantern  Slides),  Dr,  Frank 
Conlin,  Omaha;  “Gangrene  of  the  Extremities”,  Dr. 
H.  R.  Miner  and  Dr.  C.  L.  Husted,  Falls  City;  “Early 
Diagnosis  and  Treatment  of  Poliomyelitis”,  Dr.  Floyd 
Clarke,  Omaha;  “A  Discussion  of  Breech  Presenta- 
tion” (With  the  DeLee  Obstetrical  Movies),  Dr.  Elmer 
M.  Hanson,  Lincoln;  “One  Phase  of  Sinus  Infection”, 
Dr.  J.  C.  Tucker,  Beatrice. 

A six  o’clock  dinner  was  a feature  of  the  program. 

The  pioneer  physicians  of  the  county  were  honored 
by  the  Gage  County  Medical  Society  at  its  regular 
meeting  Tuesday  evening,  November  12,  when  a 6:30 
dinner  was  given  “to  those  physicians  who  gave  their 
youth  to  the  Young  West  and  guarded  the  homes  of 
the  hardy  settlers  against  the  invisible  enemy.”  The 
dinner  was  given  at  the  Paddock  hotel.  Dr.  Rush 
being  sponsor  of  the  program. 

The  physicians  now  living  in  the  county  who  were 
registered  as  early  as  1891  are  Dr.  I.  N.  Pickett,  class 
of  1878;  Dr.  G.  L.  Roe,  1879;  Dr.  C.  C.  Gafford,  1881; 
Dr.  C.  A.  Bradley,  1881;  Dr.  J.  R.  Clausen,  1883;  Dr. 
C.  S.  Boggs,  1884;  Dr.  C.  P.  Fall,  1889;  Dr.  H.  P.  Mc- 
Knight,  1890,  and  Dr.  H.  M.  Hepperlen,  class  of  1891. 

Dr.  E,  W.  Rowe  of  Lincoln  was  the  speaker,  taking 
the  subject  of  co-operation  in  the  practice  of  medi- 
cine. He  urged  doctors  to  unite  in  the  practice  of 
medicine.  He  urged  doctors  to  unite  in  an  effort  to 
put  the  benefits  of  laboratory  aids,  proper  hospital- 
ization for  the  sick  and  modern  sanitation  within  the 
reach  of  the  purchasing  power  of  the  masses.  Drs. 
Pickett,  Gafford,  Roe,  Bradley,  Fall  and  Hepperlen  re- 
lated amusing  experiences  of  the  days  of  the  horse 
and  buggy. 

About  25  were  in  attendance.  The  out-of-town 
guests  were  Drs,  Gafford  and  Elias  of  Wymore,  Drs. 
Pickett  and  Rice  of  Odell,  Dr.  McKnight  of  Virginia 
and  Dr.  Lee  of  Pickrell. 

—Beatrice  Sun. 


HUMAN  INTEREST  TALES 

Dr.  A.  A.  Blum  has  located  at  Shelby. 

Dr.  F.  W.  Faulk,  formerly  of  Omaha,  has  located 
at  Peru. 

Dr.  Charles  S.  Boggs,  Filley,  submitted  to  an  ap- 
pendectomy recently. 

Dr.  W.  O Bridges,  Omaha,  is  spending  the  winter 
at  Santa  Barbara,  California. 

Dr.  M.  H.  Carrig  has  moved  from  Norfolk  to  Stuart 
in  association  with  Dr.  F.  L.  Wilson. 

Dr.  J.  P.  Brown,  formerly  of  Stuart,  has  become 
associated  with  Dr.  J.  P.  Gilligan,  O’Neill. 

Dr.  D,  J.  Wilson,  an  Ashland  product,  has  become 
associated  with  Dr.  F.  J.  Murray,  Omaha. 

,,  <Dv.  T . jAt  J’eterson,  Holdrege,  and  Miss  Doris  An- 
ctiywsjof’C^iv.ag'frj  were  married  October  19. 

’■'Dr.  Lloyd ' My.fe?;s,  Shelby,  has  sold  his  equipment 
and,  vjill  pursue  postgraduate  work  for  a time. 

iDi'.'.'and  Mrs.  E.  E.  Simmons,  Omaha,  made  a trip 
re'cently  to  Seattle  and  the  Canadian  Rockies. 
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Dr.  B.  M.  McIntyre,  Wayne,  has  gone  to  Rochester, 
Minn.,  for  clinical  work  and  will  remain  for  some 
months. 

Dr.  T.  E.  Dent,  formerly  of  Omaha,  has  located  at 
North  Platte,  He  is  a son  of  Dr.  Geo.  B.  Dent  of 
North  Platte. 

Dr.  A.  M.  Sonneland,  Norfolk,  gave  a lecture  re- 
cently before  the  local  Woman’s  club  on  vaccination 
and  immunization. 

A fund  of  $155,000  has  been  subscribed  in  North 
Platte  to  build  a hospital  suited  to  the  size  and  im- 
portance of  the  place. 

Dr.  A.  E.  Gadbois,  Norfolk,  attended  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  at 
Atlantic  City,  the  last  of  October. 

Dr.  Charles  E.  Thompson,  Detroit,  former  Omahan, 
and  -Miss  M.ary  Vance,  Omaha,  daughter  of  Dr.  and 
Mrs.  J.  H,  Vance,  were  married  October  19. 

Dr.  C.  P.  Fordyce,  Falls  City,  has  been  elected 
president  of  the  Nebraska  Writers’  guild.  He  is  the 
author  of  “Trail  Craft”  and  “Touring  Afoot”. 

Dr.  Roy  Fonts,  Omaha,  was  elected  President-elect 
of  the  American  College  of  Physical  Therapy  at  the 
annual  meeting  held  in  Chicago  early  in  November. 

Dr.  and  Mrs.  Arthur  Kintner,  he,  a former  Ne- 
hawka  practitioner,  now  in  fellowship  at  the  Mayo 
clinic,  visited  friends  and  relatives  lately  in  Nebraska, 

Dr.  Sophia  E.  Warner  is  now  practicing  in  Hol- 
brook. Nebraska,  She  recently  returned  to  Nebraska 
from  Minot,  North  Dakota,  where  she  has  been  en- 
gaged in  public  health  w'ork. 

A large  residence  property  has  been  leased  in  Wa- 
hoo  for  a hospital  to  be  known  as  the  Community 
hospital.  The  local  Lions  club  has  sponsored  it  and 
the  entire  profession  of  Saunders  county  is  helping 
to  push  the  institution  to  success. 

Dr.  C.  M.  Easton,  Davenport,  was  host  to  twenty- 
five  guects  at  dinner  at  the  local  hotel  in  celebration 
of  his  eighty-seventh  birthday,  October  27.  Dr. 
Eastern  is  not  in  practice.  He  graduated  at  Rush 
Medical  college  in  1872.  He  has  gone  to  Oklahoma 
to  spend  the  winter. 


NECROLOGY 

W.  H.  Britt,  Creighton.  Nebr.;  L'niversity  of  Iowa 
College  of  IMedicine,  1884;  practitioner  at  Creighton 
since  graduation,  with  the  exception  of  the  first  few 
months  at  Bazille  Mills;  died  from  an  apoplectic  at- 
tack while  on  the  w'ay  to  make  a country  call,  No- 
vember 1st,  1929,  aged  sixty-six  years. 

R.  P.  Pierce,  Holbrook,  Nebr.;  University  of  Louis- 
A'ille  School  of  Medicine,  1895;  member  Nebraska  State 
IMedical  Association;  practitioner  at  Ruskin  for  many 
years,  but  for  the  last  few  years  at  Holbrook;  died 
in  a hospital  at  Hastings,  on  or  about  October  18, 
1929,  aged  about  fifty-eight  years. 

Charles  P.  Brenn,  Western,  Nebr.;  Chicago  College 
of  Medicine  and  Surgery,  1906;  member  Nebraska 
State  Medical  Associati’on;  practitioner  at  Western 
for  22  years;  died  from  a self  inflicted  shotgitn  v'oun.d, 
presumably  due  to  insomnia  from  w.hich  he  suffered^ 
aged  forty-six  years.  ' ' ' 

As  The  Journal  is  being  md-cle  up  we  learn  the 
death  of  Dr.  H.  M.  IVlcCl^ir^ahan,  of  Omaha.  Obituary 
will  follow  next  month. 


BOOKS  RECEIVED 

DISEASES  OP  THE  BLOOD,  by  Paul  W.  Clough, 
AI.  D.,  Associate  in  Clinical  Medicine — John  Hopkins 
University.  Cloth,  8 mo.,  310  pages.  Price  $2.50. 
Harper  Bros.  Publishers,  1929. 

TREATAIENT  OF  DIABETES  AIELLITUS  AVITH 
HIGHER  CARBOHYDRATE  DIETS,  by  William 
David  Sansum,  AI.  S.,  AI.  D.,  F.  A.  C.  P.,  Percival 
Allen  Gray,  Ph.  D.,  AI.  D.,  Ruth  Bowden,  B.  S.  Cloth, 
8 mo.,  309  pages.  Price  $2.50.  Harper  Bros.  Publish- 
ers, 1929. 

PETTIBONE’S  TEXTBOOK  OP  PHATSIOLOGICAL 
CHEAIISTRY,  by  J.  P.  AlcClendon,  Ph.  D.,  Professor 
of  Physiological  Chemistry,  Aledical  School,  Uni- 
versity of  Alinnesota,  Alinn.  Cloth,  18  mo.,  368  pages 
Price  $3.75.  The  C.  V.  Alosby  Co.,  1929. 

AN  INTRODUCTION  TO  THE  STUDY  OP  HU- 
AIAN  ANATOAIY,  by  R.  J.  Terry,  A.  B.,  AI.  D.,  Pro- 
fessor of  Anatomy,  Washington  University,  St.  Louis. 
Cloth,  8 mo.,  346  pages.  Price  $3.50.  The  AlacAIillan 
Co.,  1929. 

AIODERN  AIETHODS  OF  TREATAIENT,  by  Logan 
Clendening,  AI.  D.,  Professor  of  Clinical  Aledicine, 
Lecturer  on  Therapeutics,  Aledical  Department  of  the 
University  of  Kansas;  Attending  Physician,  Kansas 
City  General  Hospital;  Physician  to  St.  Luke’s  Hos- 
pital, Kansas  City,  Alissouri.  Cloth,  16  mo.,  815  pages. 
Price  $10.00.  The  C.  V.  Alosby  Co.,  1929. 

AIEDICAL  RECORD  VISITING  LIST,  AVm.  Wood 
& Co.,  New  A^ork.  Price  $2.00. 


STOP  KICKIN’ 

Now  there  ain’t  no  use  to  worry  and  there  ain’t  no 
use  to  fret 

’Cause  the  things  that  you’ve  been  wantin’  haven’t 
happened  to  you  yet. 

There’s  no  use  to  be  complainin’  and  be  always  in  a 
stew, 

’Cause  the  other  feller’s  gettin’  what  you  think  be- 
longs to  you. 

Why  life’s  things  is  distri-but-ed  in  the  funny  way 
they  is 

Is  away  past  my  explainin’  and  it’s  really  not  my  biz 

For  the  one  who  distri-butes  them,  they  all  say  is 
mighty  wise, 

And  knows  just  what  He’s  adoin’  tho  he  does  live  in 
the  skies. 

So  ’twill  be  a durn  site  better  not  to  grumble  and 
complain 

’Cause  we  wanted  pleasant  weather  and  instid  we 
got  the  rain. 

Rain  was  needed  by  some  feller  fur  his  crops  and  fur 
his  hay 

They’d  dried  up,  and  he’d  been  busted,  if  we’d  had  our 
bloomin’  way. 

A much  better  plan  is  this  one — be  contented  all  the 
while — ■ 

AVork  your  durndest  while  you’re  workin’ — always 
have  a happy  smile. 

You’ll  be  gettin’  all  you’re  wantin’  if  you  want  it  hard 
enuff 

Other  ways  of  livin’s  lonesome — and  ihe  roads  is 
mighty  ruff. 

S.  AI.  K 


“'Not  drunk  is  he  who  from  the  floor 
' Can  rise  again  or  drink  once  more: 
But  drunk  is  he  who  prostrate  lies 
And  cannot  either  drink  or  rise.” 
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Remeiinber/ 

CALCREOSE  offers  the  full 
expectorant  action  of  creosote 
in  a form  agreeable  to  the 
patient. 

Each  4 gr.  tablet  contains  2 grs. 
of  creosote  combined  with 
calcium  hydroxide. 


‘^'^hen  treating 
stubborn  coughs^^ 
you  have 
available  ^ V 


Meeting  the  de- 
mand for  a cough  syrup 
containing  Calcreose  is  the  new 
Compound  Syrup  of  Calcreose 
a tasty,  effective  remedy  for  minor 
respiratory  affections. 

Each  fluid  ounce  represents  Calcreose  Solution, 
160  minims  (equivalent  to  10  minims  of  pure  creosote); 
Alcohol,  24  minims;  Chloroform,  approximately  3 minims; 
Wild  Cherry  Bark,  20  grains;  Peppermint,  Aromatics  and 
Syrup  q.  s.  Samples  of  Tablets  and  Syrup  to  Physicians  on  Request. 


MALTBIE 


CHEMICAL  COMPANY 

fN  E W A FS  g<  , M . J. 


A Suggestion  to  Professional  Men 

"PROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust  Co£ie^ 

T^arnam  at^/^enieenih 
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fvery  "Diphtheria 
Should  T^cover 

If  diagnosed  EARLY 

and  if  enough  Diphtheria  Antitoxin  is  used 

FREQUENTLY  the  physician  is  not  called  until 
dangerously  late.  Then,  especially,  a most  depend- 
able Diphtheria  Antitoxin  is  required  and  repeated 
injections  may  even  be  needed. 

Under  such  circumstances  select  Diphtheria  Anti- 
toxin, P.  D.  & Co.  It  is  highly  concentrated  and 
purihed;  limpid  and  water-clear, with  a minimum 
content  of  protein  substances.  The  syringe  con- 
tains 40%  more  antitoxin  units  than  the  label 
calls  for.  This  provides  for  possible  lessening  of 
activity  with  lapse  of  time,  assuring  full  label 
dosage  up  to  the  date  stamped  on  the  package. 

Diphtheria  Antitoxin,  P.  D.  & Co.,  is  supplied  in 
syringe  packages  of  latest  improved  type,  ready 
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AMMONIACAL  URINE 
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“As  the  case  improves,  dextri- 
maltose  may  be  substituted 
for  the  malt  extract  so  that 
the  final  formula  reached 
will  contain  dextri-maltose 
as  the  carbohydrate/’ 


■6- 


-o- 


MEAD'S  DEXTRU  MALTOSE 


from  Text  Booh 


Quite  apart  from  the  local  therapy  and  care 
of  diapers  in  the  control  of  cases  of  ammo- 
niacal  urine  is  the  question  of  diet.  Diet  is  an  im- 
portant matter. 

The  etiology,  in  the  majority  of  these  cases, 
indicates  an  intolerance  for  milk  fat.  High  fat  feed- 
ings result  in  an  excess  of  volatile  fatty  acids  in  the 
stomach  and  intestines  and  a condition  of  “acidosis” 
prevails. 

Constipation  is  a marked  symptom.  Hard,  dry, 
crumbly  stools  of  grey  color  can  be  shaken  from  the 
diaper  without  leaving  stains;  fat  indigestion  con- 
sisting chiefly  of  insoluble  soaps. 

Dietary  treatment  consists  in  the  reduction  of 
fats  to  the  infant’s  tolerance  and  the  increased 
addition  of  carbohydrates  to  restore  the  caloric 
value  of  the  food. 

Mead’s  Dextri-Maltose  No.  3 is  the  indication, 
first,  because  of  its  easy  assimilation  and  second^ 
because  it  contains  an  alkali  in  the  form  of  a 3% 
addition  of  potassium  bicarbonate  to  aid  in  over- 
coming the  constipation. 


THE  MEAD  POLICY  % 

Mead's  infant  diet  materials  are  advertised  only  to  physicians. 

No  feeding  directions  accompany  trade  packages.  Information  in  re- 
gard to  feeding  is  supplied  to  the  mother  by  written  instructions 
from  her  doctor,  who  changes  the  feedings  from  time  to  time  to  meet 
the  nutritional  requirements  of  the  growing  infant.  Literature 

' furnished  only  to  physicians.  ^ 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 


£ 
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T}\c  peep'hoUs  of  a 
district  vision  to  a narrou- 
area  because  of  their  nar- 
row  angle  of  view. 


Ordinary  knsss  are  a 
mas{(  because  you  receive  a':* 
curate  images  only  m 
the  center. 


Orthogons  unmasi^  your  eyes 
by  giving  perfect  vision  to 
the  extreme  margins 
of  the  lenses. 


UNMASK 

YOUR  PATIENTS 

WHEN  your  patients  are  fitted  with  ordinary 
lenses  they  are,  in  a measure,  masked.  Clear 
and  strain-free  vision  is  possible  only  through 
a small  portion  near  the  center  of  each  lens. 

Practitioners  have  knowm  that  marginal  astigmatic  er- 
rors could  be  eliminated,  but  such  lenses  as  would  ac- 
complish this  have  hitherto  been  available  only  with  con- 
siderable loss  of  time  and  consequent  annoyance. 

Now  in  the  ORTHOGON  series,  we  have  fully  corrected 
lenses  which  may  be  obtained  on  prescription  orders  with 
the  same  service  as  ordinary  lenses.  Now  you  can  pre- 
scribe lenses  which  completely  translate  your  findings 
and  give  your  patients  precise  correction  over  the  entire 
vision  range. 


Unmash  pour  patients  With  ORTHOGON  lenses! 

Riggs  Optical  Company 

Qtiality  Optical  Troducts  - 


Appleton.  tVisconsin 
Boise,  Idaho 
Butte,  Montana 
Cedar  Rapids,  Iowa 
Chicago,  Illinois 
Council  Bluffs,  Iowa 
Davenport,  Iowa 
Denver,  Colorado 
Des  Moines,  Iowa 
Eugene,  Oregon 
Fargo,  North  Dakota 
Fond  Du  Lac,  'Wisconsin 
Fort  Dodge,  Iowa 
Fresno,  California 
Galesburg,  Illinois 
Grand  Island,  Nebraska 
Great  Falls,  Montana 


Green  Bay,  Wisconsin 
Hastings,  Nebraska 
Iowa  City,  Iowa 
Kansas  City,  Missouri 
Lincoln.  Nebraska 
Madison,  Wisconsin 
Mankato,  Minnesota 
. Medford.  Oregon 
Minneapolis,  Minn. 
Minot,  North  Dakota 
Oakland.  California 
Ogden,  Utah 
Oklahoma  City,  Okla. 
Omaha,  Nebraska 
Pittsburg,  Kansas 
Pocatello,  Idaho 
Portland,  Oregon 
Pueblo.  Colorado 


Quincy.  Illinois 
Reno,  Nevada 
Rockford,  Illinois 
Salem,  Oregon 
Salt  Lake  City,  Utah 
Salina,  Kansas 
San  Francisco.  Calif. 
Seattle,  Washington 
Sioux  City,  Iowa 
Sioux  Falls,  So.  Dakota 
Spokane,  "Washington 
St.  Louis.  Jlissouri 
St.  Paul,  .Minnesota 
Tacoma.  Washington 
tValla  Walla,  Wash. 
Waterloo,  Iowa 
"Wichita,  Kansas 
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^LINICAL  experience  during  in- 
fluenza epidemics  demonstrated 
the  value  of  Calcreose  in  this  dis- 
ease and  its  pulmonary  and  in- 
testinal complications. 

Persistent  coughs  arid  bronchi- 
tis are  particularly  amenable  to 
Calcreose. 


creo«  4 grains  con- 
tains 2 grains  pure 
creosote  combined 
with  hydrated  cal 
cium  oxide.  The 
lull  expectorant  ac- 
tion of  creosote  is 
provided  in  a form 
which  patients  will 


The  MALTBIE  Chemical  Company 

Pharmaceutical  Chemists 
NEWARK,  NEW  JERSEY 

JirO 


COMPOUND 
SYRUP  OF  CALCREOSE 
Also  available  . . , Compound  Syrup  of  Calcreose, 
Maltbie,  for  the  lesser  ailments  of  the  respiratory 
tract  . a tasty,  elective  cough  syrup  that  diKs 
not  nauseate  each  fluid  ounce  representing 
Calcreose  Solution,  160  minims  (equivalent  to  10 
minims  of  pure  creosote);  Alcohol,  24  minims. 
Chloroform,  approximately  3 minims.  Wild 
Cherry’  Bark.  20  grains;  Peppermint.  Aromatics 
and  Syrup  q.  s 
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A Suggestion  to  Professional  Men 

PROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust  CoiUMi 

T^arnain  at  /^'cnteenth 
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The  colloidal  ability  of 
KNOX  SPARKLING  GELATINE 
is  valuable  in  infant  feeding 


Drs.  Alexander,  Bogue,  Downey  and 
others  have  established  the  colloid- 
chemical  power  of  gelatine.  It  has  been 
proved  that  gelatinated  milk  is  more 
readily  digested  and  absorbed.  Many 
physicians  and  institutions  have  adopt- 
ed it  for  certain  specialized  diets  of  in- 
fants. It  increases  the  available  nour- 
ishment of  the  milk  mixture.  By  reduc- 
ing the  formation  of  large  curds,  it 
helps  overcome  regurgitation  and  vom- 
iting. It  is  indicated  where  infants 
have  colic  or  excessive  gas  formation, 
curdy  stools,  diarrhea  or  constipation. 

Knox  Sparkling  Gelatine  is  an  import- 
ant adjuvant  in  many  special  diets.  In 
diabetic  cases,  it  imparts  satiety  to  the 
patient’s  appetite,  and  adds  valuable 
protein  content  to  the  menu.  In  the 
regimen  of  invalids  and  convalescents, 
Knox  Sparkling  Gelatine  varies  the 
monotony  of  the  diet  with  dozens  of 
dainty  appetizing  dishes.  Knox  Spark- 


QUALITY WITH  ECONOMY 
Knox  Sparkling  Gelatine  is  the  highest 
quality  for  health.  It  is  a protein  in  its 
purest  form,  particularly  suitable  where 
carbohydrates  and  acids  must  be  avoided. 
When  you  purchase  Knox  Gelatine  you 
not  only  get  quality  but  economy,  for 
each  package  makes  four  different  des- 
serts or  salads  of  6 generous  servings 
each. 


ling  Gelatine  is  a pure  protein,  unbleach- 
ed, unflavored,  unsweetened. 

Send  for  valuable 
booklets  on  dietetics 

Leading  dietitians  have  prepared  the 
booklets  listed  below.  They  contain 
much  valuable  information  on  the  med- 
ical value  of  Knox  Sparkling  Gelatine, 
together  with  tempting  recipes  for  the 
various  prescribed  diets.  Surgeons, 
doctors,  dietitians  and  members  of  hos- 
pital staffs  will  find  them  useful  for 
reference.  Check  those  which  interest 
you  and  mail  us  the  coupon. 


KXOX  GEI.ATIXE  LA  I!0 U.VTOH  I E.‘^, 

42;i  Knox  Avenue,  Johnstown,  X.  Y. 

Please  send  me,  without  obligation  or  e.xpense,  tlie  l)ooklet.s  wliich  I have  marked.  Al.so  regis- 
ter my  name  for  future  reports  on  clinical  gelatine  test.«  as  they  are  issued. 

( I Diet  in  the  Treatment  of  Ifiabetes. 

( ) Keducing  Diet. 

I ) Varying  tlie  Jlonotony  of  Li(|uid  and  Soft  Diets. 

( ) Itecipes  for  Anemia. 

( ) Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding. 


.Xame 


,\ddi  ess 


Pity 


State 


Vou  can  enhance  the  value  of  your  own  Journal  by  i)atronizing  it.«  advertisers. 
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ATROPHY 

“Maltose  is  indicated  in  very  difficult 
feeding  cases  and  in  severe  cases  of  mal- 
nutrition and  atrophy.  It  is  part  of  the 
routine  in  the  treatment  of  chronic 
indigestion  from  fat.  Carbohydrate  in- 
digestion is  more  frequently  seen  in 
cases  fed  on  lactose  or  on  cane  sugar: 
in  such  cases  maltose  is  indicated.” 


? 


MEADES  DEXTRI^- MALTOSE 


From  Text  Books 
of  over  a decade 


^l/^EAD’S  DEXTRI- MALTOSE  is  usually 
9^ J C indicated  for  feeding  difficult  cases. 

While  all  carbohydrates  can  cause  nutritional 
disturbances,  it  has  been  shown  that  Mead’s 
Dextri-Maltose  is  the  form  least  likely  to  cause 
such  disorders  as  fermentative  diarrhoea,  indi- 
gestion in  infants,  having  a low  tolerance  for 
sugar. 

It  is  because  this  carbohydrate  is  better 
tolerated  by  the  majority  of  infants  with  an  in- 
clination to  diarrhoea  that  it  is  used  so  exten- 
sively in  cases  where  such  a condition  has  been 
present. 

This,  coupled  with  the  fact  that  it  can  be 
given  sooner  and  in  larger  amounts  in  cases  re- 
covering from  nutritional  disturbances,  is  added 
assurance  that  satisfactory  gains  in  weight  will 
result  with  less  danger  of  a return  of  the  com- 
plaint. 


THE  MEAD  POLICY  % 

Mead's  infant  diet  materials  are  advertised  only  to  physicians- 
...  ^0  fttdtng  directions  accompany  trade  packages.  Information  in  re~ 

gard  to  feeding  is  supplied  to  the  mother  by  written  instructions 
from  her  doctor,  who  ch  anges  the  feedings  from  time  to  time  to  meet 
the  nutritional  requir  ements  of  the  growing  infant.  Literature 

furnished  only  to  physicians.  ^ 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  acl vertisei's. 
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I mil 


The  peep'hole.^  of  a masl( 
-restrict  vision  to  a narrow 
area  because  of  their  nur^ 
TOW  angle  of  view. 


OrAinar'f  lenses  are  lil^e  a 
tnasl^  because  you  receive  a':* 
curate  images  onI)i  m 
the  center. 


UNMASK 

YOUR  PATIENTS 


W 


Orthogons  unmasl^yourcyej 
by  giving  perfect  nstort  tO 
the  extreme  margins 
of  the  lenses. 


HEN  your  patients  are  fitted  with  ordinary 
lenses  they  are,  in  a measure,  masked.  Clear 
and  strain-free  vision  is  possible  only  through 
a small  portion  near  the  center  of  each  lens. 

Practitioners  have  known  that  marginal  astigmatic  er- 
rors could  be  eliminated,  but  such  lenses  as  would  ac- 
complish this  have  hitherto  been  available  only  with  con- 
siderable loss  of  time  and  consequent  annoyance. 

Now  in  the  ORTHOGON  series,  we  have  fully  corrected 
lenses  which  may  be  obtained  on  prescription  orders  with 
the  same  service  as  ordinary  lenses.  Now  you  can  pre- 
scribe lenses  which  completely  translate  your  findings 
and  give  your  patients  precise  correction  over  the  entire 
vision  range. 


Unmask  ^our  patients  With  ORTHOGON  lenses! 

Riggs  Optical  Company 

Quality  Optical  Products  - 


A|)pleton,  Wisconsin 
Hu  se,  Idaho 
Butte,  Montana 
Cedar  H.apids,  Iowa 
Chicago,  Illinois 
Council  Bluffs,  Iowa 
Davenport,  Iowa 
Denver,  Coloiado 
Des  Jloine.s,  Iowa 
Rugene,  Oregon 
Fargo,  North  Dakota 
Fond  Du  Hac,  Wisconsin 
Fort  Dodge,  Iowa 
Fresno,  California 
Galesburg,  Illinois 
Grand  Island.  Nebraska 
Great  Falls,  Montana 


Green  Bay,  Wisconsin 
Hastings,  Nebraska 
Iowa  City,  Iowa 
Kansas  City.  Missouri 
Hincoln,  Nebraska 
Madison.  Wisconsin 
Mankato,  Minnesota 
Mi'dford,  Oregon 
Minneapolis.  Minn. 
Minot,  North  Dakota 
Oakland,  California 
Ogden,  Utah 
Oklahoma  City,  Okla. 
Omaha,  Nebraska 
T’ittsburg,  Kansas 
Pocatello,  Idaho 
Portland.  Ore.gon 
Pueblo.  Colorado 


Quincy,  Illinois 
Reno,  Nevada 
Rockford,  Illinois 
Salem,  Oregon 
Salt  Lake  City,  Utah 
Salina,  Kansas 
San  Francisco.  Calif. 
Seattle,  Washington 
S oux  City.  Iowa 
Sioux  Falls.  So.  Dakota 
Spokane.  Washington 
St.  Louis.  Missouri 
St.  Paul,  .ilinnesota 
Tacoma.  Washington 
Walla  Walla.  Wash. 
Waterloo,  Iowa 
Wichita,  Kansas 
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TWO  MALTa 


"MALTBIE 


which  meet 
your  therapeutic 
requirements! 

^'^LINICAL  experience  during  i 
epidemics  demonstrated 
was  of  value  in  the  treatme 
ary  and  intestinal  complicarfv-*^  . 

The  Tablets  Calcreose  TySra^ontal^Y  grs. 
of  pure  creosote  .combiae^vith  hydratei( 
calcium  oxide.  HO  ' 

Each  fluid  ounce  of  Cc 
Calcreose  represents  Calcre 
minims  (equivalent  to  10 
creosote);  Alcohol,  24  minims;  UftlOTotorm, 
approximately  3 minims;  Wild  Cherry 
Bark,  20  grains;  Peppermint,  Aromatics 
and  Syrup  q.  s. 


A Suggestion  to  Professional  Men 


T5  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 


Peters  Trust 

T^arnam  at^/evcnieenih 
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'C’XCLUSIVELY  for  the  use  of  physicians  and  dentists  and  gov- 
erned  by  a committee  of  doctors . . . the  auditorium  ot  the  Medical  Arts 
Building  is  the  scene  of  many  interesting  gatherings ...  lectures  by  dis- 
tinguished speakers  . . . brilliant  social  functions.  This  is  but  one  of  the 
many  conveniences  afforded  by  the  Medical  Arts  Building,  with  its  spa- 
cious offices  and  display  rooms,  attractive  club  room,  tea  room,  and  other 
unusual  facilities.  This  is,  indeed,  the  doctors’  own  building! 

Floor  plans  will  be  gladly  sent  to  any  member  of 
the  medical  or  allied  professions  upon  recjuest 


MEDICAL  ARTS 


BUILDING 


GEORGE  Ss'  COMPANY 

Cily  National  BanK  Bldg. 


OMAHA 


THK  NKHUASKA  STATK  MKDK'Al.  JOrUXAI, 

CELIAC  DISEASE 

V 

A non-laxative  combination  of 
dextrin  and  maltose  is  best  adapted 
because  it  can  be  given  in  such 
large  amounts  as  necessary  to  cover 
the  caloric  needs  without  produc- 
ing fermentation,  diarrhea  and 
intoxication.” 


Xxxi 


?■ 


MEADES 


DEXTRI-MALTOSE 


WHILE  celiac  disease  is  met  only  occasionally 
in  infant  feeding,  its  stubborn  resistance  to 
treatment  is  well  known. 

This  disease  alternates  between  constipation  and 
diarrhea,  accompanied  by  intermittent  vomiting, 
caused  by  a low  acidity  of  the  stomach. 

The  stools  are  characteristic  of  this  particular 
type  of  indigestion,  large,  foul  and  bulky  from  un- 
digested fat. 

There  is  a marked  intolerance  for  fats  and,  to  a 
lesser  extent,  for  carbohydrates. 

Treatment  then  lies  in  the  correction  of  the  diet. 
The  amount  of  fat  must  be  lessened  and  the  carbo- 
hydrate increased  to  make  up  this  deficiency. 

Mead’s  Dextri-Maltose  is  the  indication  in  such 
cases  because  of  its  easier  assimilation  in  cases  of 
weakened  digestive  powers. 

Because  of  its  greater  assimilation  limits,  it  is 
used  liberally  by  infant  feeders  in  the  case  of  well 
infants.  This,  because  it  offers  the  greatest  insur- 
ance against  the  appearance  of  digestive  disturb- 
ances. 


THE  MEAD  POLICY 

Mead' s infant  diet  materials  are  advertised  only  to  physicians. 
No  feeding  directions  accompany  trade  packages.  Information  in  re- 
gard ti  feeding  is  supplied  to  the  mother  by  written  instructions 
from  her  doctor,  who  changes  the  feedings  from  time  tc  time  to  meet 
the  nutritional  requirements  of  the  growing  infant.  Literature 
furnished  only  to  physicians. 


\ 


£ 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 
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Tfstrjct  n'sion  to  a narrou 
ared  because  of  their  nar- 
row angle  of  view. 


\^/ 

Ordinary  kn?es  are  a 
beCciu5C  >ou  receive  ay 
curate  images  only  m 
the  center. 


Orthogons  unmasl^  your  eyet 
by  giving  perfect  vision  to 
the  extreme  margins 
of  the  lenses. 


k V/'i 


UNMASK 

YOUR  PATIENTS 

WHEN  your  patients  are  fitted  wdth  ordinary 
lenses  they  are,  in  a measure,  masked.  Clear 
and  strain-free  vision  is  possible  only  through 
a small  portion  near  the  center  of  each  lens. 

Practitioners  have  knowm  that  marginal  astigmatic  er- 
rors could  be  eliminated,  but  such  lenses  as  would  ac- 
complish this  have  hitherto  been  available  only  with  con- 
siderable loss  of  time  and  consequent  annoyance. 

Now  in  the  ORTHOGON  series,  we  have  fully  corrected 
lenses  which  may  be  obtained  on  prescription  orders  with 
the  same  service  as  ordinary  lenses.  Now  you  can  pre- 
scribe lenses  which  completely  translate  your  findings 
and  give  your  patients  precise  correction  over  the  entire 
vision  range. 


Unmask  pour  patients  With  ORTHOGON  lenses! 

Riggs  Optical  Company 

Otmlity  Optical  ‘Rroducts  - 


Appleton,  Wisconsin 
Boise,  Idaho 
Butte,  Jlontana 
Cedar  Rapids.  Iowa 
Chicago,  Illinois 
Council  Bluffs,  Iowa 
Davenport,  Iowa 
Denver,  Colorado 
Des  Moines,  Iowa 
Eugene,  Oregon 
Fargo,  North  Dakota 
Fond  Du  Lac,  Wisconsin 
Fort  Dodge.  Iowa 
Fresno.  California 
Galesburg,  Illinois 
Grand  Island.  Nebraska 
Great  Falls.  Montana 


Green  Bay,  Wisconsin 
Hastings,  Nebraska 
Iowa  City,  Iowa 
Kansas  City.  Missouri 
Lincoln.  Nebraska 
Madison.  Wisconsin 
Mankato,  Minnesota 
Medford.  Oregon 
Minneapolis.  Minn. 
:Minot,  North  Dakota 
Oakland.  California 
Ogden,  Utah 
Oklahoma  City,  Okla. 
Omaha,  Nebraska 
Pittsburg,  Kansas 
Pocatello,  Idaho 
Portland,  Oregon 
Pueblo.  Colorado 


Quincy,  Illinois 
Reno.  Nevada 
Rockford,  Illinois 
Salem,  Oregon 
Salt  Lake  City,  Utah 
Salina,  Kansas 
San  Francisco.  Calif. 
Seattle,  Washington 
Sioux  City,  Iowa 
Sioux  Falls,  So.  Dakota 
Spokane,  Washington 
St.  Louis.  Missouri 
St.  Paul,  .Minnesota 
Tacoma.  Washington 
Walla  Walla,  Wash. 
Waterloo.  Iowa 
Wichita,  Kansas 
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ACHIEVE/ME/NTS 


Tablets 
Calcreose 
4 grains 

Each  tablet  contains  2 
grains  of  pure  creosote 
combined  with  hy- 
drated calcium  oxide. 


Compound  Syrup  of 

Calcreose 

Alcohol  5 Per  Cent 
Each  fluid  ounce 
Refircscnts: 
Alcohol — 24  Mms. 
Chloroform  A/i' 
^roxmuiteU 
3 Mms. 

Calcreose  Solution 
160  Mins. 
(Equh'alcnt  to  10 
mms.  of  creosote) 
W^ild  Cherry  Burl; 
20  grs. 

Peppermint  ArO' 
manes  and  S^rup 
q.s. 

Tasiy,  effective,  does 


which  meet  your 
therapeutic  requirements! 

HEN  Maltbie  made  Calcreose  available  for 
the  treatment  of  Bronchitis,  Tuberculosis,  In- 
testinal and  Urinary  Affections,  the  medical  profes- 
sion was  given  a product  through  which  the  full 
therapeutic  effect  of  creosote  could  be  secured  even 
though  the  patient  may  have  a sensitive  stomach. 

Calcreose  is  a loose  chemical  combination  of  pure 
creosote  and  hydrated  calcium  oxide.  The  creosote 
is  slowly  released  from  Calcreose  and  this  provides  a 
prolonged  and  effective  action  which  is  very  helpful. 
Leading  druggists  carry  Tablets  Calcreose  4 grs.  and 
Compound  Syrup  of  Calcreose  for  prescription 
purposes.  Samples  gladly  mailed  to  Physicians. 

Maltbie  Chemical  Company,  Newark,  New 

AWALTOE. 


A Suggestion  to  Professional  Men 


■p  ROFESSIONAL  men  know  that  only  years  of  training-  qualify 
^ one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 


Peters  Trust 

Tarnam  at^/^enieenth 
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Tempt  the  convalescent’s  appetite 
with  appealing  tidbits  made  from 
Knox  Sparkling  Gelatine 


In  charting  the  diet  of  the  convales- 
cent, the  doctor  has  to  make  provision 
against  monotony,  often  the  chief  ob- 
stacle to  the  patient’s  speedy  recovery. 
Fickle  appetites  must  be  coaxed  with  a 
variety  of  pleasing  and  dietetically  cor- 
rect dishes.  Fhe  use  of  Knox  Sparkling 
Gelatine  permits  a number  of  refresh- 
ing variations  from  the  standard  menu. 
Not  only  does  it  break  monotony.  It 
contributes  essential  elements  of  nutri- 
tion. Each  ounce  contains  120  calories. 
This  known  food  value  is  a material  aid 
in  making  your  dietary  calculations. 

In  many  other  special  diets,  Knox 
Sparkling  Gelatine  can  be  employed  to 
advantage.  It  is  a pure  protein,  un- 
bleached, unfavored,  free  from  sugar. 

ith  diabetics,  it  increases  protein  con- 
tent and  gives  the  additional  bulk 
needed  to  satisfy  the  patient’s  hunger. 
In  the  diet  for  anemia,  it  enables  the 
doctor  to  introduce  new  and  appetiz- 
ing preparations  of  the  inevitable  liver. 
With  infants,  its  colloidal  ability  re- 
duces the  formation  of  large  curds,  and 
so  helps  overcome  regurgitation  and 
vomiting.  Gelatinated  milk  is  more  readily 


QUALITY  WITH  ECONOMY 

Knox  Sparkling  Gelatine  is  the  highest  quality 
for  health.  It  is  a protein  in  its  purest  form, 
particularly  suitable  where  carbohydrates  and 
acids  must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  quality  but 
economy,  for  each  package  makes  four  dif- 
ferent desserts  or  salads  of  six  generous 
servings  each. 


digested  and  absorbed.  It  is  indicated 
where  infants  have  colic  or  excessive 
gas  formation,  curdy  stools,  diarrhea 
or  constipation. 

Let  us  send  you  these  valuable 
booklets 

Prepared  by  dietitians  of  recognized 
standing,  they  bring  you  much  addi- 
tional data  on  the  medical  value  of 
Knox  Sparkling  Gelatine.  Each  is  filled 
with  tempting  recipes.  They  are  avail- 
able to  surgeons,  doctors,  dietitians  and 
members  of  hospital  staffs.  May  we  send 
you  copies?  The  coupon  is  for  your 
convenience. 


KNOX  GEL.ATIXE  L.ABOR.ATORIES,  429  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have  marked.  .Also  register  my  name  for 
future  reports  on  clinical  gelatine  tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes  Y1  Varying  the  Monotony  of  Liquid  and  Soft  Diets 

I I Reducing  Diet  O Recipes  for  .Anemia 

I I Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding 

Name .Address 

City State 
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THE  NIGHT  CATE 


Mead’s 

Dextri  '}Aaltose 

For  Infant  Feeding 
No.  1 

With  2%  Sodium  Chlo- 
ride for  Normal  In- 
fants. 


No.  2 
Salt  Free 
No.  3 

With  3 % Potassium 
Bicarbonate  for  consti- 
pated Infants. 

V 

“The  Night  Call” — a 
reproduction  13X  x 12" 
in  color  from  the  origi- 
nal suitable  for  framing 
will  be  sent  on  request. 


„ ^OR  fifteen  years  this  big  man  in  the  fur  coat  has  been  de- 
voted  to  the  call  of  service  in  his  chosen  profession.  Fresh 
and  determined  from  the  medical  school,  he  took  over  the  old 
doctor’s  practice.  At  first  it  was  said  he  never  could,  even  in  a 
small  measure,  compensate  the  community  for  its  loss  when 
the  old  doctor  passed  on.  But  time  has  proved  that  he  could. 

The  old  doctor  imparted  to  the  other  some  of  his  own  wis- 
dom, his  own  patient  philosophy  of  life  and  service.  The 
younger  man,  sensitive  and  a seer  in  his  own  right,  builded  on 
from  his  own  experience  through  the  practical  application  of 
his  knowledge  of  medicine  and  the  personal  art  of  being  human 
and  humane. 

So  into  his  training  passed  the  long  discipline  of  study  and 
preparation,  together  with  that  more  rigorous  responsibility  to 
answer  the  summons  when  duty  calls,  whenever,  wherever  or 
for  whatever  the  need  may  be. 

He  may  watch  for  hours  upon  end  without  sleep,  eat  but 
little,  relax  never,  yet  no  one  hears  him  complain.  No  one 
thinks  he  ever  becomes  weary,  or  longs  for  a respite  and  so 
day  or  night,  in  season  and  out,  when  the  telephone  rings  a 
voice  carries  back,  “This  is  the  doctor.  Yes,  I will  come.” 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 

Makers  of  Infant  Diet  Materials  Exclusively 

r - , - - - l»s? 
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»rsrrict  W5icm  to  a ndrrotv 
area  because  of  their  nar^- 
row  angle  of  view. 


hO 


/ 


Ordinary  lenses  are  lil^c  a 
mask  because  you  receiic  a'T' 
curate  images  only  m 
the  center. 


Orthogons  unmask  your  eyes 
by  gmng  perfect  vision  to 
the  extreme  margm5 
of  the  Ien5e5. 


UNMASK 

YOUR  PATIENTS 

WHEN  your  patients  are  fitted  with  ordinary 
lenses  they  are,  in  a measure,  masked.  Clear 
and  strain-free  vision  is  possible  only  through 
a small  portion  near  the  center  of  each  lens. 

Practitioners  have  known  that  marginal  astigmatic  er- 
rors could  be  eliminated,  but  such  lenses  as  would  ac- 
complish this  have  hitherto  been  available  only  with  con- 
siderable loss  of  time  and  consequent  annoyance. 

Now  in  the  ORTHOGON  series,  we  have  fully  corrected 
lenses  which  may  be  obtained  on  prescription  orders  with 
the  same  service  as  ordinary  lenses.  Now  you  can  pre- 
scribe lenses  which  completely  translate  your  findings 
and  give  your  patients  precise  correction  over  the  entire 
vision  range. 


Unmask  ^our  patients  With  ORTHOGON  lenses! 

Riggs  Optical  Company 

Quality  Optical  Products 


Appleton,  AVisconsin 
Bo.se,  Idaho 
Butte,  Aiontana 
Cedar  Kapids,  Iowa 
Chicago,  Illinois 
Council  Bluffs,  Iowa 
Davenport,  Iowa 
Denver,  Colorado 
Des  Moines,  Iowa 
Eugene.  Oregon 
Fargo.  North  Dakota 
Fond  Du  Lac,  Wisconsin 
Fort  Dodge.  Iowa 
Fresno.  California 
Galesburg,  Illinois 
Grand  I.slard.  Nebraska 
Great  Falls,  Montana 


Green  Bay.  AVisconsin 
Hastings,  Nebraska 
Iowa  City,  Iowa 
Kansas  City.  Missouri 
I.incoln,  Nebraska 
AIadi.=on,  AA'isconsin 
Mankato,  Minnesota 
Medford.  Oregon 
Alinneapolis.  Alinn. 
Alinot,  North  Dakota 
Oakland.  California 
Ogden,  Utah 
Oklahoma  City.  Okla. 
Omaha,  Nebraska 
Pittsburg,  Kansas 
Pocatello,  Idaho 
Portland.  Oregon 
Pueblo.  Colorado 


Quincy.  Illinois 
feno.  Nevada 
Rockford,  Illinois 
Salem.  f)re.gon 
Sa't  Lake  Cit.v,  l.Tah 
Sa'.ina,  Kansas 
.San  Francisco.  Calif. 
.Seattle,  AVashington 
S'onx  City,  Iowa 
Sioux  Falls,  So.  Dakota 
Spokane.  AA'ashington 
.St.  Louis.  Missouri 
St.  Paul.  .Minnesota 
Tacnm.a.  Washington 
AValla  AA'alla,  AA'ash. 
AA'aterloo.  Iowa 
AA'ichita.  Kansas 
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A Suggestion  to  Professional 

P ROFESSIONAL  men  know  that  only  years  of 

one  for  his  profession,  and  also  that  years  of  exp 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust 

T^arnam  at^/^enteenth 


Sack  lahkt  Calcrcosc 4 grains 
contains  2 grains  of  purecrt’O- 
5ore  combmcci  tilth  hjdrated 
ca/cmm  oXidc. 


Sack  fluid  ounce  (Compound 
5yTU/>  of  Qalcrcosc  represents 
(SAlcohol 24  mms.,  (^h/oro- 
form  approximately  3 mins., 
Cu/cTcose  Johiiion  160  mins, 
(fjjuivafcnt  to  10  mins,  of 
creosote ),  'Zc’iM  Ck<rrry  ^ark 
20  grains,  Peppermint, 
i^romatics  <inci  5>rup  q.  s. 


MALimiE 


^q^PRING  colds  are  apt  to  hang  oru 
When  they  are  accompanied  by  stub- 
born coughs  or  bronchial  affections,  a 
good  expectorant  like  Calcreose  is  just 
the  remedy  you  need. 

Two  dosage  forms  of  Calcreose  are  avail- 
able. Calcreose  Tablets,  4 grains,  are 
preferable  for  the  more  serious  coughs 
and  in  bronchitis  and  tuberculosis. 

Compound  Syrup  of  Calcreose  will  an- 
swer your  requirements  when  a pleasant 
tasting,  effective  cough  syrup  is  indicated. 
Liberal  samples  to  physicians.  The 
Maltbie  Chemical  Co.,  Newark,  N.  J. 
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50  DELICIOUS  WAYS  TO  USE 
KNOX  SPARKLING  GELATINE 
IN  THE  DIABETIC  DIET 


The  recipes  contained  in  the  booklet,  “Diet 
in  the  Treatment  of  Diabetes,”  make  avail- 
able a delightful  variety  of  food  combina- 
tions for  the  diabetic  diet.  Because  of  its 
recognized  purity,  and  the  fact  that  it  is 
unbleached,  unflavored,  and  free  from 
sugar,  Knox  Sparkling  Gelatine  will  be 
found  especially  valuable  in  bringing  va- 
riety, palatability  and  nourishment  to  the 
prescribed  diet. 

The  first  part  of  the  booklet  carries  a 
reprint  of  an  article  from  Modern  Hospital 
written  by  Lulu  G.  Graves,  which  discusses 
the  new  ideas  in  diabetic  diets.  As  Miss 
Graves  is  Honorary  President  of  the  Amer- 
ican Dietetic  Association,  and  has  specialized 
in  diabetic  diets,  and  has  collaborated  with 
leading  diabetic  authorities,  she  is  well 
equipped  to  write  advisedly  on  this  all- 
important  subject. 

Knox  Sparkling  Gelatine  blends  per- 
fectly with  the  foods  commonly  used  in  the 
diabetic  diet,  and  the  increased  bulk  helps 
satisfy  the  constant  hunger  of  the  diab  tic 
patient.  As  each  ounce  of  Knox  Sparkling 
Gelatine  contains  about  120  calories,  the 
doctors  can  circulate  food  formulas  exactly. 
Necessary  proteins  are  added  to  the  diet- 
Indeed,  experiments  show  that  when  gela- 
tine is  given  to  humans  as  the  sole  source  of 


QUALITY  WITH 
ECONOMY 

Knox  Sparkling  Gelatine  is  the 
highest  quality  for  health.  It  is  a pro- 
tein in  its  purest  form,  particularly 
suitable  where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  qual- 
ity but  economy,  for  each  package 
makes  four  different  desserts  or  sal- 
ads of  six  generous  servings  each. 


protein,  the  waste  of  body  proteins  often  is 
reduced  by  as  much  as  63.7  per  cent  (Lusk). 

Additional  dietetic  booklets 
available 

Listed  below  are  other  free  booklets  which 
are  filled  with  tempting  recipes  for  using 
Knox  Sparkling  Gelatine  in  the  liquid 
and  soft  diet  of  invalids  and  convalescents, 
as  well  as  the  diet  for  anemia.  A further 
booklet  contains  a wealth  of  data  on  gela- 
tinated  milk  as  used  in  child  feeding.  Check 
those  you  wish  and  mail  us  the  coupon. 


-<■ 


lU  Tinimtl 
«/DutirU> 


Name 

City_ 


>- 

KNOX  GELATINE  LABORATORIES,  429  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have 
marked.  Also  register  my  name  for  future  reports  on  clinical  gelatine  tests  as 
they  are  issued. 

I ' Diet  in  the  Treatment  of  Diabetes 
I I Reducing  Diet 

I I Varying  the  Monotony  of  Liquid  and  Soft  Diets 
I I Recipes  for  Anemia 

□ Value  of  Edible  Gelatine  in  Infant  and  Child  Feeding 


■Address. 
State  
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MEAD’S  DEXTRI-MALTOSE  in 

Any  System  of  Infant  Feeding— 


Suggested  Formulae 
for  24  Hour  Feedings 

& & 

Fresh  Cow’s  Milk 

Oz. 

Mead’s  Dextri-Maltose 

Fresh  Cow’s  Milk 

Water 


A A 


^JLhE  greater  known  assimilation  limits 
of  Mead’s  Dextri-Maltose  make  this  form 
of  carbohydrate  most  acceptable  to  re- 
place the  deficiency  found  in  all  cow’s 
milk  and  water  formulae.  This  is  true  of 
any  system  of  infant  feeding. 

For  many  years  physicians  have  used  it  with 
good  results  in  fresh  cow’s  milk  and  water 
modifications.  Yet  within  recent  years  the 
milk  itself  has  undergone  various  modifica- 
tions or  alterations  for  the  sake  of  preserva- 
tion. In  many  cases  these  alterations  have 
given  definite  advantages  over  fresh  milk  for 
different  conditions  in  infant  feeding. 


Lactic  Acid  Milk 

Mead's  Dextri-Maltose 

Mead’s  Powdered  Lactic  Acid  Milk . . 
Water. 


& & 

Protein  Milk 

Mead’s  Powdered  Protein  Milk 

Mead's  Dextri-Maltose 

Water 


« & 

Evaporated  Milk 

Mead's  Dextri-Maltose 

Evaporated  Milk 

Water 


Among  such  milks  may  be  mentioned: 

Powdered  Lactic  Acid  Milk 
Evaporated  Milk 
Powdered  Milk 
Powdered  Protein  Milk 
Fresh  Corves  Milk 

The  advantages  following  the  use  of  Mead’s 
Dextri-Maltose  in  fresh  cow’s  milk  and  water 
mixtures  will  be  present  when  this  carbohy- 
drate is  used  in  any  of  the  above  milk  mix- 
tures. 

Use  it  in  these  formulae  as  you  do  in  the  feed- 
ings prepared  from  fresh  cow’s  milk  and 
water.  Its  addition  to  the  infant  diet  in  any  of 
these  milks  will  meet  with  good  clinical  re- 
sults in  the  majority  of  cases.  Its  known  as- 
similation limits  assure  its  absorption  with  a 
minimum  tax  upon  the  digestive  tract  of  the 
infant.  Freedom  from  nutritional  disturbances 
has  always  been  noticeable  whenever  it  is 
used. 


MEAD  JOHNSON  & COMPANY 

Infant  Diet  Materials  Exclusively 

Evansville,  Indiana,  U.  S.  A. 


There  is  nothing  quite  as  capable  of  making  refraction  a 
sheer  joy  as  the  ability  to  examine  the  patient  and  to 
write  the  prescription  without  a tiresome  wrangle  with 
the  ti'ial  case.  How  easy  and  impressive  it  is  to  rapidly 
diagnose  the  error  with  a retinoscope  and  then  prove  up 
with  a few  swift  changes  of  lenses,  while  the  patient 
looks  at  the  chart  . . . How  irritating  and  utterly  lacking 
in  the  appearance  of  professional  skill  is  the  long  drawm 
out  “this  or  that”  encounter  with  the  trial  lenses!  Ee- 
fraction  with  the  Refractascope  is  indeed  a pleasure,  for 
it  has  simplified  retinoscopy,  and  has,  at  the  same  time, 

made  it  far  more  precise Witf^  each  Refactascope,  voe 

§iVe  a course  of  lessons  h;g  the  inventor  of  the  inflrument.  This 
is  not  available  with  any  other  streak  light  retinoscope. 


RIGGS  OPTICAL  COMPANY 

Quality  Optical  Products 

Omaha,  Xebr.  Grand  Island,  Nebr.  Kansas  City,  Mo. 

Denver,  Colo.  Lincoln,  Nebr.  Sioux  City,  la. 

Hastings,  Nebr. 
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A Suggestion  to  Professional  Men 


■p  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 


Peters  Trust  Co£iimi 


T^arnam  at^^/evenieenth 
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KNOX  SPARKLING  GELATINE 
IS  VALUABLE  IN  THE  DIETS  OF 
INFANTS  AND  CHILDREN 


We  HAVE  published  a booklet,  “Value 
of  Edible  Gelatine  in  Infant  and  Child 
Feeding.”  It  contains  many  valuable  sug- 
gestions on  the  proportions  and  method  of 
preparation  for  gelatine  used  in  infant  feed- 
ing, giving  specific  instances  of  results 
achieved  with  infants  and  growing  children. 

Knox  Gelatine  added  to  the  milk  formula 
largely  prevents  the  formation  of  hard  curds, 
and  so  helps  to  correct  regurgitation  and 
vomiting.  It  is  more  readily  digested  and 
absorbed.  Dr.  Downey,  in  his  research  work 
at  Mellon  Institute,  determined  that  the 
addition  of  gelatine  to  the  milk  mixture 
materially  increases  its  available  nourishment. 

Another  important  use  of  Knox  Sparkling 
Gelatine  is  in  the  diabetic  diet.  Here  it 
serves  as  a carrier  of  concentrated  foods,  adds 
to  the  protein  content,  and  gives  the  patient 
a feeling  of  satiety  when  the  meal  is  over. 
Dietitians  use  it  to  increase  the  variety  of 
the  liquid  and  soft  diets  of  convalescents 
and  invalids. 

Back  of  the  manufacture  of  Knox  Spar- 
kling Gelatine  is  41  years  of  experience. 
From  raw  material  to  the  finished  package 
every  process  is  under  constant  chemical  and 


QUALITY  WITH 
ECONOMY 

Knox  Sparkling  Gelatine  is  the  high- 
est quality  for  health.  It  is  a protein 
in  its  purest  form,  particularly  suit- 
able where  carbohydrates  and  acids 
must  be  avoided.  When  you  purchase 
Knox  Gelatine  you  not  only  get  qual- 
ity, but  economy,  for  each  package 
makes  four  different  desserts  or  sal- 
ads of  six  generous  servings  each. 


scientific  control.  Knox  Sparkling  Gelatine 
is  a pure  protein,  unbleached,  unflavored, 
free  from  sugar. 

Further  Booklets  Available 
Recognized  dietitians  have  prepared  these 
additional  booklets  which  explain  the  uses 
of  Knox  Sparkling  Gelatine  in  various  ill- 
nesses. They  offer  a number  of  delicious 
and  appetizing  recipes  which  lend  variety  to 
the  prescribed  diets.  Data  on  interesting 
scientific  tests  is  also  available.  Simply  check 
the  coupon  below  and  mail  it  to  us. 


^ KNOX  GEL.\TINE  LABOR.ATORIES,  429  Knox  Avenue,  Johnstown,  N.  Y. 

Please  send  me,  without  obligation  or  expense,  the  booklets  which  I have 
marked.  Also  register  my  name  for  future  reports  on  clinical  gelatine  tests  as 
they  are  issued. 

I n Diet  in  the  Treatment  of  Diabetes  IT  Recipes  for  Anemia 

! 0 Reducing  Diet  [Zl  Value  of  Edible  Gelatine  in  Infant 

' n Varying  the  Monotony  of  Liquid  and  Child  Feeding 

/ Soft  Diets 


Name 


Address. 


City. 


State. 
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CONSTIPATION 


‘The  substitution  of  one  of  the 
maltose-dextrins  mixtures  for  milk 
or  cane  sugar  also  sometimes  re- 
lieves constipation  in  little  babies.*  * 
Those  preparations  which  contain 
the  potassium  salts  are  apparently 
somewhat  more  laxative  than  those 
containing  the  sodium  salts.” 


MEADES  DEXTRI-MALTOSE 


From  Text  Books 


MEAD’S  DEXTRI-MALTOSE  No.  3 (with 
potassium  bicarbonate)  is  indicated  for  con- 
stipated babies.  Potassium  salts  added  to  cow’s 
milk  cause  the  formation  of  a soft  coagula  and 
softer  stools. 

In  human  milk  there  is  a preponderance  of  po- 
tassium over  calcium  salts,  while  calcium  salts  pre- 
dominate in  cow’s  milk.  The  calcium  in  cow’s  milk 
tends  to  cause  the  formation  of  large  tough  curds 
in  which  are  enveloped  large  quantities  of  fat. 

Sufficient  potassium  salts  tend  to  overcome  the 
preponderance  of  calcium  resulting  in  a soft  floccu- 
lent  curd.  By  freeing  the  fat  from  its  envelope  of 
casein,  it  comes  in  more  intimate  contact  with  the 
digestive  juices  resulting  in  a better  metabolism 
and  softer  stools. 


THE  MEAD  POLICY 

Mead’s  infant  diet  materials  art  advtrtiscd  only  to 
physicians.  No  feeding  directions  accompany  trade  packages.  Infor- 
mation in  regard  n feeding  is  supplied  to  the  mother  by  written 
instructions  from  her  doctor,  who  changes  the  feedings  from  time  to 
time  to  meet  the  nutritional  requirements  of  the  growing  infant. 
Literature  furnished  only  to  physicians. 


\ 
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MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 


£ 


Snjoy  %efradtion-i 

There  is  nothing  quite  as  capable  of  making  refraction  a 
sheer  joy  as  the  ability  to  examine  the  patient  and  to 
write  the  prescription  without  a tiresome  wrangle  with 
the  trial  case.  How  easy  and  impressive  it  is  to  rapidly 
diagnose  the  error  with  a retinoscope  and  then  prove  up 
with  a few  swift  changes  of  lenses,  while  the  patient 
looks  at  the  chart  . . . How  irritating  and  utterly  lacking 
in  the  appearance  of  professional  skill  is  the  long  drawn 
out  “this  or  that”  encounter  with  the  trial  lenses!  Ee- 
fraction  with  the  Refractascope  is  indeed  a pleasure,  for 
it  has  simplified  retinoscopy,  and  has,  at  the  same  time, 

made  it  far  more  precise each  Refactascope,  voe 

give  a course  of  lessons  hx)  the  inventor  of  the  infirument.  This 
is  not  available  with  any  other  streak  light  retinoscope. 


RIGGS  OPTICAL  COMPANY 

Quality  Optical  Products 

Omaha,  Xebr.  Grand  Island,  X’ebr.  Kansas  City,  Mo. 

Denver,  Colo.  Lincoln,  Xebr.  Sioux  City,  la. 

Hastings,  X'ebr. 
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c^ll  through  ^he  Summer  e^onths 

Calcreose  is  the  *‘stand-by’^  of  many  physicians  when  they  require 
an  intestinal  antiseptic  embodying  the  effectiveness  of  creosote. 


Every  physician  reader  of  this  Journal  who  is 
not  familiar  with  the  value  of  Calcreose  in  the 
treatment  of  enteritis  and  other  intestinal  dis- 
turbances  during  the  summer  months  is  invited 
to  clip  out  and  return  the  bottle  opposite  for 
liberal,  complimentary  test. 


The  MALTBIE  Chemical  Company,  Newark,  N.  J 
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A Suggestion  to  Professional  Men 

P ROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust  Coiimi 

Tamam  ai  /^enteenth 
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The  newly  recognized  importance  of 

Vitamin  'B 
in  infant  diet 


That  a partial  deficiency  of  Vit- 
amin B in  infant  diet  produces 
symptoms  similar  to  those  pro- 
duced by  a total  deficiency,  is 
evident  from  recently  published 
clinical  observations. 

These  symptoms,  observed  by 
Hoobler  in  his  recent  studies  of 
Vitamin  B deficiency  in  infants, 
are 

1.  Anexoria 

2.  Loss  of  weight 

3.  Spasticity  of  arms  and  legs 

4.  Rigidity  of  neck 

5.  Restlessness  and  fretful- 
ness. 

Hoobler  cites  that  the  usual 
dietary  of  an  infant  in  this 
country  up  to  its  third  month  is 
human  milk  or  cowl’s  milk,  with 
the  addition  of  sugar,  possibly  a 
milled  cereal,  orange  juice  and 
cod-liver  oil. 


On  analysis.  Vitamins  A,  C 
and  D are  found  to  be  present 
in  this  diet.  But  only  minimal 
and,  in  many  cases,  subminimal 
amounts  of  Vitamin  B are  to  be 
found. 

With  the  addition  of  Vitamin 
B to  the  diet  Hoobler  noted  that 
after  two  weeks  the  infant  had 
changed  from  a thin,  pale,  spas- 
tic, restless,  w'hining  child,  re- 
fusing uart  of  its  food,  to  a hap- 
py, rosy  cheeked,  smiling  baby 
whose  appetite  seemed  never  to 
be  completely  satisfied  and 
whose  gain  in  weight  was  re- 
markable. 

He  concludes,  therefore,  that 
“every  infant  should  have  an 
addition  of  Vitamin  B to  its  diet 
and  should  not  depend  on  milk, 
either  human  or  cow’s,  as  its 
only  source  of  this  vitamin.” 


More  Vitamin  B with  Vitavose 
in  the  diet  of  children  and  adults 

Macy,  Hoobler,  Harris  and  others  have  published  data 
which  indicate  that  a very  considerable  number  of  peo- 
ple are  subsisting  on  diets  w'hich  are  far  fiom  optimum 
with  respect  to  Vitamin  B. 

This  deficiency  of  Vitamin  B is  more  profound  dur- 
ing periods  of  marked  physiological  crisis  such  as  preg- 
nancy, lactation,  rapid  growth  and  convalescence. 

Vitavose  as  a diet  supplement  brings  the  supply  of 
Vitamin  B and  iron  up  to  optimum  requirements.  It 
stimulates  the  appetite  and  has  slightly  laxative  quali- 
ties which  aid  in  elimination. 

V^itavose  has  been  accepted  hi)  the  Council  on  Pharmacy 
and  Chemisfr}).  American  Medical  Associaton 


The  question  naturally  arises 
then,  what  shall  be  the  source  of 
supply  of  Vitamin  B for  the  in- 
fant ? 

E.  R.  Squibb  & Sons  have  an- 
swered this  problem  in  the  de- 
velopment of  a new  milk  modi- 
fier which  is  exceedingly  rich, 
not  only  in  Vitamin  B,  but  also 
in  assimilable  iron  salts — Vita- 
vose. 

Squibb’s  Vitavose  is  a palat- 
able and  highly  nutritious  mal- 
tose-dextrin preparation,  made 
from  fat-free,  malted  wheat 
germs.  In  addition  to  maltose 
and  dextrins,  it  contains  the 
water-soluble  extractives  from 
the  wheat  embryo — Vitamin  B, 
soluble  nitrogenous  compounds 
and  mineral  salts. 

Vitavose  resembles  a fine 
golden  yellow  sugai'  in  appear- 
ance. It  has  an  agreeable  mal- 
ty taste.  It  is  physiologically 
assayed  for  its  vitamin  content 
and  tests  show  that  it  contains 
100  times  as  much  of  the  anti- 
neuritic  factors  as  does  fresh, 
raw',  certified  cow’s  milk,  and 
about  30  times  as  much  of  the 
pellagra-preventing  factor. 


Free  to  physicians — samples  of  VitaVase  and  detailed  information. 

'Sprite  Professional  Service  Dept.,  E.  R.  Squihh  S'  Sons,  80  Beekman  Street,  New  York 

Squibb’s  Vitavose 
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J\ieads 

Dextn-Maltose 


IhERE  is  a unanimity  of  opinion  among 
I physicians  upon  the  use  of  Mead’s 
Dextri-Maltose. 


It  is  shared  alike  by  the  pediatrist  whose 
practice  is  confined  exclusively  to  the  feed- 
ing of  infants,  and  the  general  practitioner 
whose  work  covers  a multitude  of  different 
cases. 


An  abundance  of  clinical  evidence  has  proved 
it  is  well  tolerated,  easily  assimilated  and 
generally  productive  of  satisfactory  results. 
In  combination  with  various  cow’s  milk  and 
water  modifications  it  has  probably  success- 
fully been  used  to  feed  more  infants  than  any 
other  carbohydrate  offered  the  medical  pro- 
fession. 


A few  infants  can  tolerate  any  carbohydrate. 
But  any  carbohydrate  can  not  be  fed  all 
babies  under  all  conditions.  The  success 
characterizing  the  use  of  Mead’s  Dextri- 
Maltose  in  the  combined  experience  of  in- 
fant feeders  is  that  it  will  successfully  feed 
more  infants  than  any  other  now  in  use. 


Sample  and  Literature  on  Request* 


MEAD  JOHNSON  & CO. 

Evansville,  Indiana 


.loru.vAE 


THE  MEAD  POLICY 

MEAD'S  infant  dietmateri- 
als  are  advertised  only  to  phy- 
sicians. No  feeding  directions 
accompany  trade  packages. 
Information  in  regard  to 
feeding  is  supplied  to  the 
mother  by  written  instructions 
from  her  doctor,  who  changes 
the  feedings  from  time  to  time 
to  meet  the  nutritional  re- 
quirements of  the  growing 
infant.  Literature  fur- 
nished only  to 
physicians. 


There  is  nothing  quite  as  capable  of  naaking  refraction  a 
sheer  joy  as  the  ability  to  examine  the  patient  and  to 
write  the  prescription  without  a tiresome  wrangle  with 
the  trial  case.  How  easy  and  impressive  it  is  to  rapidly 
diagnose  the  error  with  a retinoscope  and  then  prove  up 
wdth  a few  swift  changes  of  lenses,  while  the  patient 
looks  at  the  chart  . . . How  irritating  and  utterly  lacking 
in  the  appearance  of  professional  skill  is  the  long  drawm 
out  “this  or  that”  encounter  with  the  trial  lenses!  Re- 
fraction with  the  Refractascope  is  indeed  a pleasure,  for 
it  has  simplified  retinoscopy,  and  has,  at  the  same  time, 

made  it  far  more  precise Witf^  each  Refactascope,  we 

give  a course  of  lessons  hi)  the  inventor  of  the  infirurnent.  This 
is  not  available  wdth  any  other  streak  light  retinoscope. 


RIGGS  OPTICAL  COMPANY 

Quality  Optical  Products 

Omaha,  Nebr.  Grand  Island,  Nebr.  Kansas  City,  Mo. 

Denver,  Colo.  Lincoln,  Nebr.  Sioux  City,  la. 

Hastings,  Nebr. 
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c^ll  through  ^he  Summer  e^onths 

Calcreose  is  the  “stand-by’^  of  many  physicians  when  they  require 
an  intestinal  antiseptic  embodying  the  effectiveness  of  creosote. 


Every  physician  reader  of  this  Journal  who  is 
not  familiar  with  the  value  of  Calcreose  in  the 
treatment  of  enteritis  and  other  intestinal  dis- 
turbances during  the  summer  months  is  invited 
to  clip  out  and  return  the  bottle  opposite  for 
liberal,  complimentary  test. 


The  MALTBIE  Chemical  Company,  //CvNewark, 
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A Suggestion  to  Professional  Alen 

TJ  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
^ one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust 

T^arnam  at  /^enteenih 
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WHENADIABETIC  SAY  S 
‘‘‘What  can  I eat 
that  tastes  good?^y 

' t!ie  patient  diet-happy! 

And  Knox  Sparkling  Gel- 
atine can  he  of  real  service. 

As  yon  will  note  in  the  recipe 
below,  Knox  Gelatine  com- 
bines perfectly  with  the  foods 
prescribed  for  the  diabetic  diet.  It 
makes  dishes  that  are  appetizing  and 
different  to  the  eye  and  the  taste.  It 
supplies  the  diet  variety  that  satisfies 
the  patient’s  appetite  and  it  supplies  the 
food-bulk  that  the  patient’s  hunger  craves. 

People  suffering  from  diabetes  really  enjoy 
gelatine  dishes  — and  they  can  enjoy  them  if  they 
have  our  diabetic  recipes  prepared  by  one  of  the 
country’s  recognized  dietitians.  Remember,  Knox 
Gelatine  is  free  from  sugar. 

KNOX  ifde 

real  GEL/ITI WC 

ConUtiiis  No  Sugar 


(Six  Servings) 

Prot. 

Fat 

Garb.  Cal. 

4 

43 

54 

1 

19 

8 

1 

2 

1 

2 

30 

2 

51 

103 

13  1183 

8.5 

17 

2 197 

salt  to 

boil 

anti  dissolve 

ISO 

70 

60 

25 

75 

Total 


2 teaspoons  Knox  Sparkling  Gelatine 
up  cold  water 
4 cup  hot  water 
■ea'‘pf»on  salt 
t cup  vinegar 
!/,  cup-i  grated  cheese 
14  cup  choppe<l  stulfed  olives 
cu(»  idiopped  cclerv 
up  cliopped  green  pepper 
cup  cream,  whip])e*d 

One  s 

Soak  gelatine  in  cohl  water.  Bring  w 
gelatine  in  it.  Acid  vinegar  and  set  aside  to  chill.  W hen  nearly  set,  beat 
until  frothy,  fold  in  ch«*ese,  olives,  celery,  pepper  and  whipped  cream. 
Turn  into  molds  and  chill  until  firm.  L'umuldon  lettuce  leaf  and  serve. 


SPIXACII  SAEAW  (SU  Servings) 

Crams  Prot.  Fat  Garb.  Cal. 

\]/2  tablespoons  Knox  Sparkling 

(ielatine  10  9 

\/^  cup  cohl  water 

cups  boiling  water 

2 tablespoons  h-mon  juice 20 

Yy  teaspoon  salt 

eups  cooked  spinach,  chopped_,_,  300  6 

2 bard  cooked  eggs 100  13 


Total 
One  serving 


28 

5 


212.! 

40 


Soak  gelatine  in  cold  water  and  dissolve  in  boiling  water.  A<ld  lemon 
juice,  salt,  strain  and  chill.  Vt  hen  nearly  set,  stir  in  chopped  spinach, 
mold  ami  chill  until  firm.  Serve  on  lettuce  hearts  or  tender  chicory 
leaves  and  garni-h  with  hard  cooked  egg,  cut  lengthwise  in  ^ixth^ 
ami  sprinkled  >%ith  paprika.  Ser>e  with  mayonnaise. 


If 


you  agree  that  reeipes  like  the  ones  on  this  page  ill  be  helpful  in  your  diabetic  practice,  write  for 
our  eoiii|>lete  Diabetic  Heeipe  Book  — it  contains  <lozeiis  of  valuable  reeoinmcndations.  W e shall  be 
glad  to  mail  you  as  many  copies  as  you  desire.  Knox  Gelatine  Laboratories,  429  Knox  Ave.,  Johns- 
town, N.  Y. 
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Ooimd  weight 

and  muscle  on 

MEAD’S  DEXTRI-MALTOSE 


iny^EAD’S  Dextri-Maltose,  cow’s  milk  and  water 
can,  with  but  few  exceptions,  be  relied  upon  for 
good  results  in  artificial  feeding  cases. 

The  addition  of  Dextri-Maltose  makes  up  the  carbo- 
hydrate dehciency  in  the  cow’s  milk.  It  is  easily  assimi- 
lated— well  tolerated. 

Gains  in  weight  are  usually  normal,  presenting  a 
healthy  clinical  picture — sound  musculature — good  color. 

There  is  a minimum  of  nutritional  disturbances  of  a 
fermentative  nature  due  to  the  greater  assimilation 
limits  of  Dextri-Maltose  over  either  lactose  or  sucrose. 

Dextri-Maltose  No.  1 is  indicated  for  normal  infants, 
while  the  No.  3 with  3%  addition  of  potassium  bicarbon- 
ate, is  the  clinical  choice  if  calcium  constipation  is 
present. 

These  observations  are  made  from  the  results  obtained 
in  hospitals,  in  clinics  and  from  many  physicians  in  pri- 
vate practice. 


^ THE  MEAD  POLICY 

Mead’s  infant  diet  materials  are  advertised  only  to  -physicians.  No 
feeding  directions  accompany  trade  packages.  Information  in  regard 
to  feeding  is  supplied  to  the  mother  by  written  instructions  from  her 
doctor,  who  changes  the  feedings  from  time  to  time  to  meet  the  nutri- 
tional requirements  of  the  growing  infant.  Literature 
furnished  only  to  physicians. 

MEAD  JOHNSON  & CO. 

M akers  of  Infant  Diet  Ma  terials 

EVANSVILLE,  INDIANA,  U.  S.  A. 


SODIUM  chloride  2?^ 


fOR  use 


SPECIALLY  prepared 


IN  GENERAL  INFANT 


diets 


JOHNSON  & 


0 

il 

0 

D 

d 

D 


MODERN 

Demands  Eye 


LIGHT 

Protection 


Throughout  our  waking  and  working 
hours  our  eyes  are  continuously  subject 
to  the  glare  of  modern  light.  Nature 
provides  a means  of  protection  from 
strong  natural  light  coming  from  above 
the  eye  level,  but  severe  eyestrain  is 
caused  by  the  glare  that  surges  up  from 
white  pavements,  shiny  papers  and  low- 
hung  or  poorly  shaded  lamps. 

On  the  streets,  at  the  desk,  in  the 
home — at  work  or  at  play — Glare,  insidi- 
ous enemy  of  eyes,  is  always  with  us. 


Modern  light  makes  glare-protection 
necessary. 

Soft-Lite  Glass,  available  in  all  lens 
forms,  is  tbe  best  and  safest  of  all  pro- 
tective glasses.  It  satisfies  the  demand 
of  the  modern  refractionist  better  than 
any  other  lens  material.  It  reduces  the 
light  intensity  to  a point  of  comfort,  but 
it  does  not  alter  the  natural  color  values. 

A trial  prescription  always  proves  the 
merit  of  Soft-Lite. 


RIGGS  OPTICAL  COMPANY 


Omaha,  Nebr. 
Denver,  Colo. 


Grand  Island,  Nebr. 
Lincoln,  Nebr. 
Hastings,  Nebr. 


Kansas  City,  Mo. 
Sioux  City,  la. 


Quality  Optical  Products 
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ACHIEVEME/NTS 


A Suggestion  to  Professional 

■p  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust  Coiie^ 

• T^arnam  at^/e^nieenih 


Tablets 
Calcreose 
4 grains 

Each  tablet  contains  2 
grains  of  pure  creosote 
combined  with  hy- 
drated  calcium  oxide. 


Compound  Syrup  of 

Calcreose 

Alcohol  5 Per  Cent 
Each  fluid  ounce 
Represents: 
Alcohol — 24  Mms. 
Chloroform  Ap' 
proximately 
3 Mms. 

Calcreose  Solution 
160  Mins. 
(Equivolenr  to  10 
mms.  of  creosote) 
Wild  C/ierr)i  Barl{ 
20  grs. 

Peppermint  Aro* 
mnfics  and  Syrup 
q.s. 

Tasty,  effective,  does 
not  nauseate. 


which  meet  your 
therapeutic  requirements! 

HEN  Maltbie  made  Calcreose  available  for 
the  treatment  of  Bronchitis,  Tuberculosis,  In- 
testinal and  Urinary  Affections,  the  medical  profes- 
sion was  given  a produdt  through  which  the  full 
therapeutic  effect  of  creosote  could  be  secured  even 
though  the  patient  may  have  a sensitive  stomach. 

Calcreose  is  a loose  chemical  combination  of  pure 
creosote  and  hydrated  calcium  oxide.  The  creosote 
is  slowly  released  from  Calcreose  and  this  provides  a 
prolonged  and  effective  adtion  which  is  very  helpful. 
Leading  druggists  carry  Tablets  Calcreose  4 grs.  and 
Compound  Syrup  of  Calcreose  for  prescription 
purposes.  Samples  gladly  mailed  to  Physicians. 

Maltbie  Chemical  Company,  Newark,  New  Jersey 
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SAFE  and  SA^E  DIETING / 

...  in  WEIGHT  / 
REDUOXG! ...  / 

/ When  >veight  reduc- 
/ tion  is  advisable  (and  a 
/ nerve-racking,  unsatisfied 
/ appetite  is  inadvisable)— then 
/ Knox  Sparkling  Gelatine  may 
/ be  used  with  gratifying  results. 

/ Knox  Gelatine  is  benefieial  protein 
/ — a wholesome  delicaey  that  may  be 

/ delightfully  combined  with  vegeta- 
/ bles,  fruits,  chicken  and  other  foods  in 
/ the  weight  reducing  diet.  There  are  Knox 
/ Gelatine  salads,  mousses  and  desserts 
/ which  are  well  balanced  dietetically  but  of 
/ low  calorific  value,  and  uill  satisfy  the  most 
/ persistent  craving  for  food. 

/ Knox  Gelatine  supplies  the  diet  hulk  that  satisfies 
/ hunger — and  the  diet  variety  that  appeases  the  appe- 
/ tite.  Only  Knox  Gelatine  should  be  used,  because  it  is 
/ real  gelatine  in  its  purest  form — unbleached,  unflavored 
/ and  unsweetened. 

/ May  we  send  you  gelatine  reducing  recipes,  specially 
/ prepared  by  recognized  dietetic  authorities?  They  will 
/ help  you  in  your  practice.  Our  other  laboratory  material  is 
/ available  also  if  you  will  return  the  coupon  below.  We  should 
/ appreciate  the  opportunity  of  sending  you  the  newest  findings 
/ concerning  the  importance  of  gelatine  in  medical  practice. 


•KM  O A Zr 

rea/  GEL/m\t 

Contains  No  Sugar 


KNOX  GEL.\TINE  LABORATORIES 
Avenue,  Johnstown,  N. 

Please  send  me,  without  obligation  or  expense, 
the  booklets  which  I have  marked.  Also  regis- 
ter my  name  for  future  reports  on  clinical  gela- 
tine tests  as  they  are  issued. 

□ Diet  in  the  Treatment  of  Diabetes 
n Reducing  Diet 

□ ary  ing  the  Monotony  of  Liquid  and  Soft  Diets 

□ Recipes  for  Anemia 

n Value  of  Gelatine  in  Infant  and  Child  Feeding 

Name  

Address  

City  

Slate  
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^ 'But  Doctor, 
^ou  don’t  treat 
manij  sick  babies.” 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA  U.  S.  A. 


To  the  woman  pictured  in  this  interview,  it  somehow  seemed 
that  in  a case  of  artificial  feeding,  intestinal  disturbances 
were  an  inevitable  necessity — that  these  were  dread  diseases 
which  in  some  vague,  mysterious  manner,  baffled  all  efforts 
to  prevent  and  whose  correction  lay  in  the  drastic  adminis- 
tration of  drugs. 

MEAD’S  DEXTRI-MALTOSE 
Samples  on  Request 


This  remark  was  made  by  a mother,  with  her  infant  in 
her  arms,  as  she  discussed  her  own  case  with  her  physician. 
Paradoxically  enough,  because  her  physician  was  a success' 
ful  infant  feeder,  he  gave  promise  to  lose  standing  in  her 
estimation. 

The  Doctor’s  reply  was  illuminating  to  this  mother — 

“We  don’t  treat  many  sick  babies  because  <we  feed  more 
well  babies  properly.” 

So  modem  feeding  practice  seeks  first  to  preserve  the 
infant’s  health  rather  than  correct  nutritional  disturbances. 
And  in  this  it  is  eminently  successful.  What  this  patient  did 
not  realize  was  that  the  physician  needed  her  confidence 
and  co-operation. 

The  dangers  of  carbohydrate  fermentation  are  greatly 
minimized,  weight  gains  with  sound  body  turgor  are  easier 
to  secure  by  the  use  of  Mead’s  Dextri-Maltose  in  fresh  cow’s 
milk  or  lactic-acid  milk  mixtures. 

It  is  readily  assimilated  by  the  infant  and  is  supplied  the 
doctor  with  different  salt  contents.  No.  1 with  sodium 
chloride  2%  for  normal  cases.  No.  2,  salt  free  and  No.  3 
with  3%  Potassium  Bicarbonate  for  constipated  infants. 


N F A N T 


DIET 


MATERIALS 


EXCLUSIVELY 


MODERN  LIGHT 

Demands  Eye  Protection 


Throughout  our  waking  and  working 
hours  our  eyes  are  continuously  subject 
to  the  glare  of  modern  light.  Nature 
provides  a means  of  protection  from 
strong  natural  light  coming  from  above 
the  eye  level,  but  severe  eyestrain  is 
caused  by  the  glare  that  surges  up  from 
white  pavements,  shiny  papeis  and  low- 
hung  or  poorly  shaded  lamps. 

On  the  streets,  at  the  desk,  in  the 
home — at  work  or  at  play — Glare,  insidi- 
ous enemy  of  eyes,  is  always  with  us. 


Modern  light 
necessarv. 


makes  glare-protection 


Soft-Lite  Glass,  available  in  all  lens 
forms,  is  the  best  and  safest  of  all  pro- 
tective glasses.  It  satisfies  the  demand 
of  the  modern  refractionist  better  than 
any  other  lens  material.  It  reduces  the 
light  intensity  to  a point  of  comfort,  but 
it  does  not  alter  the  natural  color  values. 

A trial  prescription  always  proves  the 
merit  of  Soft-Lite. 


i RIGGS  OPTICAL  COMPANY 

^ Omaha,  Nebr.  Grand  Island,  Nebr.  Kansas  City,  Mo.  A 

* Denver,  Colo.  Lincoln,  Nebr.  Sioux  City,  la.  * 

Q Hastings,  Nebr.  Q 
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^ Quality  Optical  Products  ^ 
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Compound  Syrup  of 

Calcreose 

A tasry,  effective  creosote 
cough  syrup  that  does  not 
k nauseate.  A 


Tablets  Calcreose 

4 grains 

Full  creosote  medication 
in  a form  which  patients 
^ will  tolerate.  A 


OCT  1 1929 

A Suggestion  to  Professional  M^nr-^ 

T)  ROFESSIONAL  men  know  that  only  yea tyaifaih^ 

one  for  his  profession,  and  also  that  years  oi^perieiift! ' are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust  Consm 

T^arnam  at^/evetiieenih 


alcreose 


*WT» 


which  meet 
your  therapeutic 
requirements! 

)L1NICAL  experience  during  influenza 
’ epidemics  demonstrated  that  Calcreose 
was  of  value  in  the  treatment  of  pulmon- 
ary and  intestinal  complications. 

The  Tablets  Calcreose  4 grs.  contain  2 grs. 
of  pure  creosote  .combined  with  hydrated 
calcium  oxide. 

Each  fluid  ounce  of  Compound  Syrup  of 
Calcreose  represents  Calcreose  Solution  160 
minims  (equivalent  to  10  minims  of  pure 
creosote);  Alcohol,  24  minims;  Chloroform, 
approximately  3 minims;  Wild  Cherry 
Bark,  20  grains;  Peppermint,  Aromatics 
and  Syrup  q.  s. 

The  MALTBIE  Chemical  Company, 
Newark, 


Jersey 


,1BRARY 
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It  answers 

every  essential  requirement 
of  a syrup 
for  infant  feeding 


J^OCTORS  cannot  afford  to  take  chances  on 
an  inferior  grade  of  com  syrup  when  it  is  to 
be  used  in  the  preparation  of  food  for.  infants. 

Staley’s  Corn  Syrup  is  used  successfully  for  this 
purpose  by  doctors  all  over  the  country,  as  well  as 
in  many  hospitals  and  clinics. 

A careful  process  of  manufacture  gives  this  syrup 
purity,  uniformity  and  clearness.  These,  combined 


with  its  28.5%  dextrose  and  maltose  content  — 
the  same  sugars  found  in  expensive  baby  foods  — 
make  it  ideally  suited  for  infant  feeding. 

Staley’s  Crystal  White  and  Golden  Corn  Syrup 
— the  kinds  recommended  for  this  use  — can  be 
purchased  at  any  grocery. 

Write  today  for  free  sample  and  the  booklet, 
“Modification  of  Milk  for  Infant  Feeding.” 


Staley  Sales  Corporation 
Decatur,  Illinois 
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'But  Doctor, 
^ou  don’t  treat 
manij  sick  babies.” 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA  U.  S.  A. 


To  the  woman  pictured  in  this  interview,  it  somehow  seemed 
that  in  a case  of  artificial  feeding,  intestinal  disturbances 
were  an  inevitable  necessity — that  these  were  dread  diseases 
which  in  some  vague,  mysterious  manner,  baffled  all  efforts 
to  prevent  and  whose  correction  lay  in  the  drastic  adminis- 
tration of  drugs. 

MEAD’S  DEXTRI-MALTOSE 
Samples  on  Request 


This  remark  was  made  by  a mother,  with  her  infant  in 
her  arms,  as  she  discussed  her  own  case  with  her  physician. 
Paradoxically  enough,  because  her  physician  was  a success, 
ful  infant  feeder,  he  gave  promise  to  lose  standing  in  her 
estimation. 

The  Doctor’s  reply  was  illuminating  to  this  mother — 

“We  don’t  treat  many  sick  babies  because  we  feed  more 
well  babies  properly.” 

So  modem  feeding  practice  seeks  first  to  preserve  the 
infant’s  health  rather  than  correct  nutritional  disturbances. 
And  in  this  it  is  eminently  successful.  What  this  patient  did 
not  realize  was  that  the  physician  needed  her  confidence 
and  co-operation. 

The  dangers  of  carbohydrate  fermentation  are  greatly 
minimized,  weight  gains  with  sound  body  turgor  are  easier 
to  secure  by  the  use  of  Mead’s  Dextri-Maltose  in  fresh  cow’s 
milk  or  lactic-acid  milk  mixtures. 

It  is  readily  assimilated  by  the  infant  and  is  supplied  the 
doctor  with  different  salt  contents.  No.  1 with  sodium 
chloride  2%  for  normal  cases.  No.  2,  salt  free  and  No.  3 
with  3%  Potassium  Bicarbonate  for  constipated  infants. 


r 


Just 


a Prescription 

A prcscnpiwn  for  glasses  is,  in  a laay,  a rather  insig- 
nificant thing.  Often  it  is  zaritten  in  a seeniingly  careless 
inanncr.  and  on  a form  not  at  all  inifrcssk’c. 

A feza  figures,  some  pins  or  ininiis  signs,  crosses  and 
circles  over  printed  zaords — that's  ail.  Sonic  might  call  it 
a "scrap  of  paper” ! 

There  is,  thoiigh,  buried  deep  in  this  prescription  some- 
thing rather  vital.  Through  the  use  of  the  lenses  indicated, 
strained  and  aching  eyes  may  be  rclicz’cd  or  z'ision  c.vtendcd : 
to  the  zacarcr  the  zaorld  may  become  more  cheerful  and  in- 
teresting, or  clearer  and  brighter. 

And  behind  the  prescription  is  experience  and  the  ability  to  diagnose; 
experience  not  gained  in  a day  and  ability  not  easily  acejuired. 

^ But  is  the  patient  completely  served  when  the  prescription  is  written  ? 
^ — No,  not  until  the  knowledge  and  skill  of  the  refractionist  is  translated 
into  finished  lenses.  Unless  the  prescription  is  correctly  filled — precise  in 
focus  and  exact  in  axis — justice  is  done  neither  to  patient  nor  practitioner. 

Are  your  patients  completely  served?  Are  you  guarding  the  eyes  of 
the  patient  and  protecting  your  reputation,  or  are  you  letting  the  matter 
of  a few  cents  turn  you  towaid  doubtful  quality  and  slip-shod  methods? 

Riggs  Optical  Company  has  been  serving  an  exacting  clientele  for 
over  twenty  years.  In  that  time  they  have  built  up  an  enviable  reputation. 
They  have  never  deviated  from  their  original  purpose  of  selling  the  high- 
est quality  pioducts  and  producing  best  possible  pi'escription  service. 

In  giving  relief  and  vision  to  your  patient  turn  to  the  reliable  pie- 
scription  house  for  completing  the  responsibility. 


RIGGS  OPTICAL  COMPANY 

Omaha,  Nebr.  Grand  Island,  Nebr.  Kansas  City,  Mo. 

Denver,  Colo.  Lincoln,  Nebr.  Sioux  City,  la. 

Hastings,  Nebr. 

Quality  Optical  Products 
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which  meet 
your  therao^Stf*"^®^ 
requireme;  P 

)LINICAL  experiencafering  ki^^za^ 


' epidemics  demonstrated  that  Gmcreos^  — . 

was  of  value  in  the  treament  of  puhfuSh-  . 
ary  and  intestinal  complic^^ns.  Qf 

The  Tablets  Calcreose  4 grs.  conf 
of  pure  creosote  .combined  with  hydrated 
calcium  oxide. 


Each  fluid  ounce  of  Compound  Syrup  of 
Calcreose  represents  Calcreose  Solution  160 
minims  (equivalent  to  10  minims  of  pure 
creosote);  Alcohol,  24  minims;  Chloroform, 
approximately  3 minims;  Wild  Cherry 
Bark,  20  grains;  Peppermint,  Aromatics 
and  Syrup  q.  s. 


The  MALTBIE  Chemical  Company, 

Y- 


TWO  MALT 


A Suggestion  to  Professional  Men 

T>  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
^ one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust 

iFarnam  at  /eventeenth 
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The  Prenatal  and  Postnatal  Use  of 

PARKE,  DAVIS  & CO.’S 

VI O STEROL 

( Irradiated  Ergosterol  in  Oil ) 

I Licensed  under  the  Steenbock  patent  administered  by  the  T1 
Alumni  Research  Foundation  of  the  University  of  Wisconsin  if 

The  urgent  need  for  ionizable  calcium  in  pregnancy  due 
to  the  demands  of  the  growing  fetus,  suggests  the  system- 
atic use  during  this  period  of  a medicinal  agent  capable 
of  influencing  calcium  metabolism.  Such  an  agent  is 
Viosterol,  P.  D.  & Co.,  standardized  to  an  antirachitic 
(Vitamin  D)  potency  one  hundred  times  that  of  high- 
grade  cod -liver  oil. 

The  need  for  such  support  continues  after  birth,  to  assist 
the  bony  growth  of  the  child.  Not  only  may  Viosterol, 

P.  D.  & Co.,  be  given  to  the  infant,  the  effective  dose  be- 
ing very  small,  but  also  to  the  nursing  mother  to  enhance 
the  bone-building  value  of  her  milk. 

It  is  true  that  vitamin  D does  not  add  to  the  store  of 
calcium  in  the  body,  but  it  does  most  decidedly  stimulate 
the  synthesis  of  bone  by  bringing  together  for  organic 
union  its  essential  elements,  calcium  and  phosphorus. 

Viosterol,  P.  D.  & Co., is  put  up  in  5-cc.  and  50-cc. 
packages,  with  a standardized  dropper  which 
delivers  approximately  3 drops  to  the  minim. 

Viosterol,  P.  D,  & Co.,  has  been  accepted 
for  inclusion  in  N.  N.  R.  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.  At.  A. 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

KANSAS  CITY  CHICAGO  BALTIMORE  NEW  ORLEANS  MINNEAPOLIS  SEATTLE 

In  Canada:  walkervillb  Montreal  Winnipeg 


NEW  YORK 
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TMead  Johnson  & Co.,  Evansville,  Ind.,  U.  S.  A.  — the  strictly  ethical  house" 


where  it  belongs — | 

in  the  hands  of  the 
physician.  H If,  in  this  day  | 
of  commercial  meddling  and 
gratuitous  medical  advice,  the 
Mead  policy  is  in  the  interest 
of  the  medical  profession  s own  j 
future,  should  it  not  have  your 
whole-hearted  active  as  well 
as  passive  support?  Your 
use  of  Dextri-Maltose  and 
other  Mead  products  reflects 
your  approval  of  this  policy. 

Is  it  worth  your  while? 


From  the  be- 
ginning, Mead 
Johnson  & Company 
have  cooperated  only  with 
physicians,  never  advertising  to 
the  public,  never  enclosing 
descriptive  literature  with 
packages,  never  printing  di- 
rections on  packages,  nor  ex- 
ploiting the  medical  profession 
in  any  way.  For  years,  we 
have  thrown  all  our  resources 
in  research,  money  and  honor 
into  keeping  infant  feeding 


r 


What  It  Can 


The  new  Bausch  & Lomb  Stereo  Campimet- 
er  provides  the  following  procedures: 

Central  and  para-central  field  studies,  using 
the  Lloyd  campimetric  chart  with  BINOCU- 
LAR fixation. 

Central  and  para-central  field  studies  with 
MONOCULAR  fixation;  the  septum  of  the  in- 
stilment being  swung  to  one  side  permitting 
an  extended  nasal  area. 

Stereoscopic  fusion  training  and  muscular 
exercises — a new  and  very  practical  applica- 
tion for  which  a series  of  glass  slides  have 
been  designed.  (These  slides  may  also  be  used 
on  the  previous  models  of  the  Stereo  Campi- 
meter.) 


Do  — 
for  You ! 

The  New  B&L  Stereo  Campimeter, 
and  it  is  easily  the  most  versatile 
ophthalmic  instrument  on  the  market 
today.  The  new  stereo  campimeter  has 
all  of  the  features  of  the  original  device, 
yet  its  field  has  been  extended  so  that 
these  original  features  have  been  ampli- 
fied and  other  important  ones  added. 
The  new  construction  has  been  ac- 
complished without  increasing  bulk  or 
altering  the  precision  or  ease  of  opera- 
tion. 

The  New  B&L  Stereo  Campimeter  is 
a most  valuable  addition  to  the  equip- 
ment of  every  office,  but  it  cannot  be 
classed  as  an  “added  accessory”  for  its 
function  is  a vital  one  to  refractive 
routine.  The  information  it  gives  is  so 
necessary  to  precise  and  successful  eye 
work. 


Bausch  ami  Lomb  arc  supplying  us  with  a new  booklet  describing  the 
Xeze  Stereo  Campimeter.  If  you  zeish  a copv, 
scud  in  the  coupon  bclozo. 


RIGGS  OPTICAL  COMPANY 


60  West  Superior  Street  Flood  Building 

Chicago,  Illinois.  San  Francisco,  Calif. 

Gentlemen : 

Please  send  me  a copy  of  the  Bausch  and  Lomb  booklet  describing  the  new  B&L  Stereo 
Campimeter.  There  is  no  obligation  implied  in  this  request. 

NAME 

ADDRESS 

CITY STATE 


SYMPOSIUM  ON  UROLOGY 

The  Nebrivskiv  Stme 
Medi(CrL  # JourmL 

Established  i9ie  by  the  Nebiovska  State  Medical  Association 


Vol.  XIV 


Norfolk,  Nebraska,  December,  1 !»•<?!) 


No.  12 


think  that  I shall  never 
see  . . . A poemlovelyas 
a tree  . . . Poems  were 
made  fools  like  me  . . . 
But  onlj'  God  can  make  a 
tree.  ' — Joyce  Kilmer 


The  foitnDalion 
of  Calcreo,re  is 
creot'iole — ob- 
tained from  the 
wood  of  delected 
Ireeo^ 


Compoun 

of  Cal 


is 


creose 


yrup 


Available  for  the  lesser  ailments  of  the 
respiratory  tract  ...  a tasty,  effective 
cough  syrup  that  does  not  nauseate 
. . . each  fluid  ounce  representing  Cal- 
creose  Solution,  160  minims;  Alcohol, 
24  minims;  Chloroform,  approximately 
3 minims;  W ild  Cherry  Bark,  20  grains; 
Peppermint,  Aromatics  and  Syrup  q.  s. 


Tafcle«  Cal  creose 
four  grams 

Each  Tablet  Calcreose  4 grains,  con- 
tains 2 grains  pure  creosote  combined 
with  hydrated  calcium  oxide.  The  full 
expectorant  action  of  creosote  is  pro- 
vided in  a form  which  patients  will 
tolerate. 


THE  MALTBIE  CHEMICAL  Ci 
Newark,  f’h' 
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A Suggestion  to  ProfessionoTMen' 

■p  ROFESSIONAL  men  know  that  only  years  of  training  qualify 
one  for  his  profession,  and  also  that  years  of  experience  are 
necessary  to  produce  good  business  judgment. 

Your  accumulation  of  years  should  be  entrusted  only  to  ex- 
perienced hands. 

The  Trust  Department  of  this  company  is  directed  by  qualified 
men  who  will  be  glad  to  advise  you  without  charge. 

Peters  Trust 

Tarnam  at^^/^enieenth 
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Namber  37  of  a series 
of  advertisements  in 
national  magazines 
addressed  to  the  laity 
and  setting  forth 
some  of  the  accom* 
plishments  of  Medi- 
cal Science  in  the 
diagnosis,  treatment, 
and  prevention  of 
disease. 


''God  rest  ye,  little  children, 
let  nothing  you  affright.” 


The  story  of  a great  Christmas  Gift 

Lighted  tapers  in  the  hands  of  child  carollers 
gleamed  through  the  gentle  snow.  Small  voices 
hvmned  .Mulock's  ancient  and  luminous  assur- 
ance. "God  rest  ve.  little  children.”*  Through 
Berlin  s dimlit  Ziegelstein  Strasse.  that  Christ- 
mas night  in  1891.  the  spirit  of  peace  seemed  to 
rest  upon  all  God's  creatures. 

Yet,  onlv  a few  steps  away  from  the  happy 
singers,  in  Bergman  clinic,  a little  girl  lay 
gravely  ill  of  diphtheria. 

Suddenly  through  the  snow  and  the  music  hur- 
ried the  famous  scientist,  Emil  August  Behring 
— preoccupied.  ten?e,  full\  aware  that  the  mis- 
sion he  N'as  about  to  fulfdl  might  prove  to  be 
an  epoch-making  one. 

Entering  the  sick  room,  the  bearded  scientist 
bent  over  the  suffering  child,  deftly  [>assed  a 
Inpodermic  needle  under  her  ^kin — an<l  inject- 
ed the  first  dose  of  diphtheria  antitoxin  ever 
given.  The  little  girl  recovered. 

What  a happy  Christmas  gift  for  this  child  and 
for  all  the  children  to  come  after  her!  After 
years  of  tireless  effort  and  many  hitter  dis- 


appointments. Behring  in  Germany,  Roux  in 
France,  and  other  devoted  scientists  had  dis- 
covered in  this  antitoxin  a sure  method,  not 
only  of  curing  diphtheria,  but  of  rendering 
children  immune  to  it. 

A heritage  that  all  can  share 

Less  than  two  months  after  Behring's  an- 
nouncement was  made  to  a scientific  congress  at 
BudapesL  Parke.  Davis  & Company  began  the 
manufacture  of  diphtheria  antitoxin  in  America. 
During  succeeding  vears,  we  have  been  steadily 
improving  the  quality  and  effectiveness  of  this 
life-saving  serum. 

Through  the  preparation  of  many  serums, 
antitoxins  and  vaccines  for  the  prevention  of 
disease.  Parke,  Davis  & Company  have  been 
privileged  to  play  a vital  part  in  the  never- 
ending  task  that  faces  medical  science  in  guard- 
ing life  and  health. 

And  nothing  in  our  work  has  given  us  greater 
satisfaction  than  the  knowledge  that  we  have 
helped  to  lift  the  shadows  of  illness  and  pain 
from  the  lives  of  little  children. 


PARKE,  DAVIS  & CO. 


\ 
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The  world’s  largest  makers  of  pharmaceutical  and  biological  products 
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Nine  out  of  ten  mothers  can  give  their  babies  the  breast.  What  can  the  physician  tell  these  mothers 
who  want  to  wean  their  babies  before  they  nurse  them? 


1.  The  Business-Qoing  Mother 


“Doctor,  I will  have  to  give  up  nursing 
my  baby.  Our  expenses  have  been  very 
heavy  lately  and  I must  go  back  to  busi- 
ness. My  position  is  open  for  me  pro- 
vided I go  back  next  week.” 

“Of  course,  you  know,  Mrs.  Rush,  that 
breast  milk  is  best  for  your  baby.  In 
every  way,  it  is  far  ahead  of  the  best 
formula.  It  is  free  from  bacteria  and 


dirt,  it  never  sours,  it  is  always  correct 
in  temperature,  and  quicker  as  well  as 
cheaper  than  bottles.  I haven’t  much 
respect  for  the  mother  who  won’t  nurse 
her  baby.  Your  case  is  perhaps  more 
excusable,  for  at  least  you  have 
nursed  your  baby  up  to  the  point 
where  the  economic  shoe  is  pinching 
pretty  tight.” 


i 


Doctor,  in  situations  like  this,  where  extenuating  circumstances  make  artifi-  0 
cial  feeding  necessary,  we  hope  you  will  consider  Mead’s  Dextri-Maltose  modi-  p 
iication  of  cow’s  milk  as  the  next-best-to-mother’s-milk  infant  food.  We  hope  you  ^ 
will  be  influenced  in  its  choice,  not  only  because  of  its  long  clinical  background  r 
but  because  of  the  ethical  character  of  its  makers.  ^ 


.Mead  Johnson&  Co.,  Evansville,  Ind.,U.  S.  A. — the  strictly  ethical  home 
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Your  prescriptions 
in  Orthogon  are  fill- 
ed promptly  by  all 
Riggs  houses.  Riggs 
is  located  conven- 
iently in  54  western 
and  mid-western 
cities. 


Your 

Patrons 

appreciate-^ 

precisions 


RIGGS 

OPTICAL  COMPANY 

Quality  Optical  Products 


The  public  is 

educated  to  max- 
imum service.  This  is  an  era  of  service. 
When  your  patients  are  informed  that  better 
lenses  are  available  they  appreciate  havi’--g 
the  merits  of  such  lenses  explained  and 
demonstrated.  When  you  urge  the  purchase 
of  Orthogon  precision  lenses  you  indicate  an  interest  in  utmost 
eye  comfort ; a desire  to  more  completely  translate  your  find- 
ings into  an  effective  prescription.  When  you  write  “Ortho- 
gon” on  the  Rx  you  are  giving  better  service  and  increasing 
your  prestige. 


The  Orthogon  series  of  lenses  is  not  a new'  product  de- 
signed to  sell  merely  as  “improved  merchandise”.  These 
lenses  are  the  result  of  years  of  study  and  experiment  originat- 
ing in  the  desire  of  advanced  refractionists  for  ideal  ophthalmic 
lenses. 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 


DUE 


JANS  1964 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  v/ithout  the  Library’s  authorization. 


